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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
iazepam)  part  of  your  treatment 
an,  check  on  whether  or  not  the 
itient  is  presently  taking  drugs 

E1  d,  if  so,  what  his  response  has 
en.  Along  with  the  medical  and 
<>cial  history,  this  information  can 
Iplp  you  determine  initial  dosage, 
tie  possibility  of  side  effects  and 
tie  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
dpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
1 excessive  psychic  tension  per- 
sts  and  should  be  discontinued 
<hen  you  decide  it  has  accom- 
'[  ished  its  therapeutic  task.  In 
hneral,  when  dosage  guidelines 
e followed,  Valium  is  w ell 
Berated  (see  Dosage).  Forcon- 
enience  it  is  available  in  2-mg,  5-mg 
id  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
ive  been  the  most  commonly  re- 
irted  side  effects. 

Until  response  is  determined, 
itients  receiving  Valium  should 
" cautioned  against  engaging  in 
izardous  occupations  requiring 
’ implete  mental  alertness,  such 
; driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


GENERAL  BOOKBINDING  CO. 


QUALITY  CONTROL  MARK 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ano  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  ’Pension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  ro  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 


(diazepam) 

To  help  you  manage  excessive  psychic  tension  14  ^97 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 

those  for  aminophylline-phenobarbital-ephedrine  combina- 

ations  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  mdism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy  (to  protect  the  fetus  against  possible  depression  ot 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  iisted  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming), 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  ot 
water,  3 or  4 times  a day.  Precautions  are  those  for  ammo- 

phylline-phenobarbital-ephedrinecombinations.  MUDKAIN  £, 

GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming) ; 4 mg  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  lA  to  full  giass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC 

Sft/amd&ctutoM.  ofFS^tca/' ^HatmaceeMoad. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l . is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  M udrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  licptids  are  preferred 

Clinical  specimens 
available  to  physicians. 

RICHMOND,  VIRGINIA  23217 
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MESSAGE 
FROM  THE 
PRESIDENT 


THE  Kentucky  Foundation  for  Medical  Care  is  in  its  second  year  of  existence 
and  is  seeking  to  establish  itself  as  the  socio-economic  arm  of  KMA.  Founda- 
tion policies  are  being  developed  to  help  us  keep  abreast  of  our  ever-changing 

times. 


Within  the  past  several  months  important  health  legislation  in  the  form  of 
the  Social  Security  Amendments  of  1972,  Public  Law  92-603,  including  PSRO, 
was  passed  by  Congress.  This  legislation  is  to  become  effective  in  January  of  1974, 
and  its  full  impact  is  discussed  elsewhere  in  The  Journal  by  the  Claims  and 
Utilization  Review  Committee  Chairman,  W.  Neville  Caudill,  M.D. 


The  Committee  on  Medical  Education  of  the  Foundation  is  in  the  process  of 
developing  plans  to  submit  guidelines  for  continuing  medical  education  for  all 
KMA  members.  It  is  hoped  that  these  guidelines  will  be  consumated  by  March  of 
1973,  so  that  they  can  be  brought  to  your  attention  for  approval  or  disapproval. 


The  Committee  for  Health  Insurance  Standards  is  working  towards  a model 
minimum  health  insurance  form.  The  Health  Care  Delivery  Committee  is  studying 
alternate  methods  of  health  delivery  throughout  the  Commonwealth.  The  Commit- 
tee on  Allied  Health  is  compiling  data  for  the  Foundation  in  an  effort  to  bring 
about  centralization  of  thinking  of  the  many  allied  health  fields. 

The  year  1972-73  is  a crucial  one  for  medicine  in  the  socio-economic  field 
and  your  Kentucky  Foundation  for  Medical  Care  is  assuming  a significant  role  on 
your  behalf. 


David  A.  Hull,  M.D.,  President 
Kentucky  Foundation  for  Medical  Care 


This  is  the  first  in  a series  of  articles  written  at  the  request  of  KMA  President  Lee  C.  Hess,  M.D, 


A Committee  Reports 

The  Third  National  Conference  of  State  Medical  Association 
Representatives  on  Continuing  Medical  Education 

E.  C.  Seeley,  M.D.,  Chairman 
Committee  on  Continuing  Education 


THIS  conference  dealt  with  the  status  of 
Continuing  Medical  Education,  the  di- 
rections and  trends  evolving  in  continuing 
education  and  the  experiences  of  the  different 
state  societies  with  various  innovative  programs. 

Workshops  were  held  on  Peer  Review  as  an 
Educational  Necessity,  the  Accreditation  of 
CME  by  State  Medical  Associations,  CME  as 
a Requirement  for  State  Medical  Association 
Membership  and  Self-Assessment. 

Peer  Review  — There  was  perhaps  less 
agreement  on  this  subject  than  any  other  in 
regard  to  definition,  how  much  and  in  what 
way  peer  review  represented  an  educational 
concept  and  the  directions  it  should  and  prob- 
ably would  take.  However,  the  major  theme 
that  continously  surfaced  was  that  peer  review 
began  and  is  still  largely  being  practiced  today 
with  the  chief  concern  being  the  cost  of  medical 
care  rather  than  the  quality  of  medical  care. 
There  was  a feeling  voiced  by  many  that  the 
emphasis  by  those  outside  the  profession  would 
remain  on  cost  regardless  of  the  amount  of  lip 
service  they  paid  to  upgrading  quality  and  im- 
proving patient  care. 

There  was  no  state  represented  that  had  any 
plans  in  approaching  remedial  education  in  the 
manner  in  which  the  Claims  and  Utilization  Re- 
view Committee  of  KMA  has  proposed.  Unfor- 
tunately, although  this  was  reported  in  each  of 
the  workshop  sessions  I attended,  there  ap- 
peared to  be  little  interest  in  our  approach  to 
this  concept. 

Accreditation  of  CME  by  State  Medical  As- 
sociations — The  AMA  Department  of  Con- 
tinuing Medical  Education  is  well-launched  on 
a program  of  accreditation  and  the  response 
has  been  so  great  that  the  Advisory  Council  to 
the  AMA  has  felt  the  need  to  delegate  to  the 
state  associations  the  responsibility  for  in-state 
programs,  not  only  to  spread  the  workload  but 
also  to  encourage  the  societies  to  assume  an  ac- 


tive role  in  encouraging  their  members  to  keep 
up. 

During  the  past  year  more  than  30  state  so- 
cieties have  either  initiated  programs  or  are 
making  plans.  The  Council  on  Medical  Educa- 
tion of  AMA  has  approved  eight  state  medical 
associations  for  accreditation  of  organizations 
or  institutions  sponsoring  intrastate  CME  pro- 
grams. 

CME  As  Requirement  for  Association  Mem- 
bership— Generally,  the  majority  of  opinions 
expressed  were  against  CME  being  made  com- 
pulsory; however,  those  representing  the  states 
where  it  is  already  mandatory  did  not  agree  that 
it  posed  any  problems  after  the  initial  resistance 
had  been  overcome. 

An  announcement  of  note  was  made  by  Rut- 
ledge Howard,  M.D.,  of  the  Department  of 
Continuing  Medical  Education  of  the  AMA, 
that  the  Joint  Commission  on  Accreditation  of 
Hospitals  adopted  a rule  in  1970,  that  a hos- 
pital (complying  with  minimum  standards)  will 
have  a CME  program  or  that  the  staff  docu- 
ment that  they  are  keeping  up.  His  information 
had  it  that  the  JCAH  will  start  enforcing  the 
rule  this  year. 

Self-Assessment — This  workshop  involved 
participation  in  a demonstration  in  current  edu- 
cational methods  and  experiments  at  the  Uni- 
versity of  Illinois  Center  for  Education  Devel- 
opment. Self-Assessment  in  its  various  forms 
was  recognized  by  most  as  a valuable  educa- 
tional modality.  It  was  emphasized  that  exami- 
nations as  a form  of  self-assessment  should  be 
devised  and  utilized  as  a learning  experience 
rather  than  a certifying  mechanism. 

It  was  the  feeling  of  the  representatives  from 
KMA  that  the  conference  was  of  considerable 
value  and  interest.  That  it  was  topical  and 
timely,  was  exemplified  by  the  fact  that  three 
of  the  subject  topics  have  been  under  imple- 
mentation or  discussion  by  the  Association 
and/or  its  Committee  on  Continuing  Medical 
Education. 
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The  Kentucky  Foundaton 
for  Medical  Care 


"If  We  Don't  Do  It  Ourselves, 
Someone  Else  Will  Do  It  For  Us  . . 


w ELL,  they  have  . . . 

H.  R.  1,  now  law,  includes  a section  man- 
dating the  establishment  of  Professional  Serv- 
ices Review  Organizations  (PSRO)  nationwide 
to  monitor  the  quality,  appropriateness  and 
necessity  of  medical  services  rendered  to 
beneficiaries  of  federal  health  care  plans.  This 
includes  Medicare,  Medicaid  and  total  disabili- 
ty recipients.  (In  the  near  future,  I think  we 
can  anticipate  that  many  more  people  will  be 
recipients  of  federally  subsidized  “health 
care.”) 

The  law  is  mainly  concerned  with  utilization 
of  services.  Specifically,  payments  will  be  made 
only  when  such  services  are  “medically  neces- 
sary”, and,  in  the  case  of  in-patient  services, 
“cannot  be  provided  on  an  out-patient  basis 
or  more  economically  in  an  in-patient  facility  of 
a different  type”  (e.g.,  ECF). 

The  law  also  stipulates  that,  if  a medically 
organized  PSRO  is  not  established  and  effec- 
tive, HEW  may  designate  “another  public,  non- 
profit private  or  other  agency  or  organization” 
as  PSRO  for  the  state. 

The  Kentucky  Foundation  for  Medical 
Care,  through  its  state  and  trustee  district  peer 


review  committees,  is  addressing  itself  to  the 
task  of  becoming  the  required  PSRO  for  the 
state.  By  using  existing  hospital  utilization  re- 
view committees  and  incorporating  them  as 
integral  parts  of  the  trustee  district  review  com- 
mittees, we  hope  to  keep  all  peer  review  ac- 
tivities primarily  at  the  local  level.  District  and 
state  committees  will  provide  necessary  moni- 
toring, appeal  mechanisms  and  administrative 
support. 

This  year  the  KMA  House  of  Delegates  dis- 
solved the  KMA  Advisory  Committee  to  Blue 
Cross.  This  Committee  has  had  the  responsi- 
bility of  reviewing  claims  for  services  covered 
under  Blue  Cross  contracts  (i.e.,  need  for  hos- 
pitalization, length  of  stay,  etc.).  Thus  our 
state-wide  peer  review  system  now  must  also 
assume  this  function. 

These  new  obligations  will  be  burdensome, 
but  they  will  also  be  a challenge  and  an  op- 
portunity to  prove  that  Kentucky  physicians 
can  effectively  manage  their  own  affairs  and 
provide  honest  and  efficient  supervision  of 
“health  care  delivery.” 

W.  Neville  Caudill,  M.D.,  Chairman 
Claims  and  Utilization  Review  Committee 
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Now  that  I have  your  attention,  Doctor — 

Please  don’t  turn  this  page,  until  you've  read  it. 
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Dear  Doctor, 

We  NEED  your  wife  as  a member  of  the  auxiliary — and  we  WANT  her.  Our 
potential  membership  for  the  auxiliary  is  around  2475.  Our  membership  last 
year  numbered  1283.  So  you  see,  we’ve  got  a long  way  to  go — and  we  need  your 
help.  Where  else  can  you  find  women  who  all  have  something  in  common — an 
interest  in  medicine — because  of  you,  their  husbands.  We  are  a unique  organization 
striving  to: 

1.  Assist  the  Kentucky  Medical  Association  in  its  program  for  the  advancemen 
of  medicine  and  health  education. 

2.  To  coordinate  and  advise  concerning  the  activities  of  component  auxiliaries  anc 

3.  To  cultivate  friendly  relations  and  promote  mutual  understanding  amonj 
physicians’  families. 

Today,  more  than  ever,  we  must  present  a united  front,  to  understand  the  man; 
criticisms  of  medicine  and  do  our  best  to  educate  the  public  about  medicin 
through  our  own  activities  and  examples. 

And  we  want  to  help  our  husbands.  The  day  has  passed  when  the  wife  kne\ 
nothing  of  her  husband’s  work  and  how  he  felt  about  public  policies.  We  mu; 
concern  ourselves  with  these  situations  and  the  best  way  to  educate  ourselves  aboi 
them,  so  that  we  may  be  knowledgeable  publicly,  is  through  the  auxiliary.  If  thei 
is  no  organized  auxiliary  in  your  county,  your  wife  may  be  a MAL — Member  P 
Large — and  receive  MD’s  Wife,  a national  publication,  which  makes  good  readir 
on  all  sorts  of  subjects  and  Blue  Grass  News,  our  own  state  publication. 

If  your  wife  is  a young  physician’s  wife  or  a mature  physician's  wife,  she  wi 
find  both  these  publications  up-to-date  and  interesting — and  challenging.  He 
us  by  helping  your  wife.  Tear  out  this  page  and  take  it  home  to  her. 

Tell  HER  YOU  Love  Her!  And  tell  HER  WE  Love  Her!  Believe  me,  it  w 
make  a DIFFERENCE. 

Sincerely, 

Pat  Schafer,  President 

Woman’s  Auxiliary  to  KM 

Dues:  MALs  ($8.00  per  year  September  to  September) 

Make  checks  payable  to  WAKMA  and  send  to  Mrs.  Charles  B.  Seve 
Treasurer,  1208  Potomac  Place,  Louisville,  Kentucky  40214. 


DELEGATES' 

DELIBERATIONS 


SOME  have  said  “The  closest  thing  to  a 
doctor’s  heart  is  his  money.”  I don’t  be- 
lieve it  is  universally  so.  However,  for 
those  who  may  have  some  questions  about  the 
AMA  financial  situation  at  this  time,  some 
comments  are  offered. 

I am  now  serving  on  the  AMA  House  of 
Delegates  reference  committee  which  considers 
and  reports  to  the  House  the  Board  of  Trustees 
recommendations  regarding  the  Budget.  This 
standing  committee  met  with  the  Board  finance 
committee  and  appropriate  staff  prior  to  the 
Cincinnati  clinical  meeting,  considered  the 
Board's  financial  report  to  the  House  and  rec- 
ommended the  report’s  approval  by  the  House, 
which  was  done. 

A $36,000,000  budget  for  fiscal  1973  (De- 
cember 1,  1972-November  30,  1973)  was  ap- 
proved. Evidence  presented  to  the  reference 
committee  indicated  that  the  AMA’s  900  em- 


ployees are  restrained  in  their  expenditures  and 
that  mature  responsibility  was  exercised  in 
priority  decisions  regarding  proposed  spend- 
ing. A budget  was  prepared  using  programmed 
and  responsibility  techniques.  Association  ac- 
tivities and  expenses  were  pruned  by  the  dis- 
missal of  85  committee  members,  transferring 
the  committee  functions  to  other  areas  in  the 
AMA.  Income,  half  derived  from  member 
dues,  is  now  inadequate  to  meet  demands  in 
the  Association.  Some  more  sources  to  augment 
revenue  are  needed  now  if  activities  are  to  be 
maintained  at  the  current  level.  The  KMA 
delegates  and  alternates  request  your  opinions 
and  comments  to  help  guide  us  in  formulating 
the  necessary  decisions  that  circumstances  will 
force  the  AMA  House  to  consider  in  the  next 
few  years. 

David  B.  Stevens,  M.D. 

KMA  Delegate  to  AMA 


Project  USA  Seeks  Support 

An  AMA  program,  “Project  USA,”  has  been  de- 
veloped in  coordination  with  the  National  Health 
Service  Corps  to  recruit  volunteer  physicians  to  fill 
in  during  any  temporary  absence  of  the  approxi- 
mately 150  physicians  serving  with  the  Corps.  The 
NHSC  provides  for  the  assignment  of  health  profes- 
sionals to  areas  designated  by  the  U.S.  Public  Health 
Service  as  critical  health  manpower  shortage  areas. 

“Project  USA”  would  like  to  hear  from  licensed 
physicians  who  want  to  help  bring  medical  care  to 
rural  communities  and  inner-city  areas  on  a short  term 
basis.  Write  Bernard  P.  Harrison,  Director,  Project 
USA,  American  Medical  Association,  535  N.  Dear- 
born Street,  Chicago,  Illinois  66010. 


PUBLIC  HEALTH  PAGE 


State  Health  Department  Sickle  Cell 
Testing  and  Counseling  Program 

William  P.  McElwain,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


IN  July,  1971,  the  State  Health  Department 
contracted  with  the  Thomas  Hunt  Morgan 
Institute  of  Genetics,  Lexington,  Kentucky, 
to  implement  a sickle  cell  detection  and  preven- 
tion program.  Since  that  time  extensive  educa- 
tional activities  have  been  in  progress.  Ap- 
proximately 10,000  black  Kentuckians  have 
been  tested  by  electrophoresis  and  solubility 
methods.  Prevalence  of  the  heterozygous  state 
for  Hemoglobin  S among  those  tested  to  date 
has  been  approximately  seven  per  cent.  All 
persons  with  abnormal  findings  have  received 
counseling  services  through  the  program. 

Increased  awareness  of  the  sickle  cell  prob- 
lem in  the  black  community  resulted  in  the  in- 
troduction of  two  bills  during  the  last  session 
of  the  Kentucky  General  Assembly,  requiring 
mandatory  sickle  cell  testing  of  blacks  applying 
for  marriage  licenses  as  well  as  all  black  new- 
borns. House  Bill  615,  An  Act  Relating  to  the 
Sickle  Cell  Disease,  was  subsequently  signed 
into  law.  The  Act  reads  as  follows: 

Section  1.  A new  section  of  Chapter  402  of  the 
Kentucky  Revised  Statutes  is  created  to  read  as 
follows:  KRS  402.310 

This  Act  may  be  cited  as  the  Kentucky  Sickle 
Cell  Disease  Detection  Act  of  1972. 

Section  2.  A new  section  of  Chapter  402  of  the 
Kentucky  Revised  Statutes  is  created  to  read  as 
follows:  KRS  402.320 

In  the  event  the  applicants  for  a marriage  license 
are  of  the  Negro  race,  the  examining  physician 
shall  obtain  an  appropriate  blood  specimen  from 
each  applicant  and  forward  same  to  the  Di- 
vision of  Laboratory  Services,  State  Department 
of  Health,  or  to  a laboratory  approved  by  the 
Department,  to  ascertain  the  existence  or  non- 

12 


existence  of  sickle  cell  trait  or  disease.  In  the 
event  the  laboratory  tests  indicate  that  both 
applicants  are  carriers  of  the  trait  or  disease, 
the  physician  shall  provide  genetic  counseling 
or  refer  the  applicants  to  the  Department  or  to 
an  agency  approved  by  the  Department  for  such 
counseling. 

Section  3.  A new  section  of  Chapter  402  of  the 
Kentucky  Revised  Statutes  is  created  to  read  as 
follows:  KRS  402.330 

Every  physician  and  every  other  person  legally 
permitted  to  engage  in  attendance  at  delivery  of 
a pregnant  woman  shall  take  or  cause  to  be 
taken  an  appropriate  blood  specimen  from  each 
newborn  of  the  Negro  race  and  forward  same 
to  the  Division  of  Laboratory  Services,  State 
Department  of  Health,  or  to  a laboratory  ap- 
proved by  the  Department,  to  ascertain  the  ex- 
istence or  nonexistence  of  sickle  cell  trait  or 
disease.  In  the  event  the  laboratory  test  indi- 
cates that  the  newborn  has  sickle  cell  disease 
the  physician  shall  provide  genetic  counseling  to 
the  parents  or  refer  them  to  the  Department  or 
to  an  agency  approved  by  the  Department  for 
such  counseling.  The  Department  shall  furnish 
consultative  services  to  the  attending  physician 
upon  his  request. 

Section  4.  A new  section  of  Chapter  402  of  the 
Kentucky  Revised  Statutes  is  created  to  read  as 
follows:  KRS  402.340 

The  State  Board  of  Health  shall  adopt  rules 
and  regulations  for  the  proper  administration 
and  enforcement  of  this  Act. 

Section  5.  A new  section  of  Chapter  402  of 
the  Kentucky  Revised  Statutes  is  created  to  read 
as  follows:  KRS  402.990(16) 

Any  person  who  violates  any  provision  of  this 
Act  shall  be  fined  not  less  than  $100  nor  more 
than  $300. 
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Implementation  of  the  pre-marital  section  of 
the  law  will  involve  the  testing  of  approxi- 
mately 5,000  pre-marital  applicants  per  year 
and  the  counseling  of  approximately  25  cou- 
ples, both  of  whom  carry  the  sickle  cell  trait. 
Of  the  5,000  black  babies  born  per  year  and 
tested  for  sickle  cell  trait  or  disease,  approxi- 
mately 350-500  will  be  heterozygous  for  S 
hemoglobin  and  about  10  will  be  homozygous. 
Since  technical  difficulties  preclude  absolute 
distinction  between  trait  and  disease  in  a new- 
born, all  abnormal  sickle  hemoglobin  should 
be  reported  and  parents  should  be  informed 
and  counseled.  Parents  should  be  advised  of  the 
desirability  for  a retest  on  the  infant  at  six 
months  of  age. 

Regulations  for  the  administration  and  en- 
forcement of  the  Sickle  Cell  Law  were  reviewed 
by  the  State  Board  of  Health  at  their  meeting 
on  December  7,  1972,  and  are  now  being  re- 
drafted. Since  the  Board  plans  to  conduct  pub- 
lic hearings  prior  to  adoption,  total  implemen- 
tation of  the  law  will  perhaps  be  delayed. 

Meanwhile,  the  State  Health  Department 
will  continue  to  encourage  county  health  de- 
partments to  initiate  voluntary  testing  and 
counseling  programs,  and  will  provide  the 
counties  with  the  resources  and  technical  as- 
sistance required  to  provide  these  services.  The 
Division  of  Laboratory  Services  of  the  State 
Health  Department  will  test  at  no  cost  all  ap- 
propriate blood  specimens  submitted  for  sickle 
cell  testing  by  Kentucky  physicians,  hospitals, 
and  health  departments. 


Like  you, 

your  County  Society  Secretary 
is  a busy  man. 

He  will  appreciate  your 
cooperation  in 
paying  your 
County, 

KMA,  and 
AMA  dues. 

Due 

January  1,  1973 


Delinquent 


Stephen  G.  Edelstein,  M.D.  and  Ballard  D. 
Wright,  M.D.,  both  of  Lexington,  were  named  as 
Fellows  of  the  American  College  of  Chest  Phy- 
sicians at  the  College’s  recent  annual  Scientific 
Assembly  in  Denver.  This  recognition  marks  a 
physician’s  fulfillment  of  the  highest  professional 
standards  in  the  cardiopulmonary  field. 

Ward  O.  Griffen,  Jr.,  M.D.,  Lexington,  was  among 
the  33  new  members  of  the  Board  of  Governors  of 
the  American  College  of  Surgeons  elected  at  the 
recent  annual  Clinical  Congress  of  the  College  held 
in  San  Francisco.  Kentucky  has  two  other  Governors 
who  were  elected  last  year.  They  are  Richard  F. 
Grise,  M.D.,  Bowling  Green  and  Hiram  C.  Polk,  Jr., 
M.D.,  Louisville. 
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THE  INSURANCE  PAGE 


Workmen's  Compensation  Insurance  1973 


THE  1972  Legislature  of  Kentucky  enact- 
ed a bill  which  makes  extensive  changes 
in  the  Workmen’s  Compensation  Law. 
These  changes  became  effective  January  1, 
1973.  Your  insurance  editor  finds  that  he  lacks 
the  legal  knowledge  and  vocabulary  required  to 
understand  this  new  law,  but  several  impres- 
sions have  been  gained  from  reading  it. 

It  is  apparent  that  doctors  who  do  pre- 
employment insurance  examinations  will  be 
required  to  do  much  more  extensive  examina- 
tions and  it  will  be  much  more  important  to  re- 
cord positive  statements  of  examinations  in- 
stead of  using  a check  list.  It  will  be  very  im- 
portant to  take  a thorough  history  of  pre- 
existing diseases  and  occupational  injuries.  The 
employer  may  want  to  know  about  pre-existing 
conditions  from  the  standpoint  of  future  dis- 
ability, or  he  may  wish  to  decline  employment 
of  anyone  who  has  a pre-existing  condition  or 
history  of  previous  occupational  injury. 

According  to  the  new  law,  most  any  type  in- 
jury or  disease  will  be  covered.  For  instance, 
permanent  partial  loss  of  hearing  will  now  be 
covered.  It  is  questionable  that  the  simple  whis- 
pered voice  or  spoken  voice  tests  for  hearing 
will  be  adequate  documentation  of  pre-employ- 
ment hearing  status.  Laborers  employed  in 
heavy  construction  work,  may  at  any  time  be 
exposed  to  loud  and  continuous  noises,  and 
may  claim  compensation  due  to  loss  of  hearing 
from  exposure  to  this  noise.  It  will  be  very  im- 
portant to  have  an  accurate  record  of  pre-em- 
ployment hearing  levels. 

Under  the  new  law,  almost  everyone  who  is 
regularly  employed  and  some  part-time  em- 
ployees will  be  covered  under  workmen’s  com- 
pensation regardless  of  the  number  of  people 
employed  by  the  employer.  Because  of  the 


great  increase  in  the  number  of  persons  cov- 
ered, doctors  can  expect  a great  increase  in  the 
number  of  patients  being  treated  for  minor  in- 
juries, and  a great  increase  in  the  number  of 
claims  for  total  and  permanent  disability,  since 
the  new  law  provides  for  lifetime  payment  for 
total  and  permanent  disability. 

During  the  years  covered  by  the  writer’s 
medical  experience,  he  has  gained  the  impres- 
sion that  most  doctors  believe  that  compensa- 
tion insurance  companies  encourage  medical 
attention  for  injuries  and  that  any  and  all  medi- 
cal service  administered  to  the  injured  persons 
will  be  covered  by  compensation  insurance. 
The  insurance  editor  recommends  caution  along 
these  lines.  It  is  one  thing  for  the  compensa- 
tion law  to  require  the  employer  to  be  responsi- 
ble and  it  is  another  thing  for  the  compensation 
insurance  policy  to  cover  all  responsibility. 
The  author  is  aware  of  one  case  which  came 
up  for  peer  review  in  the  past  year  where  the 
compensation  insurance  company  objected  to 
the  number  of  office  treatments  which  a pa- 
tient received.  It  was  their  contention  that  the 
over-utilization  was  on  the  part  of  the  patient 
and  the  insurance  company  claimed  that  they 
were  not  responsible  for  treatment  simply  be- 
cause the  patient  demanded  it. 

As  the  State  and  Federal  Government  be- 
come more  and  more  involved,  it  becomes  in- 
creasingly important  for  the  physician  who 
treats  an  illness  which  may  be  related  to  the 
employment  to  document  the  extent  of  the  ill- 
ness or  injury  and  to  keep  hospitalization  and 
office  visits  to  a minimum  consistent  with  good 
medical  practice.  We  can  expect  compensation 
insurance  companies  to  appeal  to  the  peer  re- 
view mechanism  with  increasing  frequency. 

Lewis  Dickinson,  M.D. 
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In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  n trihydrate) 
Pyopen  „ ,„n  carbenicillin) 

Bactocill 

oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  033 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THE  patient  is  a 36-year-old  divorced,  gravida  5, 
para  4,  abortus  1,  who  had  an  expected  date  of 
confinement  of  August  12,  1970.  Patient  was 
first  seen  February  13,  1970.  Physical  examination  at 
that  time  was  within  normal  limits.  The  uterus  was 
compatible  with  a 14-week  gestational  size.  Past 
obstetrical  history  revealed  the  pregnancy  terminated 
in  November,  1963,  with  the  delivery  of  an  eight 
pound  female  that  was  Coombs  positive  and  felt  to  be 
Rh  sensitized.  An  Rh  titer  obtained  on  the  patient  on 
April  3,  1970,  revealed  a saline  titer  of  1-1024  and  an 
albumin  titer  of  1-1024.  Because  of  the  high  Rh  titer, 
an  amniocentesis  was  performed.  The  first  amnio- 
centesis done  in  April  showed  an  optical  density  in  the 
mid  second  zone.  A repeat  amniocentesis  done  on 
May  26,  1970,  revealed  a creatinine  of  0.5  mg%,  a 
total  protein  of  0.5  gm%,  and  an  optical  density  of 
0.211  which  again  was  middle  second  zone.  Amnio- 
centesis were  done  at  intervals  of  2-3  weeks  and  there 
was  a progressive  fall  in  the  optical  density.  The  last 
amniocentesis  that  was  done  at  approximately  36 
weeks  revealed  no  change.  This  was  the  reading  on 
three  subsequent  occasions.  It  was  felt,  therefore,  that 
the  baby  was  not  sensitized  and  that  it  could  possibly 
be  Rh  negative.  The  patient  was  followed  without 
other  complications,  until  the  morning  of  August  28, 
1970.  At  this  time  the  patient  appeared  in  the  Emer- 
gency Room  with  a history  of  spontaneous  premature 
rupture  of  the  membranes.  She  was  admitted  to  the 
hospital.  At  the  time  of  admission  the  cervix  was 
3 cm  dilated  and  the  presenting  part  was  cephalic, 
station  minus  2.  History  revealed  mild  respiratory 
difficulty.  On  occasions  she  had  had  bronchitis.  The 
patient  did  smoke  about  one  pack  of  cigarettes  a 
day.  There  had  been  no  previous  surgery  and  no 
previous  hospitalization  for  serious  illness.  She  had  a 
history  of  chronic  pyelonephritis  which  had  been 
treated  on  an  outpatient  basis. 

Physical  examination  on  admission  revealed  a well 
developed  white  female  in  no  acute  distress.  The 
blood  pressure  on  admission  was  120/70,  the  pulse 
was  80.  The  patient  was  very  cooperative.  The  head 
was  essentially  normal,  the  neck  was  supple,  the 
thyroid  gland  was  not  enlarged.  The  chest  was  clear 
with  an  occasional  expiratory  wheeze  on  forced  ex- 
piration. There  was  scattered  rhonchi  throughout  the 
lung  bases  but  these  cleared  with  coughing.  The  heart 
revealed  a regular  sinus  rhythm  with  no  murmurs. 
The  abdomen  was  soft  and  not  tender.  The  liver, 
kidney  and  spleen  were  not  palpable.  The  uterus  was 
felt  to  be  term  size  with  fetal  heart  tone  in  the  right 
upper  quadrant  of  140  beats  per  minute.  The  uterus 
was  non-tender,  but  irritable,  relaxing  between  mild 


contractions.  Pelvic  examination  revealed  the  cervix  to 
be  3 cm  dilated,  minus  2 station,  cephalic  presenta- 
tion, with  ruptured  membranes  and  leaking  grossly 
meconium  stained  amniotic  fluid.  The  patient  was  in 
the  labor  and  delivery  room,  and  on  consultation 
with  the  staff  doctor  that  morning,  it  was  decided 
that  because  of  the  possibility  of  Rh  sensitization  and 
the  appearance  of  meconium  stained  fluid  that  the 
baby  might  have  fetal  distress  and  delivery  should  be 
attempted  by  pitocin  induction.  The  cervix  at  this 
time  was  partially  effaced,  however,  the  internal  os 
was  closed.  The  station  was  minus  2.  The  fetal  heart 
tones  were  regular  prior  to  induction  in  the  left  lower 
quadrant.  It  was  felt  that  a trial  of  pitocin  induction 
should  be  started,  and  if  the  uterus  did  not  respond 
a Cesarean  section  would  be  performed.  At  approx- 
imately 8:45  a.m.  on  August  28,  the  infusion  of 
pitocin  induction  began  with  10  units  of  pitocin  in 
1000  cc  of  DSW.  Over  a 15-minute  period  there  were 
some  irregular  uterine  contractions  which  lasted  less 
than  a minute  and  occurred  at  intervals  of  3-5  min- 
utes. At  approximately  10  a.m.  the  patient  began  to 
have  some  expiratory  wheezing  and  some  disorienta- 
tion. She  had  received  15  mg  of  Phenergan  intra- 
venously prior  to  the  infusion.  Over  a period  of  a 
few  minutes  the  patient  rapidly  became  cyanotic  in 
acute  respiratory  distress.  She  had  a massive  bowel 
movement  with  expulsion  of  mucus.  At  this  time  the 
pitocin  infusion  was  stopped  and  the  patient  was 
moved  from  the  labor  room  to  the  delivery  room. 
She  was  markedly  cyanotic.  The  blood  pressure  was 
unobtainable  and  she  was  in  a moribund  condition. 
She  was  immediately  given  1000  mg  of  Solu-Cortef 
by  way  of  the  intravenous  fluid  which  was  going  in 
an  arm  vein.  An  attempt  was  made  to  put  an  en- 
dotracheal tube  into  the  larynx.  This  was  accomplished 
and  the  patient  was  given  100%  oxygen.  At  this  time, 
fetal  heart  tones  were  not  heard  and  it  was  felt  that 
Cesarean  section  was  not  indicated.  Over  the  peri- 
od of  the  next  30  minutes  the  patient  received  Atro- 
pine 1 mg  intravenously,  Digoxin  5 mg  intravenously, 
sodium  bicarbonate  1500  cc  intravenously,  and  as  an 
effort  to  correct  the  cardiac  arrythmia  she  was  given 
100  mg  of  xylocaine  intravenously.  The  presumptive 
diagnosis  at  this  time  was  amniotic  fluid  embolus.  A 
cardiology  consultation  was  obtained.  There  was  a 
marked  ventricular  tachycardia  and  Isuprel  was  with- 
held. However,  when  the  tachycardia  subsided  the 
patient  did  get  intravenous  Isuprel  on  the  recom- 
mendation of  the  cardiologist.  A surgical  consulta- 
tion had  been  obtained  because  of  the  persistent 
cyanosis  of  the  shoulders  and  the  head.  A tracheosto- 
(Continued  on  Page  18) 
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Halotestins  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U S P , Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment of  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration 
1.  Primary  eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism,  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able lemale  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 

JA7 1- I008R 


who  have  been  proven  to  have  a hormone-de- 
pendent  tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  ot  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  (unction  impairment.  Prepubertal 
males.  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued  Watch  lemale  patients 
closely  lor  signs  of  virilization  Some  effects  may 
not  be  reversible.  Discontinue  it  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne  Decreased  ejaculatory 
volume  Gynecomastia  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice 
How  Supplied 

2 mg  — bottles  of  100  scored  tablets 
5 mg  — bottles  of  50  scored  tablets 
10  mg  — bottles  ol  50  scored  tablets 
For  additional  product  information,  see  your 
Upiohn  representative  or  consult  the  package 

Circular.  meo  0.6-s  (MAH) 


Upjohn 


The  Upiohn  Company,  Kalamazoo.  Michigan  49001 
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my  was  performed.  Once  cardiac  standstill  occurred 
the  electric  shock  therapy  was  used  and  a ventricular 
response  was  obtained.  However,  there  was  marked 
ventricular  tachycardia.  The  resuscitative  measures 
continued  for  approximately  one  hour  at  which  time 
spontaneous  heart  rate  and  respirations  could  not  be 
obtained  and  the  patient  was  pronounced  dead.  The 
autopsy  revealed  massive  amniotic  fluid  embolism 
with  fetal  squamous  evident  in  the  pulmonary  arteries. 

Comment 

This  was  classified  as  a direct  obstetrical  death 
with  no  preventable  factors.  The  Committee  agreed 
that  this  did  not  represent  a Rh  iso-immunization 
problem.  The  large  increase  in  titer  indicated  an 
amnestic  response.  The  autopsy  confirmed  the  clinical 
impression  of  amniotic  fluid  embolism.  The  classic 
paper  describing  this  entity  appears  in  the  American 
Journal  of  Obstetrics  and  Gynecology,  Volume  66, 
page  465,  1953.  This  series  of  papers  from  the  Boston 
group  beautifully  describes  the  entity  and  its  patho- 
physiology. 


Announcing 

THE 

1973  KMA 

Interim  Meeting 


PHYSICIANS  NEEDED 

Family  Practitioner  and  General  Surgeon 
needed  for  rural  area  of  Morganfield-Sturgis, 
Kentucky.  Modern  J.C.A.H.  approved  hospital 
in  community.  To  arrange  for  a visit  and  as- 
sistance in  getting  practice  started  contact: 
E.  J.  Ryan,  Jr.,  Director,  Medical  Relations, 
Hospital  Corporation  of  America,  P.O.  Box 
550,  Nashville,  Tennessee  37203. 


March  29-30 

Lake  Barkley  Lodge 
Cadiz 


CALL  FOR  PHYSICIANS 

Physicians  wanted  for  an  innovative  rural  health 
delivery  system  in  Appalachia.  Prevention  oriented. 
Must  have  Kentucky  license  or  be  eligible. 

Write  or  phone  Mountain  Comprehensive 
Health  Corporation  for  further  information. 

Mountain  Comprehensive  Health  Corporation 
Begley  Building — Second  Floor 
East  Main  Street 
Hazard,  Kentucky  41701 
(606)  439-1314 


Recreation  time  planned 
Bring  your  whole  family 


Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 


The  Scanning  Electron  Microscope  (SEM)  is 
the  only  instrument  which  gives  3-dimensional  views 
on  a microscopic  level.  This  permits  the  surface 
morphology  of  microorganisms  to  be  observed  in 


detailed  perspective.  Changes  in  surface  morphol- 
ogy of  E.  coli  exposed  to  various  antimicrobial 
agents  are  seen  on  the  following  page.  An  SEM  pho- 
tomicrograph of  normal  control  E.  coli  appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. ..  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

"At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors."2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (pri  mari  ly  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

- Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A 
hemolytic  streptococcal  infections  and  will  not  eradicc 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  ol 
infections.  Deaths  from  hypersensitivity  reactions,  agranul 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  be> 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  pi 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequen 
and  urinalysis  with  microscopic  examination  are  recomm 
during  sulfonamide  therapy.  Insufficient  data  on  children 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  gli 
6-phosphate  dehydrogenase-deficient  individuals  in  whom 
related  hemolysis  may  occur.  Maintain  adequate  fluid  int 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocj 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol®  (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 

Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i* 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especial ly  inchronicor  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 
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Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


K c anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
Jrpura,  hypoprothrombinemia  and  methemoglobinemia); 
j ' reactions  (erythema  multiforme,  skin  eruptions,  epider- 
•u  :crolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
K (itis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
p nd  scleral  injection,  photosensitization,  arthralgia  and 
: : myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
- inal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
itis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
ression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
d insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
ephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
penomenon).  Due  to  certain  chemical  similarities  with 
tgoitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
:ycemic  agents,  sulfonamides  have  caused  rare  instances 
ter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  spring  and  summer  meetings.  At  the  same 
time  they  are  choosing  the  topics  to  be  discussed, 
arranging  for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available, 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 


IN  KENTUCKY 

JANUARY 

17  Jewish  Hospital  Medical  Lecture  Series,  “Anti- 
biotic Therapy  in  Infectious  Diseases,”  Ward 
Bullock,  M.D.,  University  of  Kentucky,  Jew- 
ish Hospital,  Louisville 

17-18  Kentucky  Academy  of  Family  Physicians  An- 
nual Northern  Kentucky  Seminar,  “Infectious 
Disease  Conference,”  Rowntowner  Motor  Inn, 
Ft.  Mitchell 

20  Symposium  on  Anesthesia  and  Digitalis,  Uni- 
versity of  Louisville  Health  Sciences  Center 
Auditorium,  Louisville 

FEBRUARY 

11-17  Third  Family  Medicine  Review,  Frank  R. 
Lemon,  M.D.,  Program  Chairman,  University 
of  Kentucky  Medical  Center,  Registration  Fee: 
$175.  AAFP  credit  has  been  requested  for  42 
hours.  Contact  Doctor  Lemon  for  further  in- 
formation. 

21  Jewish  Hospital  Medical  Lecture  Series,  “Multi- 
phasic  Testing,”  Robert  S.  Howell,  M.D.,  Uni- 
versity of  Louisville,  Jewish  Hospital,  Louis- 
ville 

MARCH 

2-3  Spring  meeting,  Kentucky  Academy,  College 
of  Surgeons,  Galt  House,  Louisville 

21  Jewish  Hospital  Medical  Lecture  Series,  Cush- 
ing Syndrome,”  David  Orth,  M.D.,  Vander- 
bilt, Jewish  Hospital,  Louisville 


29-30  KMA  INTERIM  MEETING,  Lake  Barkley 
Lodge,  Cadiz 

IN  SURROUNDING  STATES 

JANUARY 

17-18  Postgraduate  course,  “Managing  the  Compli- 
cated Surgical  Patient,”  Cleveland  Clinic, 
Cleveland 

31 -February  1 Postgraduate  course,  “Medical  Prog- 
ress for  the  Family  Physician,”  Cleveland 
Clinic,  Cleveland 

FEBRUARY 

10-11  AMA  Annual  Congress  on  Medical  Education, 
Chicago 

21-22  Postgraduate  course,  “Pharmacology  and 
Clinical  Effectiveness  of  Anti-Inflammatory 
Drugs,”  Cleveland  Clinic,  Cleveland 

28-March  1 Postgraduate  course,  “Sports  Medicine,” 
Cleveland  Clinic,  Cleveland 


HOW  CURRENT  IS  YOUR 
MEDICAL  LIBRARY? 

With  over  700  titles  currently  in  stock,  the 
University  of  Louisville  owned  and  operated 
store  can  supply  nearly  any  medical,  nursing 
or  dental  book  published.  Additionally,  the 
store  carries  stethoscopes,  diagnostic  sets, 
and  sphygmomanometers.  Call  or  write: 

University  of  Louisville 
Medical  Dental  Bookstore 
Health  Sciences  Center 
Louisville,  Kentucky  40201 
(502)  582-2211,  ext.  322 

Hours  8:00  A, M. -4:30  P.M.  Mon.-Fri. 

All  sales  final.  Mgr.  G.  T.  Minton 
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brever  it  hurts, 

)irin  Compound  with 
eine  usually  provides 
"elief  needed. 


sneral,  only  pain  so  severe 
it  requires  morphine  is 
>nd  the  scope  of 
irin  Compound  with  Codeine. 

prescribing  convenience: 

jpto  5 refills  in  6 months, 

>ur  discretion  (unless 
'icted  by  state  law);  by 
shone  order  in  many  states. 

I'irin  Compound  with 
sine  No.  3,  codeine 
;phate*  32.4  mg.  (gr.  V2); 

A,  codeine  phosphate* 

; mg.  (gr.  l).*Warning— 
be  habit-forming.  Each 
stalso  contains:  aspirin 
V2,  phenacetin  gr.  2V2, 
sinegr.  V2. 

|>  / Burroughs  Wellcome  Co. 

.1  / Research  Triangle  Park 

fome,/  North  Carolina  27709 


WHEREVER  IT 


COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine,  in 
case  of  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline ® (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent. use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphi 
late  HCI  is  theoretically  possible  at  high  dosar 
not  exceed  recommended  dosages.  Administe 
caution  to  patients  receiving  addicting  dru 
known  to  be  addiction  prone  or  having  a hist 
drug  abuse.  The  subtherapeutic  amount  of  at 
is  added  to  discourage  deliberate  overdc 
strictly  observe  contraindications,  warnings  an 
cautions  for  atropine;  use  with  caution  in  cf 
since  signs  of  atropinism  may  occur  even  wi 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  d 
of  skin  and  mucous  membranes,  flushing  -ar 
nary  retention.  Other  side  effects  with  Lome 
elude  nausea,  sedation,  vomiting,  swelling 
gums,  abdominal  discomfort,  respiratory  deprr 
numbness  of  the  extremities,  headache,  diz; 
depression,  malaise,  drowsiness,  coma,  le 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 
surely  stop  it. 


i . restlessness,  euphoria,  pruritus,  angioneu- 
uma,  giant  urticaria  and  paralytic  ileus. 

! and  administration:  Lomotil  is  contraindi- 
1 1 children  less  than  2 years  old.  Use  only 
« liquid  for  children  2 to  12  years  old.  For 
o 5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years, 
mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
{[lily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
t 5 mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
:ig.)  q.i.d.  Maintenance  dosage  may  be  as 
ne  fourth  of  the  initial  dosage.  Make  down- 
1 .age  adjustment  as  soon  as  initial  symptoms 
c rolled. 

3 age:  Keep  the  medication  out  of  the  reach 
i en  since  accidental  overdosage  may  cause 
(<9ven  fatal,  respiratory  depression.  Signs  of 
1 }9e  include  flushing,  lethargy  or  coma,  hypo- 
flexes,  nystagmus,  pinpoint  pupils,  tachy- 
£ nd  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets.  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  ’/a  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea, 

LOMOTIL 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 


SEARLE 


MINOCIN  made  the  difference  in  just  eight  days! 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71 . 

Concomitant  therapy:  None  * 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HCI 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Minocycline  is  a tetracycline  with  activity  against  a wide 
range  of  gram-negative  and  gram-positive  organisms. 
Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  development 
(last  half  of  pregnancy,  infancy  and  childhood  to  the  age  of  8 
years)  may  cause  permanent  discoloration  of  the  teeth  (yel- 
low-gray-brown). This  is  more  common  during  long-term  use 
but  has  been  observed  following  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported.  Tetracyclines, 
therefore,  should  not  be  used  in  this  age  group  unless  other 
drugs  are  not  likely  to  be  effective  or  are  contraindicated.  In 
renal  impairment,  usual  doses  may  lead  to  excessive  accu- 
mulation and  liver  toxicity.  Under  such  conditions,  use  lower 
doses,  and,  in  prolonged  therapy,  determine  serum  levels. 
Photosensitivity  manifested  by  an  exaggerated  sunburn  re- 
action has  been  observed  in  some  individuals  taking  tetra- 
cyclines. Advise  patients  apt  to  be  exposed  to  direct  sunlight 
or  ultraviolet  light  that  such  reaction  can  occur,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Studies 
to  date  indicate  that  photosensitivity  does  not  occur  with 
MINOCIN  Minocycline  HCI.  In  patients  with  significantly  im- 
paired renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia,  hyper- 
phosphatemia, and  acidosis.  Pregnancy:  In  animal  studies, 
tetracyclines  cross  the  placenta,  are  found  in  fetal  tissues, 
and  can  have  toxic  effects  on  the  developing  fetus  (often  re- 
lated to  retardation  of  skeletal  development).  Embryotoxicity 
has  been  noted  in  animals  treated  early  in  pregnancy.  Safety 
of  use  during  human  pregnancy  has  not  been  established. 
Newborns,  infants  and  children:  All  tetracyclines  form  a 
stable  calcium  complex  in  any  bone-forming  tissue.  Pre- 
matures, given  oral  doses  of  25  mg. /kg.  every  6 hours,  dem- 
onstrated a decrease  in  fibula  growth  rate,  reversible  when 
drug  was  discontinued.  Tetracyclines  are  present  in  the  milk 
of  lactating  women  who  are  taking  a drug  of  this  class.  Safe 


use  has  not  been  established  in  children  under  13. 
Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Patients  on  anticoagulant 
therapy  may  require  downward  adjustment  of  such  dosage. 
Test  for  organ  system  dysfunction  (e.g.,  renal,  hepatic  and 
hemopoietic)  in  long-term  use.  Treat  all  Group  A beta  hemo- 
lytic streptococcal  infections  for  at  least  10  days.  Avoid  giv- 
ing tetracycline  in  conjunction  with  penicillin. 

Adverse  Reactions:  (Common  to  all  tetracyclines,  including 
MINOCIN)  Gl:  (with  both  oral  and  parenteral  use):  anorexia, 
nausea,  light-headedness,  vomiting,  diarrhea,  glossitis,  dys- 
phagia, enterocolitis,  inflammatory  lesions  (with  monilial 
overgrowth)  in  anogenital  region.  Skin:  maculopapular  and 
erythematous  rashes.  Exfoliative  dermatitis  (uncommon). 
Photosensitivity  is  discussed  above  ("Warnings").  Renal 
toxicity:  rise  in  BUN,  dose-related  (see  "Warnings").  Hyper- 
sensitivity reactions:  urticaria,  angioneurotic  edema,  ana- 
phylaxis, anaphylactoid  purpura,  pericarditis,  exacerbation 
of  systemic  lupus  erythematosus.  When  given  in  high  doses, 
tetracyclines  may  produce  brown-black  microscopic  discol- 
oration of  thyroid  glands;  no  abnormalities  of  thyroid  func- 
tion studies  are  known  to  occur.  In  young  infants,  bulging 
fontanels  have  been  reported  following  full  therapeutic  dos- 
age, disappearing  rapidly  when  drug  was  discontinued. 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia, 
eosinophilia. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  MINOCIN  is  not  notably  influenced  by  foods  and  dairy 
products. 


"Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyclines  are  not  the  drugs  of 
choice  in  the  treatment  of  any  staphylococcal  infection. 

tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvin 
concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
cont raceptives  and  the  diu- 
retic-antihvpertensives.  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treafment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize*  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  d| 
of  money.  I wish  we  coil 
agree  on  a “grandfatll 
clause”  approach  to  pre  * 
rations  that  have  been  in  |l 
for  a number  of  years  i ■ 
that  have  an  apparenll 
satisfactory  track  record 
For  example,  I th 
some  of  the  antibiotic  c< 
hi  nations  that  were  tal 
oil  the  market  by  the  F; 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomy 
combinations  that  patic 
— especially  surgical 
tients  — were  given  in  ■ 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fe\  I 
opportunities  for  dos.I 
errors.  To  take  sue  | 
preparation  off  the  mar  , 
doesn't  seem  to  be  g u 
medicine,  unless  actual  | 
age  showed  a great  dea  4 
harm  from  the  injecti  I 
(rather  than  the  pro  j 
use)  of  the  combinatior  k 
The  point  that  shouk  ■ 
emphasized  is  that  tf  I 
are  both  rational  and  i l 
tional  combinations.  rI 
real  question  is,  who  she  | 
determine  which  is  whi 
Obviously,  the  FDA  n 
play  a major  role  in  n 
ing  this  determination,  i 
fact,  I don’t  think  it 
avoid  taking  the  ultirr 
responsibility,  but  it  she 
enlist  the  help  of  out; 
physicians  and  experts 
assessing  the  evidence 
in  making  the  ultimate 
cision. 
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I two  medications  are 
■ effectively  to  treat  a 
■in  condition,  and  it  is 
■n  that  they  are  corn- 
tie,  it  clearly  is  useful 
fconvenicnt  to  provide 
ft  in  one  dosage  form. 
• uld  make  no  sense,  in 
■it  would  be  pedantic, 
ftsist  they  always  be 
fcribed  separately.  To 
■1  the  appearance  of 
Ihtry,  the  “expert”  de- 
fc  the  combination  be- 
l it  is  a fixed  dosage 
i When  the  “expert” 
lies  the  concept  of  fixed 
|i  e form  he  obscures 
fact  that  single-ingre- 
> pharmaceutical  prep- 

Ions  are  also  fixed 
e forms  By  a singular 
atic  exercise  he  im- 
a pejorative  meaning 
1e  term  “fixed  dose” 
pwhen  he  uses  it  with 
jj'Ct  to  combinations. 

) is  ignored  is  the  sim- 
I act  that  only  in  the 
I t of  circumstances 
J my  physician  attempt 
1 rate  an  exact  thera- 
i : response  in  his  pa- 
n It  is  quite  possible 
n;ome  aches  and  pains 
Respond  to  500  mg.  of 
> n yet  that  fact  does 
ilitate  against  the  us- 
hose  being  650  mg. 
tp  other  semantic  ploy 
£ called  into  play  is  to 
> ihe  a combination 
met  as  rational  or  irra- 
n . 

fee  antibiotic  mixtures, 

' >urce  of  much  of  the 
t|ism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  bv  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
shoidrl  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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Underground  Coal  Mine  Injuries 

James  B.  Zimmerman,  M.D.* 

Pikeville,  Kentucky 


This  is  a discussion  of  underground  coal 
mine  accidents  and  the  injuries  seen  in 
the  outpatient,  hospitalized  and  fatal 
victims. 

UNDERGROUND  coal  mining  is  a haz- 
ardous occupation.  Occupational  lung 
disease  in  coal  miners  has  been  under 
close  study  for  the  past  several  years.  Coal 
workers  pneumoconiosis  has  been  reported  to 
occur  in  9.8%  of  working  coal  miners  and 
18.2%  of  the  non-working  miners  (retired, 
disabled  and  temporarily  out  of  work).1  The 
passage  of  Public  Law  91-173,  the  Federal 
Coal  Mine  Health  and  Safety  Act  of  1969  with 
benefits  for  the  disabled  coal  miner  with 
pneumoconiosis  has  focused  on  this  aspect  of 
the  industry.  Mining  accidents,  the  other  health 
hazard  of  underground  coal  mining,  have  re- 
ceived less  attention.  The  main  purpose  of  this 
paper  is  to  show  the  types  of  accidents  that 
occur  in  underground  coal  mining  and  to  de- 
scribe the  types  of  injuries  sustained  by  the 
miners. 

Source  of  Material 

Pike  County  is  located  in  Eastern  Kentucky 
in  the  soft  coal  fields  of  the  Appalachian  Moun- 
tains. Mining  is  the  main  industry  in  this  area. 
During  the  time  of  this  study  (1971)  there 
were  408  undergound  coal  mines  in  operation 
employing  5,649  miners.2  The  Methodist  Hos- 
pital is  located  in  Pikeville,  the  county  seat. 
This  is  geographically  near  the  center  of  the 
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county  and  as  such,  receives  a large  number, 
but  not  all,  of  the  victims  of  mine  accidents  in 
Pike  County. 

All  of  the  mining  accident  victims  who  were 
admitted  to  the  emergency  room  of  the  Meth- 
odist Hospital  during  the  year  of  1971  are  in- 
cluded in  this  study.  There  were  306  admitted 
to  the  emergency  room  for  treatment.  This 
number  of  patients  provides  a good  representa- 
tion of  the  types  of  accidents  and  injuries  seen. 
The  miners  who  were  injured  on  the  job  of  sur- 
face mining  operations  (strip  and  auger  min- 
ing) were  not  included  in  this  study.  The  equip- 
ment and  working  conditions  in  surface  mining 
are  entirely  different  from  those  encountered 
in  underground  coal  mining.  Because  of  this, 
the  accidents  and  injuries  are  different. 

The  patients  were  divided  into  three  groups: 
The  first  group  of  patients  were  outpatients 
who  were  treated  and  released  from  the  emer- 
gency room.  The  second  group  is  made  up  of 
those  who  were  hospitalized  for  further  treat- 
ment. The  third  group  were  the  victims  of  fatal 
accidents.  All  fatalities  (13)  from  the  under- 
ground coal  mining  industry  in  Pike  County  for 
the  year  1971  are  included.  Not  all  were  ad- 
mitted to  the  Methodist  Hospital  but  sufficient 
information  was  available  to  include  them  in 
our  study. 

Accidents  of  the  Outpatients  Treated 
and  Released 

Fourteen  per  cent  of  the  accidents  were  roof 
falls  (also  called  rock  falls  and  slate  falls). 
Most  of  the  roof  falls  occur  at  or  near  the  face 
of  the  mine  where  the  coal  is  being  mined.  This 
is  the  area  of  unsupported  roof.  With  equip- 
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ment  and  mining  practices  available,  there  is 
little  need  for  any  worker  to  be  in  the  area  of 
unsupported  roof.  The  roof  falls  injuring  the 
outpatients  were  simply  smaller  rocks  and/or 
rocks  falling  on  extremities  and  areas  relatively 
less  vulnerable  than  in  the  roof  falls  of  the 
hospitalized  and  fatally  injured  miners. 

Table  1 


CLASSIFICATION  OF  ACCIDENTS 


(220  Outpatients  Treated 

and  Released) 

Roof  Falls 

14% 

Haulage 

19% 

Machinery 

24% 

Miscellaneous 

20% 

Small  Tools 

10% 

Electrical 

4% 

Lifting 

4% 

Welding 

3% 

Burns 

2% 

Haulage  accidents  are  those  related  to  mov- 
ing the  coal,  equipment  and  miners  to  and  from 
the  mine  with  vehicles.  The  face  of  the  mine 
where  the  coal  is  being  mined  may  be  anywhere 
from  several  yards  to  many  miles  from  the 
portal.  Fast  moving  electrically-powered  cars, 
whose  size  is  limited  by  the  height  of  the  coal, 
are  used  for  transportation.  Reduced  visibility 
underground  contributes  to  the  frequency  of 
haulage  accidents.  One  of  the  common  acci- 
dents occurs  when  the  coal  cars  are  being 
coupled.  Fingers  are  mashed  by  the  coupling 
pin.  The  other  haulage  accidents  are  collisions, 
lower  extremities  being  run  over  and  passen- 
gers being  bumped  against  the  roof  and  rib 
(side  of  the  mine).  These  are  the  same  ac- 
cidents that  are  seen  in  the  more  severely  in- 
jured miners  but  because  of  reduced  speed, 
protective  footwear  and  increased  clearance 
only  minor  injury  resulted. 

Modern  mining  is  a highly  mechanized  in- 
dustry and  machinery  caused  most  of  the  ac- 
cidents in  this  group  (24%  ).  The  roof  bolter  is 
a self-powered  machine  which  drills  and  bolts 
the  roof.  Some  of  the  less  severe  injuries  oc- 
curred when  fingers  were  caught  and  mashed 
by  the  drill  or  during  placement  of  the  bolt. 
The  roof  bolting  machine  also  caused  some  of 
the  lower  extremity  injuries  when  it  pinned  a 
foot  or  an  ankle  to  the  rib.  The  continuous  min- 
ing machine  with  its  many  moving  parts,  elec- 
trically-powered scoops  and  loaders  and  the 
conveyor  belts  were  all  involved  in  this  group 
of  relatively  minor  accidents.  There  were  how- 


ever more  miners  injured  by  roof  bolters  than 
any  other  machine. 

There  were  20%  miscellaneous  accidents. 
No  particular  pattern  was  evident  in  this  rela- 
tively large  group. 

Small,  non-motorized  tools  (hammers, 
wrenches  and  wire  splicing  knives)  caused 
10%  of  the  accidents. 

Most  of  the  electrical  accidents  caused  burns. 
Overheated  battery  cables  and  electrical 
“shorts”  caused  4%  of  the  accidents  in  the 
treated  and  released  patients. 

Three  per  cent  of  the  outpatients  were  in- 
jured in  welding  accidents.  There  were  some 
burns  and  an  ocular  foreign  body  but  the  most 
common  injury  was  welder’s  “flash”. 

Injuries  of  the  Treated  and  Released  Outpatients 

Nearly  one-half  of  the  injuries  in  the  out- 
patients were  contusions  and  abrasions.  (Table 
2).  This,  however,  was  usually  not  the  primary 
reason  for  the  emergency  room  visit.  Most  of 
these  patients  had  X-ray  examinations  to  rule 
out  fractures.  Contusions  and  abrasions  were 
diagnosed  on  the  basis  of  physical  findings  and 
negative  radiographs.  This  was  also  true  for 
the  many  sprains,  most  of  which  were  about  the 
foot  and  ankle. 

In  this  group  of  patients,  the  extremities, 
particularly  the  distal  parts,  were  the  most 
frequent  sites  for  lacerations  and  fractures. 
Fractures  of  the  fingers  and  toes  were  most 
common.  There  were  six  fingers  traumatically 
amputated. 

There  were  nine  “acute  back”  cases  in  the 
treated  and  released  outpatients.  Symptomati- 
cally, they  were  mild. 

The  one  case  of  “shock”  was  the  driver  of  a 
machine  involved  in  an  accident  in  which  an- 

Table  2 

TYPES  OF  INJURIES 
(220  Patients  Treated  and  Released) 

Contusions,  Abrasions 
Lacerations 
Fractures 
Sprains 
Eye  Injuries 
Burns 

“Acute  Back’’ 

Puncture  Wounds 
Foreign  Bodies 

Traumatic  Amputations  (digits) 

Strains 
“Shock” 


91 

34 

26 

18 

17 

9 

9 

7 

6 

6 

2 

1 
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other  miner  was  killed.  There  were  no  visits  to 
the  emergency  room  by  patients  with  obvious 
conversion  hysteria  symptoms.  There  was  a 
paucity  of  psychiatric  diagnoses  in  the  injured 
miners  whose  emergency  room  and  hospital 
records  were  reviewed. 

Accidents  of  the  Hospitalized  Patients 

The  pattern  of  accidents  of  hospitalized 
patients  differed  from  the  pattern  of  the  treated 
and  released  outpatients.  (Table  3)  Thirty- 
seven  per  cent  of  the  hospitalizations  were  the 
result  of  roof  falls.  The  severity  of  the  injury  is 
related  to  the  position  of  the  miner  when  the 
rock  falls  and  also  to  the  size  of  the  rock.  One 
of  the  smallest  rocks  perforated  the  eye  of  one 
of  the  miners.  Because  of  this  he  developed  a 
cataract  which  required  surgery.  The  larger 
rocks  may  weigh  many  tons. 


Table  3 

CLASSIFICATION  OF  ACCIDENTS 
(81  Hospitalized  Patients) 


Roof  Falls 

37% 

Haulage 

26% 

Machinery 

16% 

Lifting 

1 1 % 

Miscellaneous 

6% 

Explosive 

1 % 

Electrical 

2% 

Haulage  accidents  caused  the  injuries  in 
26%  of  the  hospitalized  patients.  One  of  the 
common  accidents  occurs  when  the  miner  is 
thrown  or  bounced  while  being  transported  in 
a mine  car  and  is  caught  between  the  car  and 
the  roof  or  rib  of  the  mine.  This  is  called  being 
“rolled”.  The  severity  of  the  injury  is  related 
to  the  close  clearance  between  the  mining  car 
and  the  mine.  Most  of  the  haulage  accidents 
are  related  to  the  speed  of  the  electrically- 
powered  cars,  the  confined  working  area  and 
the  reduced  visibility.  There  were  several  colli- 
sions and  several  workers  were  pinned  between 
coal  cars.  In  Pike  County,  the  portals  of  the 
mines  can  be  very  high  on  the  side  of  the  hill. 
There  were  several  mishaps  when  cars  were 
inadvertently  driven  over  the  sides  of  the  hill. 
A common  haulage  accident  occurs  when  the 
miner  is  struck  by  the  car  or  it  runs  over  the 
leg.  This  caused  several  of  the  lower  extremity 
fractures. 

Machinery  accidents  were  responsible  for 
16%  of  the  hospitalizations.  Roof  bolting  ma- 
chines were  involved  in  many  of  the  major 
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machinery  accidents.  The  operators  were 
pinned  by  the  roof  bolter  to  the  rib.  They  lost 
control  while  positioning  the  roof  bolter  and 
were  caught  between  the  machine  and  the  rib. 
Because  of  the  very  nature  of  the  operation, 
bolting  of  the  unsupported  roof,  the  operator  is 
in  a vulnerable  location  for  roof  falls. 

Many  of  the  mines  have  conveyor  belts  to 
carry  coal  from  the  mine  to  the  outside.  Fre- 
quent injuries  occur  when  the  miners’  fingers  or 
extremities  are  caught  up  or  pinched  by  the 
belt. 

Lifting  roof  timbers,  sand  bags,  pieces  of 
rock  and  coal  and  equipment  accounted  for 
1 1 % of  the  hospitalizations.  Large  cables  from 
power  sources  to  mining  equipment  are  han- 
dled by  the  miners  and  caused  some  of  the 
lifting  injuries. 

The  miscellaneous  accidents  (6%)  were 
mostly  falls  and  tripping  and  were  not  unique 
for  underground  coal  mining. 

The  explosive  accident  occurred  during  a 
blasting  procedure.  Most  of  the  mines  in  this 
area  do  not  have  explosive  gas  present.  Coal 
dust,  unless  treated,  can  be  highly  explosive  but 
there  were  no  injuries  due  to  coal  dust  ex- 
plosions in  Pike  County  in  1971. 

All  of  the  power  in  the  mines  is  electrical. 
Electric  trolleys,  high  voltage  lines  and  battery 
powered  equipment  are  potential  causes  of  ac- 
cidents. However,  of  the  81  patients  hos- 
pitalized, only  two  were  hospitalized  because  of 
electrical  accidents.  In  both  cases,  they  suffered 
burns  when  shorts  occurred  in  high  voltage 
lines. 

Table  4 

TYPES  OF  INJURIES 
(81  Hospitalized  Patients) 


Fractures,  Dislocations  66 

Contusions,  Abrasions  23 

"Acute  Back”  14 

Lacerations  9 

Sprains  4 

Cerebral  Concussion  2 

Burns  2 

Electrical  Shock  1 

Puncture  Wound  1 

Contused  Kidney  1 

Perforation  of  Eye  1 


Total  Injuries  124 


Injuries  of  the  Hospitalized  Patients 

I have  studied  124  injuries  sustained  by  81 
miners  who  were  hospitalized.  (Table  4)  Frac- 
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FIG.  1 : X-ray  of  pelvis  of  a 24-year-old  miner  Injured 
in  roof  fall.  There  was  tramautic  amputation  of  left  leg 
and  severe  fractures  of  pelvis  demonstrated  here.  (The 
shots  are  from  an  earlier  hunting  accident.) 

tures  and  dislocations  accounted  for  50%  of  the 
major  injuries.  About  one-half  of  these  frac- 
tures and  dislocations  occurred  below  the  knee 
(lower  leg  24%  and  foot  18%).  (Table  5) 
Most  of  these  were  due  to  roof  falls  and 
haulage  accidents. 

Except  for  amputations  of  digits,  there  were 
only  two  other  traumatic  amputations.  One 
miner’s  arm  was  amputated  in  a conveyor  belt 
and  another  miner  had  a leg  amputated  in  a 
roof  fall.  The  latter  patient  also  sustained 
severe  multiple  fractures  of  the  pelvis.  (Fig.  1 ) 

Compression  fractures  of  the  lower  thoracic 
and  lumbar  vertebrae,  along  with  the  relatively 
uncommon  fractures  of  the  transverse  proc- 
esses, account  for  23%  of  the  fractures.  (Fig. 
2)  This  specific  fracture  occurs  in  roof  falls 
when  the  miner,  working  in  the  crouched  posi- 
tion, is  hyperflexed  by  the  falling  rock. 

Fractures  of  the  pelvis,  although  accounting 
for  only  seven  per  cent  of  the  total  fractures, 
are  often  quite  severe.  (Fig.  1,  3 and  4)  Be- 
cause of  the  frequency  of  urinary  bladder 
lacerations,  cystograms  are  done  if  catheteriza- 
tion reveals  hematuria. 

Contusions  and  abrasions  are  important  in 
the  management  of  all  mine  injuries  because  of 


Table  5 


Frequency  of  Areas  Involved  with  Fractures  and  Dislocations 

Lower  Leg 

24% 

Vertebra 

23% 

Foot 

18% 

Pelvis 

7% 

Facial 

7% 

Rib 

6% 

Forearm 

4% 

Shoulder 

3% 

Arm 

3% 

Thigh 

3% 

the  difficulty  in  removing  the  embedded  coal 
dust.  In  addition  to  being  a foreign  body,  this 
can  result  in  dermal  tatooing. 

“Acute  backs”  are  the  third  most  common 
injuries  seen.  All  patients  admitted  with  back 
pain  following  acute  trauma  and  those  as- 
sociated with  lifting,  twisting  and  falls  are  in- 
cluded. Several  patients  in  this  group  were 
transferred  to  other  hospitals  for  further  care 
including  laminectomy  for  removal  of  inter- 
vertebral disks. 

Trauma  requires  attention  to  multiple  sys- 
tems. Mine  injuries  are  no  exception.  One 
patient  was  injured  in  a roof  fall  and  sus- 
tained a large  hematoma  of  the  right  thigh  and 
contusion  of  the  lower  back.  A urinalysis  on 
admission  demonstrated  hematuria  and  an  in- 
travenous pyelogram  was  performed.  There 
was  incomplete  filling  of  the  renal  pelvis  on  the 
right.  (Fig.  5)  Two  weeks  later,  a retrograde 
pyelogram  showed  no  abnormality.  The  dis- 
charge diagnosis  was  contusion  of  the  kidney 
with  hemorrhage. 


FIG.  2:  Lateral  lumbar  spine  x-ray  of  a 28-year-old 
miner  who  was  injured  in  a roof  fall.  His  trunk  was  “jack- 
knifed" and  he  sustained  a compression  fracture  of  L-l, 
characteristic  fracture  seen  in  this  type  accident. 
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FIG.  3:  (Case  1)  X-ray  of  the  pelvis  of  a 51 -year-old 
miner  fatally  injured  in  a roof  fall.  There  is  a fracture 
separation  at  the  symphysis  and  sacro-iliac  dislocation  on 
the  left.  A laceration  of  the  bladder  was  demonstrated  by 
extravasation  of  contrast  media. 

Fatal  Accidents 

During  the  year  1971  there  were  13  miners 
killed  in  10  mine  accidents  in  Pike  County.  Ex- 
cept for  roof  falls  being  the  most  common  type 
of  fatal  accidents,  there  was  no  particular  pat- 
tern to  the  accidents.  (Table  6)  Five  of  the  13 
fatalities  were  due  to  roof  falls. 

The  two  deaths  due  to  machinery  were 
crushing  types  of  injuries.  A loading  machine 
was  responsible  in  both  cases  for  these  deaths. 
A loading  machine  is  a piece  of  equipment  that 
is  used  to  pick  up  the  coal  and,  by  means  of 
built-in  conveyor,  move  the  coal  to  a car  for 
removal  from  the  mine.  In  two  separate  ac- 
cidents, the  victims  were  caught  between  the 
loading  machine  and  the  coal  rib.  In  one  case 
the  victim  was  the  operator  of  the  loading  ma- 
chine and  in  the  other  instance,  another  miner, 
not  the  operator,  was  caught  between  the  loader 
and  the  coal  rib. 

The  two  deaths  that  were  caused  by  explo- 
sion occurred  When  some  explosives  were  ac- 
cidentally detonated  during  a blasting  proce- 
dure. 

The  electrocution  occurred  during  the  mov- 
ing of  a small  pump  which  was  submerged  in 
water. 

Two  welders  were  killed  in  a fire  when  an 
oxygen  tank  was  accidentally  dropped  on  the 
trailing  electric  cable  of  a piece  of  mining 
equipment.  This  burned  a hole  in  the  tank  and 
ignited  the  oxygen. 

The  death  due  to  suffocation  occurred  on  the 
surface.  The  victim  was  covered  with  coal  in  a 


storage  bin  of  an  underground  mine.  Another 
worker  was  also  covered  with  coal  but  fellow 
workers  were  able  to  rescue  him  although  he 
did  sustain  a fracture  dislocation  of  the  right 
hip. 

Fatal  Injuries 

Two  of  the  miners  were  killed  instantly  by 
roof  falls.  In  both  of  these  cases  the  cause  of 
death  was  severe  crushing  injury  to  the  head. 
Three  of  the  victims  of  roof  falls  died  follow- 
ing admission  to  the  hospital. 

Case  One:  A 51-year-old  miner  was  ad- 
mitted in  shock  after  being  injured  in  a roof  fall 
in  the  mines.  Blood  replacement  was  carried 
out.  X-ray  examination  showed  multiple  frac- 
tures of  the  pelvis.  A cystogram  demonstrated 
extravasation  of  contrast  media  outside  the 
bladder.  (FIG.  3)  He  underwent  surgery  for 
closure  of  the  laceration  of  the  bladder.  During 
his  hospitalization  blood  pressure  was  difficult 
to  maintain  at  a normal  level.  He  died  less  than 
24  hours  after  admission.  Autopsy  examination 
revealed,  in  addition  to  the  fractures  of  the 
pelvis,  multiple  rib  fractures  involving  the  2nd, 
3rd,  4th,  5th,  6th,  7th  and  8th  ribs  on  the  left. 
There  was  hemothorax,  hemoperitoneum  and 
retroperitoneal  hemorrhage. 

Case  Two:  A 51 -year-old  miner  was  ad- 
mitted following  injury  in  a roof  fall.  On  ad- 
mission he  was  in  shock  and  actively  bleeding 
from  a large  scalp  laceration.  Blood  replace- 
ment was  started  and  the  laceration  was  closed 
with  60  sutures.  This  was  done  in  the  operating 
room  under  light  general  anesthesia.  X-rays  on 
admission  showed  a comminuted  fracture  of 
the  distal  ulna  with  avulsion  of  the  muscle 
group  in  this  region.  There  was  compression 
fracture  of  T-9  and  a linear  skull  fracture  in 
the  parietal  region.  Following  the  initial  episode 
of  shock  which  was  present  on  admission,  there 
were  no  further  episodes  of  hypotension.  The 
patient’s  clinical  course  was  satisfactory  until 

Table  6 

CLASSIFICATION  OF  FATAL  ACCIDENTS 


Roof  Falls  5 

Machinery  2 

Explosion  2 

Electrical  1 

Fire  2 

Suffocation  1 
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the  fifth  day  of  his  hospitalization  at  which 
time  he  became  somewhat  restless  and  was 
noted  to  be  hyperventilating.  Laboratory  study 
at  this  time  showed  BUN  of  308  mg%,  CO2 
combining  power  7.3  mEq/L,  sodium  141 
mEq/L,  potassium  6.3  mEq/L,  chloride  102 
mEq/L,  and  4 + proteinuria.  The  patient 
expired  on  the  tenth  hospital  day  in  renal 
failure. 

Case  Three:  A 56-year-old  miner  was  ad- 
mitted following  a roof  fall.  X-rays  on  ad- 
mission showed  extensive  fractures  of  the  pel- 
vis involving  the  left  acetabulum,  proximal 
femur  and  separation  of  the  sacro-iliac  joint 
on  the  right.  (Fig.  4)  The  bladder  was  intact. 
Thirty-six  hours  after  admission  a tempera- 
ture elevation  was  noted.  X-ray  examination 
of  the  abdomen  showed  a non-obstructive  dis- 
tention of  the  bowel.  On  the  day  of  his  demise, 
although  he  had  shown  some  clinical  improve- 
ment, he  suddenly  vomited  500  cc  of  blood  and 
died.  Autopsy  was  obtained  and  revealed,  in 
addition  to  the  multiple  fractures  of  the  pelvis, 
stress  ulcers  of  the  stomach  and  multiple  tears 
in  mid  jejunum,  transverse  colon  and  recto- 
sigmoid, with  peritonitis. 

The  two  deaths  that  occurred  as  a result  of 
machinery  accidents  died  at  the  scene  of  the 
accident.  Both  of  these  victims  received  crush- 
ing injuries  to  the  head  and  upper  parts  of 
their  bodies. 

One  of  the  victims  of  the  explosion  was  dead 
on  arrival.  External  physical  examination  of 
the  body  showed  numerous  small  lacerations 
of  the  face  and  embedded  coal  particles.  The 
other  victim  survived  for  five  and  one-half 


FIG.  4:  (Case  31  X-ray  of  pelvis  of  a 56-year-old 
miner  fatally  injured  in  a rock  fall.  There  are  multiple 
fractures  and  separation  of  the  symphysis  and  the  right 
sacro-iliac  joint.  Death  was  due  to  peritonitis  secondary  to 
multiple  tears  in  the  bowel. 


FIG.  5:  Tomogram  made  during  intravenous  pyelography 
of  a 48-year-old  miner  injured  in  a rock  fall.  There  is 
incomplete  filling  of  the  collecting  system  on  the  right. 
A retrograde  pyelogram  done  two  weeks  later  was  normal 
indicating  clearing  of  the  blood  clot  due  to  contusion. 

hours  after  admission.  The  cause  of  his  death 
was  anoxia  secondary  to  blast  injuries  to  the 
lung.  The  chest  X-ray  on  admission  showed 
bilateral  pulmonary  infiltrations.  (Fig.  6)  The 
primary  pathology  in  blast  injury  is  destruction 
of  the  alveoli  with  hemorrhage  into  the  alveoli 
and  interstitial  space. 

The  worker  that  was  electrocuted  was  dead 
at  the  scene  as  was  the  miner  that  was  covered 
with  coal  and  suffocated. 

The  two  burn  victims  survived  long  enough 
to  reach  the  hospital.  One  of  the  burn  victims 
received  second  and  third  degree  burns  over 
75%  of  his  body.  He  survived  for  33  days. 
The  other  victim  received  second  and  third 
degree  burns  over  85%  of  his  body.  He  sur- 
vived for  seven  days. 

Summary 

There  were  more  roof  falls  than  any  other 
type  of  accidents.  These  caused  the  most 
severe  injuries  including  five  deaths.  The  pelvic 
fractures  usually  are  quite  severe  and  may 
lacerate  the  urinary  bladder.  Compression  frac- 
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to  the  speed  of  the  cars,  close  clearance  with 
the  roof  and  rib,  and  to  reduced  visibility.  One 
of  the  accidents  unique  for  this  group  is  being 
“rolled”  by  the  roof  or  rib. 

The  roof  bolting  operation  caused  the  larg- 
est number  of  machinery  accidents.  Fingers 
were  caught  in  the  drill  and  by  the  bolt,  some 
operators  had  their  leg  pinned  to  the  rib  and 
some  were  involved  in  roof  falls. 

The  “acute  back”,  although  not  unique  for 
this  industry,  was  the  third  most  common  in- 
jury of  the  hospitalized  patient.  Lifting  acci- 
dents accounted  for  1 1 % of  the  hospitaliza- 
tions. 

Head  injuries  are  uncommon.  This  may  be 
related  to  the  widespread  use  of  the  hard  hat 
in  underground  coal  mining. 


FIG.  6:  Chest  x-ray  of  22-year-old  miner  fatally  injured 
in  a blasting  accident.  There  are  bilateral  pulmonary  in- 
filtrations characteristic  of  blast  injury. 

tures  of  the  vertebrae,  most  of  which  were  also 
caused  by  roof  falls,  are  the  second  most  com- 
mon fracture. 

The  most  common  area  for  fracture  was  the 
leg  below  the  knee.  This  area  is  vulnerable  not 
only  in  roof  falls  but  also  in  the  haulage  and 
machinery  accidents.  There  is  protective  foot- 
wear for  the  toes  and  metatarsal  area  but  no 
safety  equipment  is  available  for  the  area 
around  the  ankle. 

Haulage  accidents  and  injuries  are  related 


Conclusion 

This  is  a preliminary  study  of  the  mine  in- 
juries seen  at  the  Methodist  Hospital,  Pikeville, 
Kentucky,  in  1971  and  includes  all  the  fatal 
accidents  in  Pike  County.  It  shows  that  there 
is  some  pattern  to  the  type  of  accidents  and 
injuries  in  underground  coal  mining. 
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The  results  of  the  use  of  spectrophoto- 
metric analysis,  creatinine  content  and 
cytologic  study  of  the  amniotic  fluid  in 
relation  to  fetal  maturity  are  presented. 

ESTIMATION  of  fetal  maturity  by  men- 
strual history,  clinical  evaluation  and  radi- 
ology are  notoriously  subject  to  error.  The 
limitations  imposed  by  these  methods  are  crit- 
ical when  medical,  and/or  obstetric  complica- 
tions indicate  pre-term  delivery.  Precise  knowl- 
edge of  fetal  age  would  be  invaluable  in  select- 
ing the  time  to  carry  out  an  indicated  or  elective 
interruption  of  pregnancy. 

The  optical  deviation,  creatinine  and  cytol- 
ogy of  amniotic  fluid  have  all  been  reported  to 
indicate  fetal  maturity.1'6-  8-  10-  1318  In  this 
study  we  have  used  these  three  methods  indi- 
vidually and  as  a group  in  an  attempt  to  more 
closely  determine  fetal  maturity. 

Material  and  Methods 

Two  hundred  and  twelve  specimens  of  am- 
niotic fluid  from  150  prenatal  patients  were  ex- 
amined at  various  stages  of  gestation.  The  fluid 
was  obtained  from  an  obstetrically  high  risk 
population  attending  the  clinics  of  the  Univer- 
sity of  Louisville  Medical  Center.  Amniocente- 
sis was  performed  according  to  the  technique 
described  by  Mandelbaum12,  usually  on  an  out- 
patient basis.  Placental  localization  was  per- 
formed only  on  rhesus  negative  patients.  Ten 
milliliters  of  amniotic  fluid  was  removed  from 
each  patient  and  analyzed  for  the  three  para- 
meters previously  mentioned. 

t Presented  in  part  at  the  American  College  of 
Obstetricians  and  Gynecologists,  Miami,  Florida, 
May,  1969.  From  the  Department  of  Pediatrics  and 
Obstetrics,  University  of  Louisville  School  of 
Medicine,  Louisville.  Supported  by  General  Re- 
search Support  Grant  (FR  5357). 


The  AO.D.  at  450  millimicron  was  deter- 
mined by  the  method  of  Liley11.  Creatinine  was 
determined  by  a modified  Jaffe’  picric  acid 
method  using  the  micropipette9.  The  cytologic 
count  was  performed  immediately  after  obtain- 
ing the  fluid  specimens.  The  staining  technique 
was  that  of  Brosens2  and  500  cells  were  count- 
ed on  two  separate  slides.  The  gestational  age 
was  calculated  from  the  menstrual  history.  All 
statistical  calculations  were  performed  with 
an  IBM  1 1 30  computer  using  the  Stepwise 
linear  regression  formula7. 

Results 

Optical  deviation  at  450  millimicrons  (m/x) 
as  an  index  of  fetal  maturity  is  depicted  in 
Figure  I which  demonstrates  the  marked  de- 
crease in  the  AOD  as  term  approaches  in 
pregnancies  not  complicated  by  Rh  sensitiza- 
tion. There  were  16%  of  the  cases  beyond  36 
weeks  gestation  in  which  the  optical  deviation 
was  greater  than  .00  reading  at  450  m/x.  For 
example,  two  patients  with  toxemia  and  four 
patients  with  diabetes  mellitus  appeared  to  have 
a higher  optical  deviation  for  their  gestational 
age  than  normal  population. 

Creatinine  content  was  determined  in  212 
specimens  at  various  stages  of  gestation  and 
are  illustrated  in  Figure  2. 

These  creatinine  values  in  Figure  2 were 
separated  into  categories,  relating  to  compli- 
cations of  pregnancy.  Eighty-two  specimens 
were  from  normal  pregnancies  and  exhibit  a 
generally  increasing  trend  as  fetal  maturity  is 
approached.  One  hundred  and  nineteen  speci- 
mens were  from  pregnancies  complicated  by 
Rh  sensitization  and  exhibit  the  same  generally 
increasing  trend  as  term  is  approached.  Also 
included  are  specimens  from  pregnancies  com- 
plicated by  diabetes  and  toxemia.  Eighteen  per 
cent  of  the  pregnancies  prior  to  36  weeks  were 
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A OD  AT  450  AS  AN  INDEX  OF 
FETAL  MATURITY 

A OD  ot 
450  m/x  Peak 


above  the  2 mg% , usually  indicating  fetal  ma- 
turity. 

Analysis  of  the  creatinine  data  (Table  1 ) 
showed  a value  of  creatinine  in  the  amniotic 
fluid  above  2 mg%  was  indicative  of  fetal 
maturity,  within  95%  confidence  limits. 

Our  results  for  the  determination  of  fetal 
age  by  cytologic  count  are  presented  in  Figure 
3 and  show  a general  increase  in  the  appear- 
ance of  orange  staining  sebaceous  cells  as  ma- 
turity is  approached. 

A value  of  10%  orange  staining  cells  did 
indicate  fetal  maturity  in  the  majority  of  our 
cases. 

Table  2 shows  the  predicted  age  for  a given 
cytologic  determination  within  95%  confidence 
limits.  A cytology  count  of  10%  orange  cells 


Table  1 


Predicted  Age  from 

Creatinine  Values 

Weeks 

mg  % 

22 

0.5  -0.9 

24 

0.75-1.0 

26 

0.9  -1.2 

28 

1.2  -1.4 

31 

1.4  -1.6 

33 

1.6  -1.8 

35 

1.8  -2.0 

38 

2.0  -2.2 

40 

2.2  -2.4 

42 

2.3  -2.6 
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indicated  a pregnancy  of  36  weeks  within  95% 
confidence  limits.  A cytology  count  of  20% 
orange  cells  indicated  a pregnancy  of  40  weeks 
within  95%  confidence  limits. 

Comments 

Mandelbaum,  LaCroix  and  Robinson13  were 
the  first  to  report  a significant  correlation  be- 
tween the  AOD  at  450  m/x  in  the  aminotic 
fluid  and  gestational  age.  Serial  analysis  of 
amniotic  fluid  in  their  series  showed  a progres- 
sive decrease  in  the  AOD  at  450  m/x  until 
it  disappeared  near  term.  Cherry  in  1967° 
confirmed  the  results  of  Mandelbaum  in  the 
analysis  of  over  300  amniotic  fluids  but  found 
that  10%  of  the  fluids  of  non-Rh  sensitized 
patients  after  36  weeks  do  have  a AOD  at  450 
m/x  as  measured  by  the  Liley  method.  Our 
findings  have  been  similar  to  Cherry  in  that 
16%  of  our  fluid  samples  did  have  a AOD  at 
at  450  m/x.  This  is  one  of  the  major  disadvan- 
tages to  using  the  AOD  at  450  m/x  as  an 
indicator  of  fetal  maturity.  Other  drawbacks 
to  be  considered  are  that  when  one  is  measur- 
ing very  small  amounts  bilirubin  pigment  and 
brief  exposure  to  light  invalidates  the  test,  as 
does  contamination  of  fluid  sample  with  blood 
or  meconium.  Although  as  our  results  indicate, 
once  the  AOD  at  450  m/x  becomes  .00  fetal 
maturity  is  almost  assured.  There  are  16%  of 
pregnancies  at  term,  which  in  our  hands,  show 
bilirubin  in  the  amniotic  fluid  of  non-Rh  sensi- 
tized patients.  Optical  deviation  was  of  value 
when  the  cytology  and  creatinine  values  were 
equivocal  and  the  450  m/x  AOD  showed  no 
deviation. 

CREATININE  AS  AN  INDEX  OF  FETAL  MATURITY 

mg  X 

4 O-i  ° ° ° 

o Normal  Pregnancies  * Q A 

• Rh  Sensitized 

3 5-  A Abnormal  ••  ° ° ° ° 

O °0°  CO  03 


0 -1 r — i r r 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 

20  22  24  26  28  30  32  34  36  38  40  42  44 

Weeks  Gestation 


39 


Determination  of  Fetal  Maturity — Donovan,  Ciaccio,  Andrews,  Wolfe 


Table  2 

Predicted  Age  from  Cytologic  Values 


Age  (weeks) 

% Orange  Cells 

30 

0 

31 

0 

32 

0 

34 

4-8 

35 

8-12 

37 

12-16 

38 

15-19 

40 

19-24 

41 

22-28 

42 

25-32 

Woyton11*  in  1963  was  the  first  to  note  a 
progressive  rise  in  the  creatinine  values  of  am- 
niotic  fluid  as  the  fetus  approaches  term. 
Pitkin16  in  120  amniotic  fluid  samples  corre- 
lated the  value  of  2 mg%  creatinine  in  the  am- 
niotic fluid  with  fetal  maturity.  He  found  no 
difference  in  the  creatinine  values  in  compli- 
cations of  pregnancy,  confirming  Kornacki’s10 
work.  Our  results  indicate  that  creatinine  is  a 
good  laboratory  test  for  the  estimation  of  fetal 
maturity  and  reconfirm  that  creatinine  does  not 
change  in  complications  of  pregnancy.  A read- 
ing of  2 mg%  creatinine  was  indicative  of  fetal 
maturity  with  95%  confidence  limits.  It  is 
significant  that  18%  of  the  fluid  samples 
showed  erroneously  high  creatinine  readings 
prior  to  36  weeks  gestation.  Thus,  using  only  a 
creatinine  of  2 mg%  to  indicate  fetal  maturity, 
one  would  occasionally  deliver  an  infant  that 
was  less  than  the  predicted  age. 

Our  creatinine  values  are  somewhat  higher 
than  those  being  reported  possibly  relating  to 
the  individual  laboratory  used  for  creatinine 
determination.  Mandelbaum12  reported  that 
creatinine  was  of  limited  value  in  the  estima- 
tion of  fetal  maturity,  but  his  results  were  lower 
than  those  we  have  reported.  Droegemueller8, 
correlating  creatinine  with  fetal  maturity,  found 
it  to  be  the  most  reliable.  With  the  varying  re- 
ports in  the  literature,  the  use  of  creatinine 
alone  for  the  determination  of  fetal  maturity 
cannot  be  recommended.  It  is  important,  as 
stated  by  Mandelbaum12,  that  each  laboratory 
establish  its  own  reliable  values  for  amniotic 
fluid  creatinine  levels  when  relating  to  fetal 
maturity. 

The  cytologic  staining  for  the  estimation  of 
fetal  maturity  has  been  investigated  by  Brosens 
and  Gordon.2'5  Bishop  and  Corson1  confirmed 
the  results  of  Borsens  and  Gordon  using  over 
350  samples  of  amniotic  fluid.  They  found  that 


there  were  no  premature  infants  by  either 
weight  or  age  when  the  sebaceous  cell  count 
was  greater  than  20%.  Sharp16  confirmed  the 
increasing  sebaceous  cell  count  as  term  ap- 
proached but  after  35  weeks  found  many  cell 
counts  below  that  expected.  In  these  cases  there 
were  particles  of  vernix  caseosa  visible  to  the 
naked  eye.  The  author  states  that  this  must  also 
be  taken  into  account  when  estimating  fetal 
maturity.  As  presented,  the  cytologic  study  of 
the  amniotic  fluid  and  the  determination  of 
fetal  maturity  is  the  most  reliable  in  our  hands. 
The  most  serious  drawbacks  to  this  method  are 
the  technical  problems  which  can  be  overcome 
if  the  staining  and  the  cell  count  are  performed 
before  slide  drying  occurs.  A reading  of  10% 
fat  laden  cells  is  consistent  with  maturity  but 
due  to  some  overlap  at  the  10%  figure  the  20% 
reading  is  the  best  indicator  of  fetal  maturity. 
A reading  of  20%  orange  staining  cells  in  our 
study  indicated  a pregnancy  at  term  within 
95%  confidence  limits. 


NILE  BLUE  SULFATE  STAIN  OF  AMNIOTIC  CELLS 
AS  AN  INDEX  OF  FETAL  MATURITY 
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In  order  to  narrow  the  gray  zone  that  exists 
between  prematurity  and  maturity,  an  attempt 
was  made  to  statistically  combine  the  three 
parameters.  Optical  deviation  was  not  used  in 
the  statistical  correlation  because  the  only  fac- 
tor to  be  considered  was  either  the  presence  or 
absence  of  the  AOD  at  450  m/n  in  the  am- 
niotic fluid.  The  creatinine  and  the  cytologic 
count  of  the  amniotic  fluid  were  so  closely  re- 
lated that  the  results  did  not  vary  statistically 
when  the  parameters  were  combined. 
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The  University  of  Louisville  School  of  Medicine 


This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Hypokalemia  Due  to  Massive  Villous  Adenoma  of  the  Rectum 


A62-year-old  man  was  admitted  to  his 
local  hospital  on  May  8,  1972,  with  a 
history  of  a crushing  chest  pain  and  gen- 
eralized weakness.  Because  of  persistent  myo- 
cardial irritability  and  mild  hypotension  he  was 
transferred  to  the  Norton  Memorial  Infirmary 
that  afternoon.  Upon  admission  to  the  coro- 
nary care  unit,  he  gave  a history  of  two  months 
of  intermittent  diarrhea  with  increasing  weak- 
ness and  arthritis  of  vague  definition. 

Physical  examination  showed  a lethargic, 
well  developed,  well  nourished  white  man  with 
a uremic  breath  and  moderate  dehydration.  He 
was  noted  to  pass  a copious  mucous  diarrhea. 
His  blood  pressure  was  92/60  mmHg,  his 
pulse  80  min  and  irregular,  respirations  20/ 
min,  and  his  temperature  was  98.0°F.  The 
lungs  were  normal  to  percussion  and  auscul- 
tation. The  heart  was  not  enlarged  and  no 
murmurs  or  abnormal  sounds  were  appreciated. 
The  abdomen  was  soft  with  mild  distention  in 
the  lower  quadrants.  A rectal  examination  was 
interpreted  as  normal.  The  neurologic  examina- 
tion was  grossly  normal. 

Laboratory  examination  on  admission:  He- 
moglobin— 15.8  gm%,  Hematocrit — 44.4%, 
W B C — 17,900/mm3  with  70%  polymorpho- 
nuclear leukocytes,  6%  band  forms,  10%  lym- 
phocytes and  4%  mononuclear  cells.  The  urine 
had  a specific  gravity  of  1.013,  a pH  of  5.0, 
1+ albumin  and  no  sugar.  The  microscopic 
examination  showed  4-8  white  blood  cells/high 
powered  field  and  1-3  red  blood  cells/high 
powered  field.  The  blood  urea  nitrogen  and 
serum  electrolytes  are  given  in  Table  I and  the 
blood  glucose  was  160  mg%,  calcium — 9.7 


fFro/n  the  University  Surgical  Service,  Nortons  Chil- 
drens’ Hospital  and  Department  of  Surgery,  Univer- 
sity of  Louisville  School  of  Medicine,  Louisville 


mg%,  phosphorus — 5.4  mg%,  total  protein — 
7.0  mg%,  albumin — 4.4  mg%,  bilirubin — 1.3 
mg% . The  arterial  blood  gases  indicated  a pH 
of  7.56,  pC02  of  43,  and  pOo  of  97.  In  addi- 
tion, a stool  smear  showed  no  marked  abnor- 
malities. The  chest  x-ray  was  normal.  The  elec- 
trocardiogram was  interpreted  as  abnormal 
with  an  abnormal  ST-T  segment  consistent 
with  myocardial  ischemia,  frequent  premature 
ventricular  contractions,  and  occasional  ventri- 
cular bigeminy. 

His  initial  therapy  consisted  of  fluid  and 
electrolyte  replacement  requiring  7.7  L.  of  fluid 
in  the  first  36  hours,  including  120  mEq  of 
potassium  chloride.  His  myocardial  irregularity 
was  controlled  with  a two  per  cent  xylocaine 
drip  which  was  necessary  for  only  an  18-hour 
period.  The  persistent  diarrhea  was  only  mini- 
mally reduced  by  Lomotil. 

By  the  fifth  day,  his  electrolyte  concentra- 
tions were  stable.  The  blood  urea  nitrogen  and 
phosphorus  were  normal  at  17  mg%  and  3.8 
mg%,  respectively.  The  electrocardiogram  was 
normal  showing  no  ST-T  segment  changes.  The 
patient  had  become  ambulatory  and  was  eating 
a regular  diet.  Subsequent  rectal  examination 
was  considered  compatible  with  a large  soft 
villous  adenoma. 

Sigmoidoscopy  on  May  24,  1972,  demon- 
strated a large  villous  tumor  of  the  rectum. 
This  lesion  arose  4 cm  from  the  anal  verge  and 
extending  up  to  12  cm.  It  completely  encircled 
the  bowel.  The  tumor  grossly  appeared  benign 
with  no  areas  of  ulceration  or  induration.  Mul- 
tiple biopsies  were  performed  and  reported  as 
benign  (FIG.  1).  The  following  day  a barium 
enema  was  normal  except  for  the  rectal  lesion. 

On  May  30,  1972,  transanal  excision  of  the 
lesion  was  undertaken.  This  was  abandoned 
after  subtotal  removal  because  of  blood  loss 
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TABLE  1 

Intake  and  Output  Record  for  First  Week 
of  Hospitalization 


Hospital 

Day 

1 

2 

3 

4 

5 

6 

7 

Oral 

710 

2145 

2G05 

1390 

440 

2190 

3040 

5DRL 

1250 

3000 

2300 

1700 

2800 

2790 

Na 

MEQ/I. 

170 

405 

312 

225 

378 

378 

K 

MEQ/L 

50 

120 

92 

112 

STOOL 

500 

G00 

300 

URINE 

1450 

3550 

2600 

3200 

2700 

3000 

3600 

* I.V.  ELECTROLYTES  ONLY 


approaching  1 ,000  ml.  Subsequently  a posterior 
approach,  using  the  Kraske  technique,  afforded 
improved  exposure  to  the  tumor. 

L.  G.  Schrock,  M.  D.  (Instructor  in  Sur- 
gery)*: The  patient  we  presented  today  ex- 
emplifies the  major  characteristics  of  villous 
tumors  of  the  colon  with  the  addition  of  the 
depletion  syndrome.  About  70  case  reports 
are  accessible  on  this  syndrome.  Virtually  all 
began  as  a diagnostic  dilemma.  The  patients 
often  present  in  a stuporous  state  in  varying 
degrees  of  circulatory  collapse.  Because  of  this, 
such  diagnoses  as  diabetes,  uremia  and  acute 
adrenal  insufficiency  are  often  entertained. 

The  major  symptoms  of  rectal  bleeding, 
change  in  bowel  habits  and  abdominal  discom- 
fort seen  in  most  villous  tumors  are  oversha- 
dowed by  the  presence  of  a persistent,  profuse, 
non-irritating  watery  diarrhea.  This  usually 
leads  one  to  the  diagnosis,  which  is  made  in 
over  90%  of  the  cases  by  sigmoidoscopy. 

The  loss  of  fluid  and  electrolyte  causes  the 
triad  of  hyponatremia,  hypokalemia  and  hy- 
pochloremia.  The  patient  may  be  in  metabolic 
alkalosis  or  acidosis  depending  on  the  state  of 
his  circulation.  All  the  patients  Who  presented 
with  acidosis  had  some  degree  of  hypotension 
and  pre-renal  azotemia. 

The  correction  of  the  acid-base  problem  is 
not  difficult,  but  it  must  be  remembered  that, 
until  the  tumor  is  removed  in  some  manner, 


*This  work  was  conducted  during  Doctor  Schrock' s 
tenure  as  Clinical  Fellow  of  the  American  Cancer 
Society,  1971-72. 


the  electrolyte  problem  persists  and  requires 
continuing  treatment. 

Figure  l shows  the  age  distribution  of  a 
group  of  tumors  producing  hypokalemia.  The 
tumors  occur  primarily  in  the  rectum  and  are 
consistently  low  tumors,  the  vast  majority  oc- 
curring at  4 — 6 cm  from  the  anal  verge.  They 
also  are  larger  than  the  usual  villous  tumor, 
having  an  average  length  of  10  cm  and  an 
average  width  of  9 cm. 


AGE  OF  PATIENTS 


The  gross  characteristics  are  of  a soft,  reddish- 
gray  sessile  lesion  with  frond-like  projections 
which  usually  fills  the  sigmoidoscope.  On  initial 
examination  ulceration  and  induration  must  be 
looked  for  as  hallmarks  of  invasive  carcinoma. 
This,  however,  can  be  a misnomer  and  about 
20%  of  clinically  benign  lesions  will  prove  to 
harbor  invasive  cancer.  The  microscopic  char- 
acteristics of  these  tumors  are  similar  to  those 
of  villous  adenomas  uncomplicated  by  marked 
electrolyte  deficiencies.  The  villous  projections 
show  a core  of  stroma  covered  with  a single 
layer  of  columnar  epithelium  which  is  inun- 
dated with  large,  over  distended  goblet  cells. 

Further  studies  indicate  that  the  frequency 
of  cancer  is  not  different  among  those  adeno- 
mas producing  hypokalemia  from  that  which 
prevails  in  the  ordinary  variety.  The  overall 
incidence  of  cancer  is  22%  which  leads  to  the 
final  point,  namely  therapy. 

This  lesion  has  been  treated  in  every  manner 
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and  form,  from  local  excision  or  fulguration  to 
abdomino-perineal  resection.  The  literature  is 
not  consistent  in  its  remarks  and  places  the 
burden  of  judgement  on  the  patient’s  physi- 
cian^). 

The  most  rational  approach  seems  to  involve 
consideration  of  the  size  and  location  of  the 
tumor  and  the  tolerance  of  the  patient. 

If  the  lesion  is  relatively  small  and  below  8 
cm  it  should  be  excised  by  a transanal  or  the 
Kraske  approach  (posterior  approach).  If  this 
turns  out  to  be  carcinoma,  then  a cancer  re- 
section is  warranted.  If  the  lesion  is  huge  or 
totally  encircles  the  rectum  and  is  below  8 cm, 
abdomino-perineal  resection  may  well  be  neces- 
sary. There  may  be  a few  patients  with  a short 
circumferential  lesion  that  both  rectal  ends  can 
be  reapproximated  after  removal  of  the  tumor. 
If  the  lesion  is  massive  and/or  lies  above  the 
8 cm  level,  a low  anterior  resection  or  pull- 
through  procedure  should  be  considered. 

Any  lesion  above  the  peritoneal  reflection 
should  have  adequate  resectional  surgery  with 
margins  performed  because  these  lesions  tend 
to  harbor  invasive  cancer  more  frequently  than 
the  rectal  lesions. 

As  a final  comment,  the  incidence  of  con- 
comitant malignancies  is  15 — 20%  in  this 
group,  especially  in  the  gastrointestinal  tract. 
Complete  evaluation  is  necessary.  This  may 
simply  be  related  to  an  older  age  group  or  may 
have  some  greater  specificity. 

Sam  Weakley,  M.  D.  (Associate  Clinical 
Professor  of  Surgery):  I have  had  occasion  to 
treat  a similar  patient  and  likewise  had  diffi- 
culty obtaining  control  of  the  villous  adenoma. 
It  may  well  be  that  such  very  large  lesions,  as 
appears  to  be  the  case  in  this  man,  will  require 
more  radical  treatment  regardless  of  the  pres- 
ence or  the  absence  of  cancer. 

Don  Buckner,  M.  D.  (Assistant  Clinical 
Professor  of  Surgery-Pediatric):  A useful  tech- 
nique in  reconstructing  these  individuals,  allow- 
ing an  adequate  excision,  but  at  the  same  time 
preserving  anal  function  and  competence, 
would  be  that  which  Soave  has  described  for 
the  management  of  Hirschsprung  disease. 

Truman  Mays,  M.  D.  (Associate  Professor 
of  Surgery):  I would  suggest  that  repeated 
operations  in  an  attempt  to  preserve  anal  func- 
tion in  patients  with  this  disease  may  become 
a malignant  disease  in  and  of  themselves.  The 
complications  of  these  repeated  efforts  and 


TABLE  2 

Certain  Laboratory  Value*  for  the  Initial 
Hospitalization 


their  high  frequency  of  failure  are  such  that  I 
have  tended  to  treat  such  patients  by  primary 
abdomino-perineal  resection  and  permanent  co- 
lostomy. I think  this  puts  the  overall  risk  of 
repeated  operations  in  an  elderly  patient  group 
in  a little  more  acceptable  perspective. 

Subsequent  Patient  Course 

The  patient  did  well  for  a few  weeks  fol- 
lowing this  Kraske  excision  of  tumor.  He  had 
marked  irritative  symptoms  related  to  circum- 
ferential destruction  of  the  rectal  mucosa.  An 
initial  follow-up  examination  two  weeks  later 
showed  no  evidence  of  tumor  but  four  weeks 
after  extirpation  of  the  tumor  there  was  resi- 
dual, identifiable  villous  adenoma  both  at  the 
upper  and  lower  margin.  Accordingly  he  was 
readmitted  to  the  hospital  and  major  resection- 
al therapy  recommended. 

The  patient  strongly  preferred  an  attempted 
abdomino-perineal  resection  with  pull-through 
anal  anastomosis.  This  was  accomplished  with 
substantial  difficulty  due  to  the  inflammation 
induced  by  the  previous  procedures,  but  a di- 
verting colostomy  was  not  felt  warranted.  The 
patient's  early  postoperative  course  was  smooth 
but  on  the  fifth  through  the  tenth  postoperative 
days  he  showed  signs  of  progressive  perineal 
sepsis  which  eventuated  in  the  drainage  of  a 
perirectal  abscess,  presenting  as  a defect  in  the 
posterior  midline  of  the  colo-anal  anastomosis. 
This  was  treated  like  a fistula  in  ano  and  slowly 
resolved  after  discharge  home  with  excellent 
healing  and  very  good  anal  continence.  At  the 
time  of  the  last  follow-up  no  residual  tumor 
was  present  and  the  patient  was  convalescing 
satisfactorily. 

L.  G.  Schrock,  M.D.,  William  A.  Blodgett, 
M.D.,  Hiram  C.  Polk,  Jr.,  M.D. 
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MECO— Medical  Education  and  Community  Orientation 


David  Moss* 


THE  availability  of  health  care  in  the 
United  States  has  become  a topic  of  in- 
creasing concern  to  both  health  profes- 
sionals and  the  general  public.  Although  the 
physician-to-population  ratio  for  the  USA  is 
higher  than  for  most  other  countries  (including 
Great  Britain  our  shortage  is  compounded  by 
ethnic  maldistribution  of  medical  personnel. 
“Relatively  few  physicians  tend  to  be  located 
in  rural  areas  . . . and  in  low  income  areas 
generally.”1  This  tendency  has  not  improved 
in  the  past  decade;  on  the  contrary,  the  number 
of  counties  in  the  U.S.  without  an  active  physi- 
cian (not  including  government-employed  phy- 
sicians) increased  by  34%  in  the  eight-year 
period  from  1963  to  the  beginning  of  1971. 2 
With  the  reversal  of  this  trend  as  one  of  its 
long-range  goals,  SAMA  established  the 
MECO  Project  in  1970. 

MECO  provides  pre-clinical  medical  stu- 
dents an  opportunity  to  spend  8-10  weeks 
learning  about  a community’s  total  health  care 
system.  The  students  rotate  through  each  de- 
partment of  the  community  hospital  and  learn 
the  function  of  each  in  relation  to  total  care  of 
the  patient.  In  addition,  they  spend  time  in 
physicians’  offices  and  may  follow  specific  pa- 
tients from  the  physician’s  office  through  a 
hospital  stay  and  back  to  the  physician’s  office. 
The  students  also  visit  health-related  agencies  in 
the  community,  such  as  nursing  homes,  mental 
health  facilities,  rehabilitation  centers  and  local 
medical  associations. 

The  MECO  program  is  flexible  to  allow  the 
student  to  participate  with  the  physician  in 
developing  his  own  educational  program.  Em- 
phasis is  placed  on  exposing  the  student  to  the 
lifestyle  of  the  community  physician,  to  the 
function  and  operation  of  the  community  hos- 
pital, to  the  interaction  of  all  facets  of  the  com- 


*  Sophomore  medical  student  from  Glasgow,  Kentucky 
attending  the  University  of  Louisville  School  of 
Medicine,  Louisville 


munity  as  related  to  health  care,  and  on  help- 
ing him  to  appreciate  the  basic  concept  of 
patient-oriented  health  care. 

MECO  also  affords  Kentucky’s  practicing 
physicians  the  chance  to  give  these  students 
exposure  to  clinical  medicine  from  the  eyes  of 
a practicing  physician. 

The  student  may  discover  just  how  relevant 
the  putative  “esoterica”  of  basic  science  is  to 
the  actual  practice  of  medicine,  and  first-hand 
orientation  to  surgery,  obstetrics  and  medical 
rounds  will  engender  a more  tangible  grasp  of 
these  basic  sciences.  A MECO  participant  often 
develops  greater  respect  for  rural  medicine  and 
establishes  close  friendships  that  encourage  him 
to  return  to  practice  in  that  community. 

Participants  in  the  1972  Kentucky  MECO 
project  had  very  successful  programs,  and  we 
are  now  in  the  process  of  soliciting  additional 
hospitals  and  physicians  throughout  the  State 
for  the  summer  of  1973.  Each  student  is  paid 
an  educational  stipend  and  most  are  furnished 
room  and  board.  Students  are  encouraged  to 
participate  in  MECO  in  their  home  state,  but 
a few  “out-of-state”  positions  were  available 
in  40  states  last  summer. 

Endorsed  by  KMA,  KHA,  KAFP,  Blue 
Cross  and  Blue  Shield,  and  our  two  medical 
schools,  MECO  is  attempting  to  locate  posi- 
tions for  many  of  the  400  medical  students 
interested  in  the  program  for  the  summer  of 
1973. 

For  additional  information,  contact  Phil 
Aaron,  MECO  State  Director,  University  of 
Louisville  School  of  Medicine,  Health  Sciences 
Center,  Louisville,  Kentucky  40202. 
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Consumerism 


THE  Great  American  Consumer  Move- 
ment is  stalking  the  Great  American 
Health  Delivery  Industry  and  our  efforts 
to  understand  and  influence  such  devices  as 
health  insurance,  health  maintenance  organiza- 
tions, foundations  for  medical  care  and  federal 
government  participation  will  be  diluted  by  the 
necessity  for  us  to  attend  to  consumerism.  It  is 
not  our  ability  to  successfully  relate  to  the 
actual  consumer,  the  patient  in  bed  before  us, 
which  will  generate  dispute  but  the  ability  of 
committees  of  physicians  relating  to  the  con- 
sumer’s advocate.  The  advocate’s  stature  is 
very  large  by  virtue  of  his  taking,  or  being 
given,  identity  with  consumers  of  whom  there 
is  a population  explosion. 

On  October  28,  1972,  in  Memphis  at  the 
joint  meeting  of  the  Tennessee  and  Kentucky 
Societies  of  Internal  Medicine,  the  T.S.I.M. 
presented  a panel  entitled  Consumerism  in 
Medicine — an  Exercise  in  Bio — Medico — 
Prolepsis.  Gerald  I.  Plitman,  M.D.,  moderated 
the  panel,  otherwise  composed  of  Morton  D. 
Bogdonoff,  M.D.,  chairman  of  the  Department 
of  Medicine,  University  of  Illinois  and  editor 
of  the  Archives  of  Internal  Medicine;  Mr.  Rich- 
ard Johnson,  Regional  Director  of  Medicare — 
Medicaid  Administration,  Equitable  Life  As- 
surance Company,  Nashville;  John  D.  Young, 
M.D.,  Past  President,  Tennessee  Society  of 
Internal  Medicine,  Memphis;  Gene  H.  Stoller- 
inan,  M.D.,  chairman,  Department  of  Medi- 
cine, University  of  Tennessee  College  of  Medi- 
cine, Memphis,  and  William  C.  Felch,  M.D., 
President-Elect,  American  Society  of  Internal 
Medicine,  Rye,  N.Y. 

The  panelists  agreed  they  had  not  previously 
dealt  with  this  subject  and  agreed  that  deal 
with  it  we  must — that  it  will  not  simply  go 
away  if  ignored. 

Consumers  were  identified  as  variable  from 
the  most  intimate,  the  patient,  to  the  most  re- 


mote, the  Federal  Government  and  intermedi- 
ary degrees:  the  physician's  office  staff,  the 
hospital  staff,  the  hospital  administration,  in- 
surance carriers  and  students  of  medicine. 

The  government.  A central  problem,  as 
usual,  is  proper  communication.  If  indeed  rep- 
resentatives of  medicine  and  government  are 
in  heated  disagreement,  they  may  be  talking 
and  thinking  on  disparate  levels  of  a subject  so 
that  agreement  is  impossible  because  grievances 
overshadow  the  purpose  of  trying  to  solve  one 
problem.  When  one  accepts  the  actual  neces- 
sity of  communicating  with  the  government, 
bitterness  must  be  exorcised.  Another  pertinent 
point  is  that  medicine  tends  to  deal  with  gov- 
ernment’s elected  officials.  These  good  public 
servants  are  subject  to  variable  tenures  and 
even  when  in  greatest  power  are  necessarily  in- 
fluenced tremendously  by  the  members  of 
bureaucracy  who  are  permanent  members  of 
government  and  have  a very  distinctive  power. 
They  need  to  be  talked  with  as  well.  The 
American  Society  of  Internal  Medicine  is  trying 
to  do  this. 

The  emergence  of  “the  fourth  party”,  doc- 
tors unionized,  may  be  another  means  of  com- 
munication with  government  but,  at  first  blush 
and  considering  historical  union  methods, 
would  seem  unlikely  to  lead  to  the  reasonable 
agreements  which  are  going  to  be  essential  be- 
tween government  and  medicine. 

The  patient.  Is  he  satisfied  with  the  medical 
care  he  receives  and  the  price  that  is  paid?  The 
more  the  third  party  involvement,  probably  the 
less  the  patient’s  concern  for  cost  but  here  the 
consumer’s  advocate  involves  himself  and  such 
patient  apathy  may  be  the  soundest  basis  for 
the  consumer  advocate  despite  the  seeming 
paradox.  An  example  is  concern  that  a part  of 
this  patient’s  bill  pays  for  education  of  physi- 
cians and  this  education  had  no  direct  influence 
on  the  patient’s  care. 
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The  care  the  patient  receives,  however,  is  a 
subject  which  always  interests  him.  He  mourns 
the  loss  of  the  old  time  complete  doctor.  He 
wants  the  very  best  but  does  not  like  to  be  seg- 
mented into  organs.  Beseiged  by  four  doctors 
instead  of  one,  he  is  confused  by  values  and 
procedures  he  wants  to  understand  but  can- 
not. 

Doctor  Stollerman  wisely  compared  the  pa- 
tient and  his  doctor  to  a child  and  his  father. 
The  father  does  not  angrily  refuse  the  child 
what  he  thinks  he  wants  but  with  patience 


guides  the  child  to  what  he  really  wants.  We  do 
this,  doctor  and  patient,  everyday.  We  complain 
among  ourselves  that  we  must  communicate  to 
patients  patiently  but  we  are  proud  of  how  well 
we  do  it.  The  patients’  advocate  will  require 
much  more  of  this. 

And  now  for  prolepsis:  the  representation  or 
assumption  of  a future  act  or  development  as  if 
presently  existing  or  accomplished.  BE  PRE- 
PARED! 

A.  Evan  Overstreet,  M.D. 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 


Notice  To  Contributors 

Members  of  the  Kentucky  Medical  Association  reading  papers  before  other 
organizations  are  asked  to  submit  their  papers  to  The  Journal  for  consideration  by 
the  Editors  for  publication.  Detailed  instructions  to  contributors  appear  in  the 
Scientific  Section  of  The  Journal  under  Manuscript  Memos.  Please  forward  any 
papers  to: 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific  Editor 
The  Journal  of  the  Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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March  29-30  Are  Dates 
For  ’73  Interim  Mtg. 

Physicians  attending  the  annual  KMA  Interim 
Meeting  at  Lake  Barkley  Lodge,  Cadiz,  March  29-30, 
will  hear  state  and  national  speakers  deal  with  “The 
Challenge  of  Health  Care  Delivery.” 

A panel  discussion  on  “Some  Approaches  to  Health 
Care  Delivery”  will  open  the  two-day  session  which 
will  include  sessions  on  all  facets  of  health  care. 
AMA’s  views,  as  well  as  those  of  the  consumer,  the 
hospital  and  the  government,  will  be  presented. 

No  meetings  are  scheduled  after  noon  on  Thursday, 
March  29.  and  Friday,  March  30,  so  that  KMA  mem- 
bers, their  families  and  guests  can  utilize  the  many 
recreational  facilities  offered  at  Lake  Barkley. 

The  annual  Thursday  evening  dinner  will  begin  at 
6 p.m.  with  a social  hour  hosted  by  the  Pennyrile 
Medical  Society. 

Other  details  of  the  1973  Interim  Meeting  will  be 
available  in  forthcoming  issues  of  the  KMA  Journal 
and  Communicator. 


KEMPAC  Officers  and  Board 
Listed  for  1972-73 

The  KEMPAC  Board  of  Directors  re-elected  three 
of  its  1971-72  officers  for  the  1972-73  Organizational 
year  at  a meeting  on  November  9 in  Louisville.  Fred 
C.  Rainey,  M.D.,  Elizabethtown,  KMA  President- 
Elect,  was  re-elected  Chairman  of  the  KEMPAC 
Board  by  acclamation. 

Re-elected  as  Vice-Chairman  was  Mrs.  Hoyt  D. 
Gardner,  Louisville,  and  as  Treasurer,  Cecil  L.  Grum- 
bles, M.D.,  Louisville. 

Carl  Cooper,  Jr.,  M.D.,  Bedford,  was  elected  As- 
sistant Treasurer  and  Mrs.  William  Pearson,  Owens- 
boro, was  named  KEMPAC  Secretary. 

The  following  is  a list  of  the  KEMPAC  Board 
members  for  the  1972-73  Organizational  year: 

First  Congressional  District 

Bennett  L.  Crowder,  M.D.,  Hopkinsville 
Stephen  Burkhart,  M.D.,  Salem 

Second  Congressional  District 

John  S.  Oldham,  M.D.,  Owensboro 
Fred  C.  Rainey,  M.D.,  Elizabethtown 

Third  Congressional  District 

Sam  A.  Overstreet,  M.D.,  Louisville 
Cecil  L.  Grumbles,  M.D.,  Louisville 


Fourth  Congressional  District 

Carl  Cooper,  M.D.,  Bedford 
C.  Kenneth  Peters,  M.D.,  Louisville 

Fifth  Congressional  District 

Donald  C.  Barton,  M.D.,  Corbin 
William  O.  Massey,  M.D.,  Burnside 

Sixth  Congressional  District 

John  E.  Trevey,  M.D.,  Lexington 
Dallas  Hagg,  M.D.,  Frankfort 

Seventh  Congressional  District 

Garner  E.  Robinson,  M.D.,  Ashland 
Harvey  A.  Page,  M.D.,  Pikeville 

Represent  Woman's  Auxiliary 

Mrs.  Hoyt  D.  Gardner,  Louisville 
Mrs.  William  Pearson,  Owensboro 
Mrs.  David  B.  Stevens,  Lexington 

Ex  Officio  Members 

George  P.  Archer,  M.D.,  Prestonsburg 
Harold  B.  Barton,  M.D.,  Corbin 
Hoyt  D.  Gardner,  M.D.,  Louisville 
John  C.  Quertermous,  M.D.,  Murray 

KAFP  To  Hold  Seminar 
January  17-18 

The  Annual  Northern  Kentucky  Seminar  of  the 
Kentucky  Academy  of  Family  Physicians  will  be 
held  January  17-18  at  the  Rowntowner  Motor  Inn, 
Fort  Mitchell. 

“Infectious  Diseases”  will  be  this  year’s  theme  for 
the  two-day  event,  which  will  include  discussions  on 
bacterial  meningitis  and  pneumonias,  tuberculosis, 
venereal  disease  and  viral  respiratory  disease. 

Blue  Shield  Names  Dr.  Stacy 
Director  Emeritus  of  Board 

At  the  annual  meeting  of  the  Board  of  Directors 
of  Kentucky  Physicians  Mutual,  Inc.  on  November 
16,  1972,  Wyatt  Norvell,  M.D.,  Chairman  of  the 
Board  and  J.  Ed  McConnell,  President,  announced  the 
election  of  Charles  B.  Stacy,  M.D.,  Pineville,  as  Di- 
rector Emeritus. 

Doctor  Stacy  was  one  of  the  founders  of  Ken- 
tucky Blue  Shield  and  has  served  on  the  Board  of 
Directors  since  1949.  A Diplomate  in  Occupational 
Surgery,  Doctor  Stacy  is  a delegate  to  KMA  from 
Bell  County  and  has  served  as  a member  of  the 
Cumberland  Valley  Comprehensive  Health  Planning 
Council  and  the  Hill-Burton  Board. 
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General 

LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 
OF  BEING  CHOSEN 

BY  THE 

Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 

AND  OFFICE  FURNISHINGS 


12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 

ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 

120  Bauer  Ave.,  Louisville-St.  Matthews 

(502)  896-0383 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


cull 


high  urinary  levels 
generally  good  tolerance 
high  solubility  at  average  urinary  pH 
rapid  absorption 
rapid  renal  clearance 
high  plasma  concentrations 
economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  prodi  l 
information,  a summary  of  which  follows: 

Indications:  Nonobstructed  urinary  tract  infectic I 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  si  1 
ceptible  organisms.  Important  Note:  In  vitro  se 
sitivity  tests  not  always  reliable;  must  be  coordinat  1 
with  bacteriological  and  clinical  response.  A' 
aminobenzoic  acid  to  follow-up  culture  media, 
creasing  frequency  of  resistant  organisms  limits  u: 
fulness  of  antibacterial  agents,  especially  in  chroi: 
and  recurrent  urinary  infections.  Maximum  safe  to  > 
sulfonamide  blood  level,  20  mg/100  ml;  measii 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamid 
infants  less  than  2 months  of  age;  pregnancy  at  te< 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established, 
not  use  for  group  A beta-hemolytic  streptococcal 
fections,  as  sequelae  (rheumatic  fever,  glomerulor 
phritis)  are  not  prevented.  Deaths  reported  frcl 
hypersensitivity  reactions,  agranulocytosis,  aplasi 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fev 
pallor,  purpura  or  jaundice  may  be  early  indicatici 
of  serious  blood  disorders.  CBC  and  urinalysis  wi 
careful  microscopic  examination  should  be  perform' 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impair 
renal  or  hepatic  function,  severe  allergy  or  bronchi 
asthma.  Hemolysis,  frequently  dose  related,  may 
cur  in  glucose-6-phosphate  dehydrogenase-deficit 
patients.  Maintain  adequate  fluid  intake  to  prevti 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulo 
tosis,  aplastic  anemia,  thrombocytopenia,  leukopem 
hemolytic  anemia,  purpura,  hypoprothrombinemia  a 
methemoglobinemia;  Allergic  reactions:  Erythe 
multiforme  (Stevens-Johnson  syndrome),  generalize 
skin  eruptions,  epidermal  necrolysis,  urticaria,  sen 
sickness,  pruritus,  exfoliative  dermatitis,  anaphyl 
toid  reactions,  periorbital  edema,  conjunctival  a 
scleral  injection,  photosensitization,  arthralgia  and 
lergic  myocarditis;  Gastrointestinal  reactions:  Naus 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  an 
rexia,  pancreatitis  and  stomatitis;  C.N.S.  reactio 
Headache,  peripheral  neuritis,  mental  depressic 
convulsions,  ataxia,  hallucinations,  tinnitus,  verti' 
and  insomnia;  Miscellaneous  reactions:  Drug  fevi 
chills  and  toxic  nephrosis  with  oliguria  and  anun 
Periarteritis  nodosa  and  L.E.  phenomenon  have  < 
curred.  Due  to  certain  chemical  similarities  with  so 
goitrogens,  diuretics  (acetazolamide,  thiazides)  e 
oral  hypoglycemic  agents,  sulfonamides  have  caus, 
rare  instances  of  goiter  production,  diuresis  and  hyp 
glycemia  as  well  as  thyroid  malignancies  in  rats  I 
lowing  long-term  administration.  Cross-sensitiv* 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 

h 
in 

> Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inq^ 
Nutley,  N.J.  07110 


'ute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUILT-IN 
BENEFITS  OF 

GANTRISIN 

sulfisoxazole/Roche* 


1. 


High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella-Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabitis  and,  less  frequently,  Proteus  vulgaris. 

2. 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 

For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

•Koch-Weser,  J . el  al  Arch  Intern  Med  , 128  399,  1971. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin’ 

sulfisoxazole/Roche' 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


\New 

dosage  Form: 


'hewable 

rablets  500  mg 

Ilintezol 

HIABENDAZOLE I MSD) 


o easy  to  take 
iveryone  in  the  family 
an  keep  to  the 
egimen  you  prescribe 


i lude:  fever,  facial  flush,  chills,  conjunctival  injection, 
i;ioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
i eluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
hplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
)oxes  of  36,  strip  packaged,  individually  foil  wrapped; 

: pension,  containing  500  mg  thiabendazole  per  5 cc,  in 
: ties  of  120  cc. 


INDICATION  | DOSAGE  SCHEDULE 

M INTEZOL^  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOt  is  3 g 
(6  tablets). 

MINTEZ0L  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

% 

50 

0.5 

1 

75 

0.75 

1V4 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


1 more  detailed  information,  consult  your  MSD  representa- 
’ ? or  see  full  prescribing  information.  Merck  Sharp  & 

- hme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


M.D.  Needed  in  Williamstown 

A Family  Physician — General  Practitioner  is 
needed  in  Williamstown,  Kentucky.  Williams- 
town, with  a population  of  2,500,  is  located 
between  Lexington  and  Covington.  It  has  a 28- 
bed  general  hospital  for  the  physician’s  use.  A 
modern,  equipped  office  building  is  ready  for 
immediate  occupancy.  The  building,  which  is 
12  years  old,  is  a one-story  brick  in  excellent 
condition  with  adequate  parking  facilities  and 
was  built  specifically  for  use  by  one  or  two 
physicians. 

For  further  information  contact : 

Lenore  P.  Chipman,  M.D. 

Williamstown,  Kentucky  41097 


INNOVATIVE  COMPREHENSIVE 
HEALTH  PROGRAM  in  rural  setting  needs 
following  professional  staff  for  Family  Health 
Care  Program:  physicians,  nurses,  and  den- 
tists (Kentucky  licensed).  Federally  funded, 
decentralized.  Preventive  oriented.  Write  or 
phone  Mountain  Comprehensive  Health  Cor- 
poration, Begley  Building,  Hazard,  Kentucky 
41701.  Telephone:  (606)  439-1314. 

MCHC  is  an  Equal  Opportunity  Employer 


Chicago  Medical  Society’s 

MIDWEST  CLINICAL  CONLERENCE 

and  the 

Illinois  State  Medical  Society 
ANNUAL  MEETING 

March  25-28,  1973  — Conrad  Hilton  Hotel — Chicago 

Now  Bigger  and  Better  Than  Ever 

Programmed  with  the  cooperation  of  30  Specialty  Societies 

• Full-Day  Trauma  Session  • Scientific  and  Technical  Exhibits 

• Fully-Accredited  Instruction  Courses  • Plus  Special  Events  and  Functions 

• Continuous  Medical  Film  Program 

Write  for  Full  Details 

Chicago  Medical  Society,  310  S.  Michigan  Avenue 
Suite  1616 

Chicago,  Illinois  60604 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


I Note:  This  drug  is  not  a simple  analgesic  Do 
I ster  casually  Carefully  evaluate  patients  be- 
I ig  treatment  and  keep  them  under  close  su- 
I Obtain  a detailed  history,  and  complete 
j id  laboratory  examination  (complete  hemo- 
I alysis.  etc  ) before  prescribing  and  at  fre- 
I vals  thereafter  Carefully  select  patients. 

I lose  responsive  to  routine  measures,  contra- 
I 'atients  or  those  who  cannot  be  observed  fre- 
arn  patients  not  to  exceed  recommended 
lort-term  relief  of  severe  symptoms  with  the 
issible  dosage  is  the  goal  of  therapy  Dosage 
aken  with  meals  or  a full  glass  of  milk  Sub- 
capsules for  tablets  if  dyspeptic  symptoms 
ents  should  discontinue  the  drug  and  report 
l y any  sign  of  fever,  sore  throat,  oral  lesions 
sof  blood  dyscrasia);  dyspepsia,  epigastric 
)toms  of  anemia,  black  or  tarry  stools  or  other 
pf  intestinal  ulceration  or  hemorrhage,  skin  re- 
gnificant  weight  gain  or  edema  A one-week 
I is  adequate  Discontinue  in  the  absence  of  a 
esponse  Restrict  treatment  periods  to  one 
itients  over  sixty. 

s Acute  gouty  arthritis,  rheumatoid  arthritis, 
d spondylitis 

'cations  Children  14  years  or  less,  senile  pa- 
ory  or  symptoms  of  G I inflammation  or  ul- 
icluding  severe,  recurrent  or  persistent  dys- 
itory  or  presence  of  drug  allergy,  blood 
•;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
1;  thyroid  disease,  systemic  edema, 
and  salivary  gland  enlargement  due  to  the 
myalgia  rheumatica  and  temporal  arteritis; 
iceiving  other  potent  chemotherapeutic 
long-term  anticoagulant  therapy 
Age,  weight,  dosage,  duration  of  therapy,  ex- 
concomitant diseases,  and  concurrent  potent 
rapy  affect  incidence  of  toxic  reactions  Care- 
S ict  and  observe  the  individual  patient,  espe- 
I iging  (forty  years  and  over)  who  have 
■ susceptibility  to  the  toxicity  of  the  drug  Use 
lactive  dosage  Weigh  initially  unpredictable 
I lainst  potential  risk  of  severe,  even  fatal,  re- 

te  disease  condition  itself  is  unaltered  by  the 
vith  caution  in  first  trimester  of  pregnancy 
I sing  mothers  Drug  may  appear  in  cord  blood 
e milk  Serious,  even  fatal,  blood  dyscrasias. 


ButazolidinPalka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg.  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination.  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis. 


epigastric  pain,  hematemesis.  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia,  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information  0> 

in 

GEIGY  Pharmaceuticals  jg 

Division  of  CIBA-GEIGY  Corporation  -j 

Ardsley,  New  York  10502  CD 


He  won’t  resist 
feeling  better  witl 

Mylanta 


Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


TABLETS 


LIQUID 


aluminum  and  magnesium  hydroxides  with  simethicone 


ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


STUART  PHARMACEUTICALS  | 


Division  of 


EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE  Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

NEW  ALBANY  Professional  Arts  Bldg.,  1919  State  Street 
BOWLING  GREEN  524  East  Main  Street 

Owensboro  Doctors  Bldg.,  1001  Center  Street 


(chlordiazepoxide  HCI) 


concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


Vs ' 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 

proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 

in  relief  of  clinically 
significant  anxiety 

Librium 

(chlordiazepoxide  HCI) 

5-mg,  lO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion  I 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Li britabs®  tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


' 


Before  deciding  to  make  Valium 
[diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
Ind,  if  so,  what  his  response  has 
peen.  Along  with  the  medical  and 
;ocial  history,  this  information  can 
telp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
is  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
a hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed,  Valium  is  well 
olerated  (see  Dosage).  For  con- 
/enience  it  is  available  in  2-mg,  5-mg 
md  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
lorted  side  effects. 

Until  response  is  determined, 
latients  receiving  Valium  should 
ie  cautioned  against  engaging  in 
lazardous  occupations  requiring 
:omplete  mental  alertness,  such 
is  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  NJ.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
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tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  sTin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 
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(diazepam) 

To  help  you  manage  excessiv  e psychic  tension 


Halotestin'5  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upiohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment ot  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 


who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible.  Discontinue  if  cholestatic  hepa- 
titis with  laundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual  I 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne.  Decreased  ejaculatory  I 
volume  Gynecomastia  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in  j 
immobile  patients  and  Ihose  with  metastatic  breast  I 
carcinoma).  Virilization  m females.  Cholestatic  I 
laundice. 

How  Supplied 

2 mg  - bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets, 

10  mg  - bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  meo  b-6-s  iimni  I 
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MESSAGE 
FROM  THE 
PRESIDENT 


THERE  has  been  much  said  since  the  advent  of  Medicare  and  Medicaid 
programs  about  physicians’  “refusal”  to  treat  patients  covered  by  these 
governmental-medical  programs. 

I was  pleased  to  note  that  recent  figures  emanating  from  the  KMAP  in  the 
Department  of  Health  do,  in  fact,  point  out  that  a considerable  amount  of  medical 
care  is  being  provided  to  Medicaid  patients  throughout  Kentucky  at  a much 
lesser  fee  than  the  usual,  customary  and  reasonable  charges  upon  which  physicians’ 
services  are  based.  As  an  example,  there  has  been  a continuing  effort  within  the 
Health  Department  to  obtain  additional  money  for  the  Medicaid  program.  If 
Kentucky’s  physicians  were  paid  by  Medicaid  for  all  Medicaid  patients  on  a 
usual  and  customary  basis,  an  additional  amount  of  money  in  excess  of  ten  mil- 
lion dollars  would  be  needed  just  to  defray  the  cost  of  those  physicians’  in-hospital 
services. 


I do,  however,  want  to  point  out  that  our  prime  concern  always  will  be  treat- 
ment of  those  who  really  need  medical  care.  It  has  been  and  always  will  be  our 
duty  as  Kentucky  physicians  to  do  all  that  we  possibly  can  to  improve  the  health  of 
all  the  people  in  this  Commonwealth. 

We  can  only  hope  that  in  the  years  to  come  government  at  all  levels  will 
realize  that  when  they  create  a massive  federal — state  health  program  they  must  be 
willing  to  pay  in  full  for  the  services  that  are  rendered  under  that  program  in  a 
fair  and  equitable  manner  just  as  they  do  for  all  other  services  purchased  by 
government. 


The  Kentucky  Foundation 
for  Medical  Care 


Continuing  Education— In  The  Midst  of  Rapid  Change 


THE  highest  and  most  effective  motiva- 
tion for  the  physicians’  continuing  pro- 
fessional education  is  internal.  It  is  re- 
lated to  pride  in  one’s  work,  compassion  and 
concern  for  patients,  and  a sense  of  deep  re- 
sponsibility to  the  profession  and  colleagues. 
That  kind  of  motivation  is  the  one  most  likely 
to  produce  effective  learning  under  any  situa- 
tion. 

Continuing  education  for  the  physician  today 
is  particularly  complicated  by  several  factors. 
These  include  the  increasing  demands  upon 
his  time,  not  only  for  patient  services  but  for 
leadership  in  community  affairs,  paper  work  in 
relationship  to  practice,  and  many  organiza- 
tional commitments  having  to  do  with  hospital 
usage  and  the  activities  of  medical  organiza- 
tions. In  addition,  there  is  the  constant  and  un- 
relenting increase,  or  change,  in  the  knowledge 
content  of  medicine  and  its  procedural  skills  or 
methodologies  of  care.  To  all  of  this  may  be 
added  the  overhead  cost  of  operating  a practice 
which  goes  on  whether  the  physician  is  present 
or  not.  All  of  these  things  provide  reasonable 
excuses,  but  not  compelling  reasons,  for  the 
failure  to  keep  abreast  of  the  developments  in 
one’s  pertinent  field  of  practice.  One  simply 
has  to  “make  the  time”  or  he  will  eventually 
come  afoul  of  both  his  own  conscience  and 
that  of  society. 

An  increasing  effort  has  been  made  by  uni- 
versity medical  centers,  community  hospital 
staffs,  specialty  and  medical  society  organiza- 
tions to  insure  that  adequate  opportunities  are 
available  for  every  physician  to  participate  in 
some  form  of  continuing  education.  In  addition, 
there  are  mechanisms  today  at  many  levels  for 
self-assessment  forms  of  examination  (growing 
in  popularity)  which  permits  the  physician  in 
the  quiet  of  his  own  office  or  home  at  his  own 
designated  time,  to  challenge  himself  regarding 
the  knowledge  he  should  have.  Such  a challenge 
helps  the  physician  to  identify  his  own  strengths 


and  weaknesses  and  thus  chart  a more  efficient 
use  of  any  time  to  be  committed  to  continuing 
education. 

Members  of  the  Medical  Education  Com- 
mittee of  the  KMA  and  the  Foundation  for 
Medical  Care  have  been  attending  various 
AMA  conferences  for  educators  and  state  so- 
ciety officers  over  the  last  two  or  three  years 
(see  last  issue,  page  8).  It  is  abundantly  clear 
that  the  national  trend  at  the  professional  level 
is  to  design  systems  which  will  adequately  as- 
sure every  practicing  physician  continuing  edu- 
cational opportunities  that  are  readily  access- 
ible and  then  to  take  steps  to  document  what 
the  physician  has  done  with  those  opportuni- 
ties. Such  documentation  may  be  part  of  an 
award  mechanism  or  a step  in  fulfilling  criteria 
for  his  continued  membership  on  hospital 
staffs,  medical  societies  or  even  the  re-registra- 
tion of  his  license  at  appropriate  intervals,  as  is 
now  the  case  in  New  Mexico  and  may  occur 
elsewhere  shortly.  Many  view  these  steps  as  a 
prelude  to  eventual  re-certification  at  intervals 
by  one’s  own  specialty  as  a qualification  for 
continued  licensure.  There  is  little  question 
among  professional  leaders  that  societal  de- 
mands for  such  a systematized  effort  by  and 
for  physicians  in  continuing  education  is  grow- 
ing. Applications  of  that  demand  are  likely  to 
arise  which  will  require  the  satisfaction  of 
minimal  continuing  education  requirements  in 
order  for  the  physician  to  qualify  for  various 
forms  of  federal  medical  care  payment  or  other 
third  party  payments. 

In  a carefully  designed  sample  study  spon- 
sored by  the  KMA  in  early  1972,  the  results  of 
which  will  soon  be  published  in  the  KMA 
Journal,  it  was  shown  that  in  the  one  year 
prior  to  the  survey  48%  of  Kentucky  physicians 
had  attended  no  formal  continuing  education 
programs.  The  comfort  in  noting  that  36%  had 
taken  some  form  of  self-assessment  examina- 
tion evaporates  in  finding  that  most  of  that 
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group  came  from  the  other  52%  of  Kentucky 
physicians  who  had  attended  some  formal 
courses  in  continuing  education  during  the  year. 
Thus  the  one  method,  other  than  reading,  au- 
dio-digest tapes,  “curbstone”  consultation, 
etc.,  which  the  physician  who  did  not,  or  was 
unable  to,  attend  courses  could  have  utilized 
for  learning  and  stimulation  had  been  very  little 
utilized  by  him.  Nearly  one-third  of  Kentucky 
physicians  indicated  that  there  was  “no  one  to 
care  for  their  practice”  during  absences,  or  that 
continuing  education  was  “scheduled  at  an  in- 
convenient time”  (30%)  or  that  there  was 
“lack  of  opportunity  in  their  area”  (22%)  as 
reasons  for  not  participating  in  courses  of 
study.  The  KMA/KFMC  is  giving  some  atten- 
tion to  these  problems  during  the  year  ahead. 

The  most  frequently  used  method  of  ob- 
taining continuing  education  was  reported  in 
Kentucky,  as  it  has  invariably  been  elsewhere, 
to  be  medical  reading.  The  other  methods  suit- 
able particularly  to  the  non-attender  at  courses 
also  rated  well  up  on  the  list  of  preferred  meth- 
ods for  continuing  education  for  physicians. 
In  the  careful  student  these  can  be  excellent 
methods,  but  the  time  is  surely  coming  when 
their  actual  utilization  and  effectiveness  will  be 
challenged  by  some  kind  of  assessment  exami- 
nation. In  this  regard  it  was  of  interest  to  learn 
that  70%  of  the  KMA  physicians  sampled  felt 
that  the  KMA  should  develop  a strong  self- 
assessment  program.  A surprising  third  felt 
that  verified  continuing  education  should  be 
mandatory  for  continued  re-licensure  to  prac- 
tice or  membership  in  the  KMA.  Forty-five 
to  fifty  per  cent  felt  that  continuing  education 
should  be  mandatory  for  continued  hospital 
staff  membership  or  specialty  re-certification. 
With  these  kinds  of  input  from  both  the  pro- 
fessional and  public  scene,  the  KMA  has 
moved  to  charge  its  Medical  Education  Com- 
mittee with  the  responsibility  for  recommending 
a continuing  education  program  that  would  be 
of  assistance  to  physicians  while  stimulating 
them  to  regularize  their  performance  in  con- 
tinuing education  and  to  document  it.  In  re- 
sponse to  that  charge  the  Committee  recently 
made  the  following  recommendation  to  the 
Board  of  Directors  of  the  Foundation: 

“The  Medical  Education  Committee  asserts  that* 
the  primary  motivation  for  maintaining  the  quality 
of  medical  care  comes  from  the  physician  him  (her)- 
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self  who  desires  to  provide  the  best  services  to  his 
patient. 

However,  the  Committee  also  recognizes  that  the 
principle  stated  above  cannot  alone  insure  the  desired 
degree  of  participation  in  maintenance  of  professional 
standards. 

Therefore,  the  Medical  Education  Committee  re- 
quests endorsement  from  the  KMA-KFMC  to  rec- 
ommend methods  of  (a)  setting  standards  for  satisfy- 
ing the  requirements  for  continued  professional  quali- 
ty, and  (b)  providing  disadvantages  (penalties  for 
non-participation  in  the  program.” 

In  preparing  a program  and  developing  rec- 
ommendations which  will  be  referred  for  deci- 
sion by  the  Board  of  Directors  of  the  Founda- 
tion, Board  of  Trustees  of  KMA,  and  the  KMA 
House  of  Delegates,  the  Committee  is  studying 
all  available  information,  including  the  experi- 
ence of  other  societies,  as  part  of  an  effort  to 
develop  recommendations  in  the  following 
areas: 

(1)  The  establishment  by  the  KMA  of  an  ac- 
creditation system  within  the  state  for  community 
hospitals  or  other  clinical  entities  as  regional  con- 
tinuing education  centers.  The  purpose  of  such  a sys- 
tem is  to  provide  education  opportunities  of  short 
but  frequent  duration  readily  accessible  to  all  Ken- 
tucky physicians,  at  which  they  could  acquire  ac- 
credited hours  of  study.  The  university  medical  centers 
and  the  largest  teaching  hospitals  do  or  may  get 
their  accreditation,  because  of  their  regional  attrac- 
tion of  physicians,  from  the  AMA. 

(2)  A definition  of  the  minimal  continuing  educa- 
tion criteria  which  a physician  should  meet  over  a 
reasonably  specified  period,  such  as  three  years,  in 
order  to  achieve  qualification  for  some  mutually  ac- 
ceptable goal.  Such  goals  have  been  defined  else- 
where as  the  authorizing  of  an  award,  retention  of 
hospital  staff  or  medical  society  membership,  or  the 
re-registration  of  the  license.  It  is  likely  that  everyone 
in  time  will  find  such  a system  in  some  part 
mandatory  for  re-certification  by  his  own  specialty. 
Possibly,  when  that  time  arrives,  re-certification  will 
then  become  the  criterion  for  re-registration  of  the 
license  to  practice. 

(3)  Relating  the  quality  of  care  delivered  to  the 
design  of  a statewide  system,  under  the  administra- 
tive direction  of  the  KMA/KFMC,  of  the  Profes- 
sional Standards  Review  Organization  (PSRO) 
called  for  in  the  H.R.l  legislation  of  last  year.  It  is 
the  belief  of  the  committee  that  this  system  should  be 
primarily  oriented  toward  educational  need.  Statistical 
data  from  such  a system  could  be  used  to  determine 
on  a group,  rather  than  an  individual,  basis  where 
education  deficiencies  or  needs  exist  so  that  educa- 
tional efforts  can  be  targeted. 

The  physician  is  caught  in  a dilemma.  Should 
he  respond  to  the  limit  of  his  endurance  to  in- 
creasing demands  for  his  services  or  should  he 
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limit  such  commitments  sufficiently  to  allow 
reasonable  time  for  family  life  and  educa- 
tional growth?  If  he  is  to  continue  to  perform 
effectively  as  a physician,  there  seems  no  way 
to  escape  the  latter  alternative,  at  some  point. 
It  is  the  objective  of  the  Committee  and  the 
KMA/KFMC  to  provide,  with  the  resources 
available  to  us  in  Kentucky,  a system  which  will 
assure  optimum  possible  educational  opportun- 
ities for  physicians,  document  their  participa- 
tion and  retain  control  and  direction  of  the 
system  within  professional  hands. 

Frank  R.  Lemon,  M.D.,  Chairman 
Medical  Education  Committee 


HOW  CURRENT  IS  YOUR 
MEDICAL  LIBRARY? 

With  over  700  titles  currently  in  stock,  the 
University  of  Louisville  owned  and  operated 
store  can  supply  nearly  any  medical,  nursing 
or  dental  book  published.  Additionally,  the 
store  carries  stethoscopes,  diagnostic  sets, 
and  sphygmomanometers.  Call  or  write: 
University  of  Louisville 
Medical  Dental  Bookstore 
Health  Sciences  Center 
Louisville,  Kentucky  40201 
(502)  582-2211,  ext.  322 

Hours  8:00  A. M. -4:30  P.M.  Mon.-Fri. 

All  sales  final.  Mgr.  G.  T.  Minton 


Don't  Forget 

THE 

1973  KMA 

Interim  Meeting 

March  29-30 

Lake  Barkley  Lodge 
Cadiz 


Recreation  time  planned 
Bring  your  whole  family 
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ANSWERS  TO  YOUR  QUESTIONS  ABOUT  BLUE  SHIELD 

Kentucky  Utilization  Program 

What  is  the  Kentucky  Utilization  Program  (KUP)? 

KUP  is  a data-gathering  and  reporting  system  for  institutional  services  sponsored  by  Blue  Cross  and  Blue 
Shield  in  Kentucky.  It  follows  the  format  of  the  Hospital  Utilization  Project  of  Pennsylvania. 

What  repons  are  generated  by  the  Kentucky  Utilization  Program? 

KUP  reports  take  the  form  of: 

1.  Automated  monthly  listings  and  semi-annual  disease,  operation  and  physician  indexes  for  medical  audit,  re- 
search, planning  and  professional  study  purposes. 

2.  Periodic  comparative  length-of-stay  reports  in  major  diagnostic  categories. 

3.  Easy  to  understand  profiles  produced  periodically  for  each  hospital,  indicating  major  diagnoses  worthy  of 
Utilization  Review  Committee  attention. 

4.  Diagnostic  criteria  and  worksheets  for  meaningful  individual  case  review. 

5.  Detailed  analysis,  on  request,  of  cases  reviewed  by  a Utilization  Review  Committee. 

6.  A library  of  special  reports  on  various  aspects  of  hospital  use,  which  can  be  adapted  to  specific  information 
needs — special  unit  activity,  disease  incidence,  admission  patterns,  consultation  patterns,  etc. 

In  addition  to  producing  the  reports,  Kentucky  Utilization  Program  personnel  are  available  to  assist  the  ad- 
ministration, medical  records  department,  medical  staff  and  Utilization  Review  Committee  of  participating 
hospitals  in  all  phases,  including  analysis  of  Kentucky  Utilization  Program  reports. 

Have  Kentucky  providers  been  made  aware  of  this  program  and  the  benefits  and  services  it  provides? 

Yes,  the  1971  House  of  Delegates  of  the  Kentucky  Medical  Association  approved  the  concept  of  the  Kentucky 
Utilization  Program.  This  Program  was  also  approved  by  the  Board  of  Trustees  of  the  Kentucky  Hospital 
Association  in  October  1971. 

What  type  of  input  should  participating  hospitals  provide? 

The  appropriate  hospital  personnel  will  prepare  a discharge  abstract  for  each  patient  discharged  from  the 
hospital  reflecting  the  patient’s  length  of  stay,  diagnosis,  payment  status  and  other  pertinent  information. 

What  type  of  quality  controls  are  utilized  by  the  Kentucky  Utilization  Program? 

The  participating  hospital  submits  all  diagnoses  and  procedures  using  ICDA-8  coding  and  standard  medical 
terminology.  On  receipt  of  the  abstracts  from  the  hospital,  the  KUP  Staff  manually  checks  each  abstract  for 
accuracy  and  completeness.  Completed  reports  are  again  manually  screened  before  being  presented  to  the 
hospital  by  the  KUP  representative. 

Why  was  the  Kentucky  Utilization  Program  chosen  instead  of  other  data-gathering  systems? 

A study  was  made  of  several  data-gathering  systems,  and  KUP  was  found  to  have  the  following  qualities: 

1.  Its  reporting  format  is  comparatively  simple.  2.  It  has  been  tried  and  tested  and  is  effective.  3.  It  is  economical. 
4.  It  is  flexible.  5.  Confidentiality  is  maintained  and  guaranteed.  6.  It  provides  exception  reporting.  KUP  provided 
all  of  these  qualities. 

Do  the  computerized  reports  from  the  Kentucky  Utilization  Program  meet  the  requirements  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals? 

Yes,  the  reports  generated  meet  the  requirements  of  the  Joint  Commission  on  Accreditation  of  Hospitals, 
Medicare  and  Medicaid.  KUP  can  reduce  the  amount  of  time  spent  in  manual  record  keeping. 

How  many  hospitals  participate  in  KUP? 

KUP  is  voluntary  and  at  present  approximately  25  hospitals  are  participating.  Blue  Cross  and  KUP  personnel 
are  working  toward  enrolling  a total  of  80  hospitals  on  the  Program  prior  to  the  end  of  1973. 

How  do  we  get  more  information  regarding  the  Kentucky  Utilization  Program. 

If  more  detailed  information  regarding  KUP  is  needed,  please  contact  the  Professional  Relations  Division, 
Blue  Cross  Hospital  Plan,  Inc.,  3101  Bardstown  Road,  Louisville,  Kentucky  40205. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THIS  36-year-old  married,  white  gravida 
7,  para  6,  had  no  prenatal  care  with  this 
pregnancy.  Her  last  menstrual  period  was 
October  24,  1969,  therefore  the  EDC  was  July 
31,  1970.  She  had  six  living  children  with  no 
previous  obstetrical  problem. 

She  was  admitted  to  the  hospital  at  10:15 
p.m.,  August  14,  1970,  having  contractions 
every  5 minutes;  this  labor  had  begun  about 
four  hours  previously.  Her  membranes  rup- 
tured at  home.  Physical  examination  revealed 
the  patient  well  developed,  rather  obese,  BP 
was  130/80,  pulse  100,  FHT  good  in  the 
RLQ,  vaginal  examination  revealed  the  cervix 
2 cm.  dilated;  the  vertex  wasn’t  palpable. 

The  contractions  every  two  or  three  minutes 
lasted  45-50  seconds  at  11:15  p.m.  She  was 
completely  dilated  at  midnight  and  was  taken 
to  the  delivery  room,  anesthesized  with  Triline 
by  mask.  She  delivered  an  8 lb  2 oz  male  spon- 
taneously at  12:10  a.m.  from  the  LOA  posi- 
tion. The  baby  cried  after  the  thick  meconium 
stained  mucus  was  aspirated.  The  placenta  was 
expelled  intact  at  12:15.  Blood  loss  estimated 
200-225  cc.  She  complained  of  pain  in  her 
right  side.  The  fundus  was  firm  when  it  was 
massaged.  A bleeder  was  sutured.  Her  BP  was 
126/80.  She  was  nauseated  and  vomited.  She 
received  10  mg  Compazine.  She  was  returned 
to  bed  in  satisfactory  condition.  At  1:35  a.m. 
she  had  sudden  heavy  vaginal  bleeding;  1000 
D5W  with  1 cc  Pitocin  was  started  intraven- 
ously. She  received  50  mg  Demerol  for  pain 
in  the  right  lower  quadrant.  Her  BP  had  drop-* 
ped  to  70/40.  Her  physician  was  present  and 
started  6%  Dextran  intravenously.  A vaginal 
pack  was  inserted,  10  minutes  later  it  was 
saturated.  A general  surgeon  consult  was  called. 
Hemoglobin  obtained  when  she  was  typed  and 
crossmatched  was  5.5  mg.  Solu-Cortef,  100  mg, 
was  given  at  3:05  a.m.,  500  cc  whole  blood 
was  rapidly  administered.  Patient  was  still  com- 
plaining of  severe  pain  in  her  right  lower  quad- 


rant and  was  given  75  mg  Demerol  for  the 
pain.  Her  color  was  poor,  her  skin  cold  and 
clammy.  Her  respiratory  distress  became  worse. 
The  second  500  cc  of  blood  was  given  followed 
by  1 gm  Fibrinogen  at  5:30  a.m.  Caffine  NA 
Benzoate  2 cc  was  given  plus  Adrenalin  1: 
1000,  1 cc  into  the  heart  but  she  expired  at 
5:55  a.m.  with  the  blood  and  Fibrinogen  still 
running. 

An  autopsy  was  obtained.  The  peritoneal 
cavity  was  opened  and  grossly  the  structures 
appeared  normal  except  the  uterus  was  enlarged 
and  edematous  as  were  the  broad  ligaments 
and  the  peritoneum.  The  ovaries  and  tubes 
were  normal.  There  were  a few  small  lacera- 
tions of  the  cervix,  but  not  enough  to  account 
for  the  excessive  bleeding.  The  cervix  was 
patulous.  There  was  a considerable  amount  of 
blood  and  clots  in  the  vagina  plus  the  sponges 
and  gauze  packs  which  had  been  placed  there 
previously.  There  were  no  lacerations  of  the 
vagina. 

The  lungs  on  gross  examination  were  white 
and  didn’t  show  any  signs  of  coal  dust  or  con- 
gestion. A biopsy  was  taken  from  the  lower 
lobe  of  each  lung.  The  microscopic  report  re- 
vealed no  pathologic  change  on  sections  of  the 
heart.  The  lungs  showed  a few  pigment  laden 
macrophages  in  the  alveoli.  The  intracellular 
capillaries  were  devoid  of  red  blood  cells.  The 
final  diagnosis  was  term  pregnancy,  complica- 
ted by  postpartum  hemorrhage. 

Comment 

This  case  was  classified  by  the  Committee 
on  Maternal  Mortality  as  a direct  obstetric 
death  with  preventable  factors.  The  manage- 
ment of  this  case  in  the  postpartum  period  was 
severely  criticized.  This  high  risk  pregnancy 
should  have  had  an  intravenous  running 
through  labor  and  delivery  as  well  as  post- 
partum. The  uterine  atony  could  have  been 
vigorously  treated  with  oxytocics  at  delivery. 
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Maternal  Mortality  Page 

Likewise,  at  the  time  bleeding  continued  she 
should  have  been  taken  back  to  the  delivery 
or  operating  room,  and  under  anesthesia  or 
suitable  analgesia  had  an  examination  of  the 
vagina,  cervix  and  uterine  exploration,  as  well 
as  examination  of  the  parametrial  structures. 

The  autopsy  ruled  out  strongly  suspected 
ruptured  uterus  with  a hematoma.  However, 
the  Committee  felt  that  the  other  lifesaving 
measures  such  as  anti-flexing  the  uterus  with 
vigorous  massage  and  suturing  of  the  cervical 
lacerations  should  have  been  carried  out.  The 
vaginal  pack  was  condemned.  This  case  again 
indicates  that  there  is  ample  time  when  hem- 
orrhage occurs  to  rescue  the  patient.  Valu- 
able hours  were  lost  when  it  would  have  been 
possible  to  save  her  from  death. 


Like  you, 

your  County  Society  Secretary 
is  a busy  man. 

He  will  appreciate  your 
cooperation  in 
paying  your 
County, 

KMA,  and 


WANTED: 

FULL  TIME  EMERGENCY  ROOM  PHYSICIANS 

GENERAL  SURGEON 
GENERAL  OR  FAMILY  PRACTICE 

New  beautifully  equipped  380-bed  hospital 
Good  Salary  and  inducements 

For  details  on  this  and  other  private  practice 
opportunities  throughout  the  South,  call 
collect: 

502/589-3790 

Professional  Relations  Department 
EXTENDICARE,  INC. 

P.O.  Box  1438 
Louisville,  Kentucky  40201 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

FEBRUARY 

11-17  Third  Family  Medicine  Review,  Frank  R. 
Lemon,  M.D.,  Program  Chairman,  University 
of  Kentucky  Medical  Center,  Registration  Fee: 
$175.  AAFP  credit  has  been  requested  for  42 
hours.  Contact  Doctor  Lemon  for  further  in- 
formation. 

21  Jewish  Hospital  Medical  Lecture  Series,  “Multi- 
phasic  Testing,”  Robert  S.  Howell,  M.D.,  Uni- 
versity of  Louisville,  Jewish  Hospital,  Louis- 
ville 

MARCH 

2-3  Spring  meeting,  Kentucky  Academy,  College 
of  Surgeons,  Galt  House,  Louisville 

21  Jewish  Hospital  Medical  Lecture  Series,  Cush- 
ing Syndrome,”  David  Orth,  M.D.,  Vander- 
bilt, Jewish  Hospital,  Louisville 

15-17  Conference  on  Pregnancy  Complications, 
University  of  Kentucky  Medical  Center*.  Pro- 
gram Chairman:  John  L.  Duhring,  M.D. 
Registration  fee:  $75.00.  13  hours  AAFP 
credit  has  been  requested,  Lexington 

21-22  Nineteenth  Annual  Symposium  on  Cardiovas- 
cular Diseases,  Stouffer’s  Louisville  Inn, 
Louisville.  (See  page  133  for  details) 

29-30  KMA  INTERIM  MEETING,  Lake  Barkley 
Lodge,  Cadiz 

APRIL 

5 Eighteenth  Annual  Lexington  Clinical  Con- 
ference, “Clinical  Problems  in  Gastroentero- 
logy,” Lexington  Clinic,  1221  South  Broad- 
way, Lexington 

1 1 Postgraduate  course,  “Is  It  Necessary  to  Treat 
Hypertension,”  by  Ray  W.  Gifford,  M.D., 
Cleveland  Clinic,  Jewish  Hospital,  Louisville 

12  Spring  meeting,  Kentucky  Chapter,  American 
College  of  Radiology,  Continental  Inn,  Lex- 
ington 

19-21  Workshop  and  conference  on  Pulmonary 
Thromboembolism,  University  of  Kentucky 
Medical  Center*.  Program  chairman:  Kazi 


*For  further  information  regarding  conferences  and 
workshops  at  the  University  of  Kentucky,  contact 
Frank  R.  Lemon,  M.D.,  Associate  Dean  for  Continu- 
ing Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


Mobin-Uddin,  M.D.  Registration  fee:  $150 
(conference)  and  $100  (workshop),  Lexing- 
ton 

19  Ninth  Annual  Rheumatic  Disease  Symposium, 
Health  Sciences  Center  Auditorium,  Universi- 
ty of  Louisville  School  of  Medicine,  Louis- 
ville 

30-May  1 Workshop  on  Cardiac  Diagnosis  and 
Treatment,  University  of  Kentucky  Medical 
Center*.  Program  Chairman:  Borys  Surawicz, 
M.D.  Registration  fee:  $60.  11  hours  AAFP 
credit  requested. 

MAY 

2-4  Symposium  on  Pediatric  Radiology,  Universi- 
ty of  Kentucky  Medical  Center*,  Lexington 

9- 12  Annual  Meeting,  Kentucky  Chapter,  Ameri- 

can Academy  of  Family  Physicians,  Ramada 
Inn-Bluegrass  Convention  Center,  Louisville 

IN  SURROUNDING  STATES 

FEBRUARY 

10- 11  AM  A Annual  Congress  on  Medical  Education, 

Chicago 

21-22  Postgraduate  course,  “Pharmacology  and 
Clinical  Effectiveness  of  Anti-Inflammatory 
Drugs,”  Cleveland  Clinic,  Cleveland 

28-March  1 Postgraduate  course,  “Sports  Medicine,” 
Cleveland  Clinic,  Cleveland 

MARCH 

24-25  Twenty-fifth  Annual  Joseph  and  Samuel 
Freedman  Lectures  in  Diagnostic  Radiology, 
University  of  Cincinnati,  Cincinnati 


INNOVATIVE  COMPREHENSIVE 
HEALTH  PROGRAM  in  rural  setting  needs 
following  professional  staff  for  Family  Health 
Care  Program:  physicians,  nurses,  and  den- 
tists (Kentucky  licensed).  Federally  funded, 
decentralized.  Preventive  oriented.  Write  or 
phone  Mountain  Comprehensive  Health  Cor- 
poration, Begley  Building,  Hazard,  Kentucky 
41701.  Telephone:  (606)  439-1314. 

MCHC  is  an  Equal  Opportunity  Employer 
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Pinworm 
therapy  is  often  a 
family  affair 


\ 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorex 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddine , 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritabilil 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  ir 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  at 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopr  a; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  e 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


4 New 

Dosage  Form: 


‘hewable 

ablets  500  mg 

lintezol 


HIABENDAZOLE I MSD) 


io  easy  to  take 
iveryone  in  the  family 
ian  keep  to  the 
egimen  you  prescribe 


:lude:  fever,  facial  flush,  chills,  conjunctival  injection, 
gioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
eluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
ipplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
ispension,  containing  500  mg  thiabendazole  per  5 cc,  in 
ittles  of  120  cc. 

>r  more  detailed  information,  consult  your  MSD  representa- 
re  or  see  full  prescribing  information.  Merck  Sharp  & 
ohme.  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient's  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

lVz 

100 

1.0 

2 

125 

1.25 

2Vz 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

'Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 


Additional  information  available 

to  the  prolession  on  request.  C/?™ 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Laparoscopy  for  Tubal  Ligation  and  Diagnosis 

Thomas  R.  Watson,  M.D.  and  Richard  Blair,  M.D.* 

Louisville,  Kentucky 


Laparoscopy  is  a useful  adjunct  in  the 
diagnosis  and  treatment  of  gynecological 
problems.  It  is  being  used  increasingly 
for  internal  tubal  ligation. 

RECENT  advances  in  the  technology  of 
fiberoptic  light  transmission  have  led  to 
new  and  useful  applications  of  lap- 
aroscopy for  both  tubal  sterilization  and  the 
diagnosis  of  gynecological  problems.  The  value 
of  this  procedure  is  that  no  extensive  abdominal 
incision  is  required  and  convalescence  is 
shortened  markedly,  most  admissions  being  24 
hours  or  less,  and  some  tubal  procedures  being 
done  on  an  out-patient  basis. 

Most  of  the  early  work  with  laparoscopy 
began  in  the  late  1960’s,  with  Steptoe  in 
England  and  Palmer  of  France  being  the  fore- 
most advocates.  Series  of  several  hundred  cases 
have  now  demonstrated  the  very  low  complica- 
tion rate  and  the  versatility  of  the  procedure  for 
both  sterilization  and  other  gynecologic  uses. 
As  subsequently  confirmed  in  the  United 
States,  the  success  rate  with  a tubal  sterilization 
by  laparoscope  has,  at  this  stage  been  com- 
parable with  the  conventional  methods  of 
surgical  tubal  ligation.  Current  methods  of 
tubal  coagulation  that  allow  removal  of  seg- 
ments of  Fallopian  tube  via  the  laparoscope 
have  made  the  procedure  even  more  successful 
while  giving  definite  pathological  evidence  of 
tubal  interruption. 


*Clinical  Instructors,  University  of  Louisville  School 
of  Medicine,  Department  of  Obstetrics  and  Gynecol- 
ogy, Louisville 
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Indications 

1.  Sterilization.  Fortuitously,  the  develop- 
ment of  this  method  of  sterilization  was  at  a 
time  when  there  was  a marked  drop  in  the 
number  of  children  per  family  and  a demand 
by  many  women  for  a permanent  method  of 
sterilization  without  side  effects,  yet  one  that 
would  require  little  or  no  hospital  stay. 

2.  Gynecologic  problems.  Other  indications 
for  laparoscopy,  in  addition  to  tubal  steriliza- 
tion, are  those  conditions  in  which  it  is  neces- 
sary to  view  the  pelvic  viscera,  yet  in  which 
laparotomy  might  be  avoided  if  direct  opera- 
tive intervention  is  found  to  be  unnecessary. 
Chronic  pelvic  pain,  endometriosis,  possible 
ectopic  pregnancy,  questionable  adnexal  mass, 
are  examples  of  common  gynecologic  problems 
in  which  visualization  via  the  laparoscope  is 
a great  aid  in  diagnosis  and  treatment.  The 
additional  ability  to  biopsy  certain  types  of 
pelvic  masses  while  viewing  them  is  also  help- 
ful. Laparoscopy  has  been  advocated  by  some 
for  the  “second  look”  operation,  following 
gynecologic  cancer  surgery. 

3.  Infertility.  In  addition  to  the  above  indi- 
cations, authorities1  in  the  field  of  infertility 
consider  laparoscopic  examination  of  the  fe- 
male pelvic  structure  extremely  helpful  before 
workup  is  completed.  Not  only  is  visualization 
and  possible  biopsy  of  abnormal  appearing 
ovaries  advocated,  but  the  ability  to  inject 
methylene  blue  through  the  cervix  while  ob- 
serving the  dyes  progress,  or  lack  thereof, 
through  the  Fallopian  tube,  can  be  of  immense 
benefit  in  determining  tubal  patency.  Fre- 
quently, if  one  or  both  tubes  are  occluded,  one 
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can  determine  the  site  of  occlusion  and  better 
judge  whether  future  tubal  plastic  procedures 
would  be  likely  to  be  helpful. 

Instruments  Required 

Various  laparoscopes  are  now  available, 
ranging  from  5 to  10  mm  in  diameter.  All 
employ  a basically  similar  lens  system  with 
fiberoptic  bundles  running  the  length  of  the 
scope  allowing  adequate  intra-abdominal  “cool” 
light  from  an  external  light  source.  The  scope 
is  connected  to  the  light  source  by  a flexible 
fiberoptic  cable  about  five  feet  in  length. 

For  distention  of  the  abdomen  prior  to 
laparoscopy,  a gas,  usually  CO2,  is  required 
along  with  an  insufflation  machine.  These 
“machines”  are  available  commercially  or  may 
be  easily  constructed  from  materials  obtainable 
at  surgical  supply  houses.  They  are  so  de- 
signed to  give  a controlled  gas  flow  until  the 
abdomen  is  adequately  distended,  yet  to  have  a 
safety  valve  so  a preset  intra-abdominal  pres- 
sure (25  to  35  cm  H20)  will  not  be  ex- 
ceeded. 

A Verres  needle,  used  to  initiate  the  CO2 
insufflation,  has  a blunt  tip  that  projects  after 
the  abdominal  wall  is  penetrated,  thus  prevent- 
ing perforation  of  intra-abdominal  structures 
with  the  sharp  tip. 

An  abdominal  trocar  is  used  to  insert  the 
laparoscope  after  insufflation. 

A most  valuable  instrument,  although  not 
absolutely  essential,  is  the  Semm  suction 
tenaculum  which  when  attached  to  the  cervix 
allows  free  manipulation  of  the  uterus  and  ad- 
nexae  and  in  addition  has  a conduit  for  in- 
stillation of  dye  through  the  Fallopian  tubes. 

In  addition  to  the  above  instruments,  a small 
operating  trocar  is  frequently  used  along  with 
various  probes,  biopsy  forceps  and  grasping 
forceps  with  electrocoagulation  attachment. 

Procedure 

The  usual  preoperative  procedure  at  our 
hospital  is  for  the  patient  to  be  admitted  two 
to  three  hours  before  operative  time;  after 
blood  count  and  urinalysis,  and  about  one  hour 
prior  to  surgery,  light  preoperative  medication 
is  given,  frequently  only  atropine  gr  1/150. 
No  preoperative  prep  is  required. 

General  endotracheal  anesthesia  with  a one 


half  paralyzing  dose  of  anectine  has  been  found 
to  give  both  adequate  anesthesia  and  relaxation 
in  addition  to  preventing  stomach  distention 
which  may  occasionally  interfere  with  the  pro- 
cedure. 

The  patient  is  placed  in  semi-lithotomy 
position  with  moderate  Trendelenburg  and 
both  abdominal  and  vaginal  Phisohex  preps 
are  done.  Following  catheterization  of  the 
bladder,  the  Semm  tenaculum  attached  to  wall 
suction  is  applied  to  the  cervix  and  both 
lithotomy  and  abdominal  draping  is  completed. 

Towel  clips  are  then  placed  in  the  skin 
lateral  to  the  umbilicus  for  elevation  of  the 
anterior  abdominal  wall.  The  Verres  needle  is 
inserted  through  the  inferior  umbilical  fold 
and  attached  to  the  CO2  insufflator  by  vena 
tubing.  By  observing  the  manometer  gauge  of 
the  insufflator,  the  experienced  operator  can 
readily  determine  whether  the  CO2  flow  thru 
the  needle  is  meeting  unusual  resistance.  Sub- 
peritoneal  needle  insertion  may  be  detected 
early,  thus  preventing  a common  error  of  in- 
sufflation. Carbon  dioxide  is  introduced  at  .5 
to  1 liter/min  rate  until  25  cm  H20  pressure 
is  reached.  This  usually  requires  2-3  liters 
CO2  depending  on  patient  stature. 

After  insufflation,  a half  inch  horizontal 
incision  through  skin  and  fascia  is  made  in  the 
infraumbilical  fold  and  the  laparoscope  trocar 
inserted.  Removal  of  the  stylet  is  followed  by 
introduction  of  the  laparoscope  adjusted  to 


FIG.  1 Schematic  drawing  showing  principle  of  laparoscopic 
tubal  occlusion  with  abdomen  distended  by  COa  pressure. 
Biopsy  forceps  are  connected  to  bovie  unit  for  coagulation 
before  removing  segment  of  tube.  Laparoscope  connection 
is  to  external  light  source. 
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FIG.  2 Operator  viewing  pelvis  with  patient  in  semi- 
lithotomy position.  Right  hand  is  manipulating  suction 
tenaculum  to  move  uterine  fundus  as  needed  to  bring 
structures  into  view. 

desired  light  intensity.  At  this  point,  one  may 
view  the  pelvic  contents  readily,  facilitating 
views  of  either  adnexa  and  cul  de  sac  by 
manipulation  of  the  Semm  tenaculum.  As  the 
tenaculum  handle  is  sterile,  the  operator  may 
move  this  with  one  hand  to  bring  different 
areas  into  view.  If  the  findings  should  indicate, 
laparotomy  may  be  done  immediately  on  with- 
drawing the  laparoscope  and  allowing  the 
CO2  to  escape.  Repositioning  or  repeat  prep 
is  not  necessary. 

Should  the  procedure  require  biopsies  or  if 
tubal  sterilization  is  planned,  a second  smaller 
(6-7  mm)  operating  trocar  is  inserted  into 
either  lower  quadrant  under  visualization  with 
the  scope  and  after  transilluminating  the  ab- 
dominal wall  to  avoid  the  inferior  epigastric 
artery.  Various  biopsy  or  grasping  forceps  may 
then  be  used  as  needed. 

Procedure  for  Tubal  Sterilization 

Insulated  biopsy  forceps  are  inserted  via  the 
operating  trocar  and  the  previously  identified 
Fallopian  tube  is  grasped  lightly  about  one 
centimeter  from  the  cornu.  A coagulation 
bovie  current  is  applied  for  5-10  seconds  with 
the  setting  in  the  40-50  range.  When  blanching 
and  slight  charring  of  the  area  of  tube  held  by 
the  forceps  is  noted,  the  forceps  are  removed. 
They  are  applied  1-2  cm  distally  and  coagula- 
tion is  repeated.  The  Fallopian  tube  in  the 
avascular  area  between  the  two  sites  is  then 
removed  with  one  bit  of  the  biopsy  forceps 
and  specimen  preserved  for  pathology.  The 
same  procedure  is  repeated  on  the  opposite 
tube.  In  the  event  of  bleeding  from  the  biopsy 
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site,  electrocoagulation  with  the  forcep  tip  may 
be  used  for  hemostasis. 

If  the  procedure  is  then  completed,  the  in- 
struments are  removed  and  CO2  is  vented 
via  the  trocar  sleeve.  As  CO2  is  readily 
absorbed  by  the  peritoneum,  any  residual 
should  be  absorbed  in  10-15  minutes  if  all  was 
not  removed  during  the  venting.  After  with- 
drawal of  the  trocar  sleeves,  each  incision  is 
closed  with  one  4-0  silk  skin  suture  and  the 
patient  moved  to  the  recovery  room. 

Overall  effectiveness  of  this  relatively  new 
sterilization  procedure  is  difficult  to  assess 
without  long  term  follow-up,  but  preliminary 
studies  indicate  a high  level  of  confidence.  Pent 
and  Loefflcr2,  in  a series  of  300  tubal  steri- 
lizations over  approximately  a three-year 
period,  have  noted  only  one  failure,  occurring 
in  a patient  that  was  most  likely  pregnant  at 
the  time  of  the  procedure.  Cohen3,  reported 
a series  of  50  patients  at  Michael  Reese  Hos- 
pital in  which  nine  had  postoperative  hystero- 
grams  and  nine  had  repeat  laparoscope  two  to 
six  months  postoperative  and  in  all  tubal  oc- 
clusion was  verified.  These  early  findings  sug- 
gest that  laparoscopic  tubal  sterilization  would 
at  least  equal  the  failure  rates  of  one  in  300 
for  the  Pomeroy  method  and  one  in  70  for  the 
Madlener  as  reported  by  Overstreet4. 

Complications 

Complications  in  this  procedure  are  mostly 
related  to  overzealous  or  improper  insufflation 
and  malposition  of  the  bovie  tip  during  intra- 
abdominal coagulation.  As  mentioned  pre- 
viously, poor  positioning  of  the  Verres  needle 
may  result  in  subperitoneal  insufflation  with 
subsequent  ballooning  out  of  the  peritoneum 
of  the  anterior  abdominal  wall  or  with  deeper 
penetration  insufflation  of  a viscus  or  vessel 
is  possible.  Both  should  be  recognized  early 
with  careful  technique. 

In  intra-abdominal  use  of  the  bovie  coagula- 
tion current,  care  and  constant  visualization 
must  be  maintained  to  prevent  cauterization 
of  bowel  or  other  nearby  structures. 

In  our  present  series  of  136  cases  of  both 
laparoscopy  and  tubal  coagulation,  only  one 
complication,  peritonitis  with  small  bowel  per- 
foration was  encountered.  This  occurred  two 
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days  after  discharge  and  required  laparotomy 
with  closure  of  the  defect. 

Contraindications 

Contraindications  for  laparoscopic  steriliza- 
tions are  similar  to  more  conventional  methods 
of  tubal  ligation  with  two  important  exceptions. 
Excessively  obese  patients  with  heavy,  thick 
abdominal  walls  are  not  good  candidates  due 
to  the  increased  depth  needed  to  introduce  the 
trocar  and  scope.  We  have  presently  adopted 
170  pounds  as  the  the  cut-off  weight  for  laparo- 
scopic exams. 

Secondly,  patients  who  have  undergone 
previous  abdominal  surgery  that  might  result 
in  dense  introperitoneal  adhesions,  especially 
to  the  anterior  abdominal  wall,  should  be  ap- 
proached with  caution  because  of  the  possibility 
of  perforating  bowel.  Obviously  not  all  pre- 
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vious  surgery  is  considered  a contraindication, 
as  previous  cesarean  sections,  ovarian  cystec- 
tomies, cholecystectomies,  etc.,  do  not  usually 
present  problems. 


Conclusion 

Laparoscopy,  either  for  visualization  alone 
or  for  tubal  sterilization,  is  a most  useful  pro- 
cedure. It  entails  a short  hospital  stay  with  a 
low  degree  of  complications  for  tubal  steriliza- 
tion and  may  be  used  with  the  clinical  examina- 
tion to  possibly  forestall  open  surgical  explora- 
tion. 
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Cutaneous  Xanthomatoses^ 

Robert  R.  Kierland,  M.D.* * 

Rochester,  Minnesota 


The  cutaneous  xanthomatoses  can  he 
classified  into  three  main  groups:  local- 
ized, normolipemic  and  hyperlipemic. 
Treatment  for  these  skin  conditions  is 
frequently  unsatisfactory. 

The  cutaneous  xanthomatoses  can  be  clas- 
sified into  (1)  localized  conditions  not 
associated  (or  rarely  so)  with  systemic 
manifestations;  (2)  reactions  of  the  skin,  with 
normal  lipid  values  and  systemic  findings,  and 
(3)  reactions  of  the  skin  with  hypercholester- 
olemia or  hyperlipemia  (or  both).  This  classifi- 
cation does  not  correlate  with  the  serum  classi- 
fication of  Fredrickson  because  he  does  not  in- 
clude localized  xanthomatous  lesions  or  skin 
reactions  with  normal  serum  lipid  levels.  The 
present  grouping  is  a modification  of  that  given 
in  the  latest  Andrews’  text.1 

Localized  Xanthomatoses.  X anthogranuloma 
— This  condition  formerly  known  as  nevoxan- 
thoendothelioma of  McDonough  is  character- 
ized by  localized  yellowish  to  yellow-red  soli- 
tary or  multiple  nodules  studded  on  the  skin  of 
an  infant  or  child  (FIG.  1).  The  microscopic 
findings  are  usually  distinctive,  and  the  condi- 
tion is  benign.  The  lesions  usually  gradually 
fade  over  a period  of  a few  years.  Rarely,  these 
lesions  may  involve  viscera  and  eyes. 

Solitary  Giant  Xanthoma — The  solitary 
giant  xanthoma  probably  is  a variant  of  the 
xanthogranuloma,  but  is  larger  and  more  yel- 
low. Eventually,  it  also  disappears  spontaneous- 
ly- 

Xanthelasma — These  oval-to-linear  lesions 
involve  the  eyelids,  more  frequently  the  upper 
(FIG.  2).  This  is  the  most  common  type  in 
adults  and  appears  as  soft  chamois-like  plaques. 
Approximately  40%  of  patients  with  these  have 
systemic  hyperlipemia  that  warrants  laboratory 


fRead  during  the  KM  A Annual  Meeting,  September 
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ology,  Mayo  Graduate  School  of  Medicine,  Rochester 


examinations  of  serum  cholesterol  and  triglyc- 
erides (Table  1). 


FIG.  1 . Xanthogranuloma. 


Normolipemic  Xanthomatoses — These  le- 
sions result  from  lipid  depositing  in  areas  of 
reticuloendothelial  proliferation. 

Xanthoma  Dissemination — This  condition  is 
characterized  by  large  patches  of  small  xan- 
thomatous papules  appearing  mainly  in  the  in- 
tertriginous  and  flexural  folds  (FIG.  3).  The 
oral  pharynx  and  laryngeal  mucosal  surfaces 
often  are  involved.  The  laryngeal  involvement 
may  be  so  severe  that  tracheostomy  is  necessary. 
About  40%  of  these  patients  have  diabetes 
insipidus.  The  lesion  usually  appears  in  young 
adult  males  and  persists  indefinitely. 

Generalized  Xanthelasma  or  Plane  Xantho- 
ma— Clinically,  the  appearance  is  that  of  or- 
dinary xanthelasma,  but  the  individual  plaques 
are  much  larger  and  more  widely  spread  over 
the  face,  neck  and  upper  torso  (FIG.  4).  Less 
frequently,  other  areas  are  involved.  Usually, 
the  hue  is  fainter  and  less  vivid  than  in  other 
xanthomata.  This  condition  may  be  confused 
with  other  diffuse  xanthomatoses  so  an  evalua- 
tion of  the  serum  lipids  is  mandatory. 


FIG.  2.  Xanthelasma. 
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Table  1 

Classification  of  Hyperlipoproteinemia 


Plasma  lipid 

Type 

lipoprotein* 

Cholesterol 

Triglyceride 

1 

Chylomicron 

Normal  or 

slightly  increased 

Much  increased 
Normal  or 

II 

Beta 

Much  increased 

slightly  increased 

III 

Beta  and 

Moderately 

Moderately 

pre-0 

increased 

increased 

IV 

Pr e-/3 

Normal  or 

slightly  increased 

Much  increased 

V 

Chylomicron, 

pre-fi 

Slightly  increased 

Moderately 

increased 

20%  cholesterol;  and  beta,  47%  cholesterol  and  9% 


♦Chylomicron,  80%  triglyceride;  pre-^3  50%  triglyceride  and 
triglyceride. 

Lynch  and  Winkelmann4  found  this  associ- 
ated with  the  lymphomas,  leukemia  and  multi- 
ple myeloma. 

Hyperlipemic  Xanthomatoses  (Familial  Hy- 
perlipoproteinemia)— Tables  1 and  2 list  the 
distinctive  features  of  the  Fredrickson  classifi- 
cation, the  manifestations  of  xanthomas  ac- 
companying each  type,  certain  synonyms  and 
the  genetic  implications. 

Xanthoma  tuberosum  is  characterized  by 
large  nodular  tubers  usually  located  over  joints, 
especially  the  knees  and  elbows  (FIG.  5).  Early 
lesions  are  yellow  or  orange,  but  later  the 
lesions  may  become  fibrotic. 

Eruptive  xanthomas  are  small  yellow  papules 
with  an  erythematous  halo  that  appears  abrupt- 
ly. Frequently  the  lesions  are  grouped  (FIG. 
6),  the  sites  of  predilection  being  the  body 


FIG.  3.  Xanthoma  disseminatum. 


folds,  flexor  surfaces  of  extremities  and  but- 
tocks. 

Xanthomas  of  tendon  sheaths  are  small  pap- 
ules or  nodules  involving  tendon  sheaths,  usu- 
ally the  tendo  Achillis. 

Xanthomas  of  palmar  creases  are  linear  yel- 
low streaks  confined  to  the  palmar  folds. 

Secondary  Hyperlipoproteinemia.  Hypercho- 
lesterolemia— This  condition  is  common  in  bil- 
iary cirrhosis  but  also  may  be  associated  with 
diabetes  mellitus,  hypopituitarism,  hyperthy- 
roidism and  nephrotic  syndrome. 

Hypertriglyceridemia — The  most  common 
forms  are  not  familial  hyperlipemias  but  are 
secondary  to  other  disorders.  Some  patients 
also  have  hypercholesterolemia.  Examples  are 
myxedema,  nephrosis,  severe  uncontrolled  dia- 
betes mellitus  and  acute  alcoholism.  Any  of 


FIG.  4.  Plane  xanthoma. 
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the  familial  hyperlipoproteinemias  may  be 
mimicked. 

Miscellaneous — Although  not  xanthomato- 
ses in  the  strict  sense,  many  localized  and  wide- 
spread cutaneous  lesions  may  contain  enough 
lipid  to  make  diagnosis  difficult  both  clinically 
and  histologically;  some  examples  are  the  vari- 
ous lesions  of  histiocytosis  X,  dermatofibro- 
mas, necrobiosis  lipoidica  diabeticorum,  Nie- 
mann-Pick  disease,  lipoid  proteinosis  and  other 
lipoidoses.  Also,  localized  xanthomas  may  arise 
at  sites  of  trauma  and  infection. 

Table  2 

Cutaneous  Xanthomas  in  Familial  Hyperlipoproteinemia 


Type  I (autosomal  recessive) — 

Exogenous  hypertriglyceridemia,  hyperchylomi- 
cronemia 

Eruptive  xanthoma 
Burger-Griitz  syndrome 
Type  II  (autosomal  dominant) — 

Familial  hypercholesterolemia 
Xanthoma  of  tendon  sheaths 
Xanthelasma  of  lids 
Xanthoma  of  palmar  creases 
Xanthoma  tuberosum 
Type  III  (autosomal  recessive) — 

Broad  beta  disease 
Xanthoma  of  palmar  creases* 

Xanthoma  tuberosum 
Eruptive  xanthoma 
Type  IV  (?  autosomal  dominant) — 

Endogenous  hypertriglyceridemia.  “CHO  in- 
duced” lipemia 
Eruptive  xanthomaf 
Xanthoma  of  palmar  creasesf 
Xanthoma  tuberosum 
Xanthelasma  of  lid 

Type  V (?  genetic  variant  of  type  IV) — 

Mixed  hypertriglyceridemia,  mixed  lipemia 
Eruptive  xanthoma 


♦Fredrickson  and  Levy3  considered  it  distinctive  in 
type  III. 

fPolano  and  associates6  considered  it  characteristic 
in  type  IV. 


FIG.  6.  Eruptive  xanthoma. 


Treatment 

Treatment  is  frequently  unsatisfactory,  and 
in  secondary  hyperlipoproteinemia  is  directed 
to  the  basic  cause.  A low-fat  diet  is  essential 
in  all  patients  with  familial  hyperlipoproteine- 
mia. A diet  composed  of  unsaturated  fats  and 
low  in  cholesterol  as  well  as  the  use  of  nico- 
tinic acid,  cholestyramine,  or  D-thyroxine  is 
indicated  in  patients  with  cutaneous  xanthom- 
as of  type  II. 

In  lesions  of  types  III,  IV  and  V,  loss  of 
weight  is  essential,  and  the  use  of  clofibrate 
frequently  helpful. 

Troublesome  lesions  of  xanthelasma,  xan- 
thoma of  tendon  sheaths  and  xanthoma  tubero- 
sum may  be  excised.  Some  lesions  of  xanthe- 
lasma are  amenable  to  treatment  with  trichloro- 
acetic acid. 
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Malignant  Melanoma:  A Case  Reportt 

Paul  J.  Arena,  M.D. 

Louisville,  Kentucky 


A 36-year-old  Caucasian  male  presented 
with  melanoma  metastatic  to  the  liver 
and  ascites.  Response  to  triple  cytotoxic 
chemotherapy  with  Vincristine,  Actino- 
mycin-D  and  Procarbazine  was  rapid. 
Immune  factors  are  discussed. 

SURVIVAL  in  metastatic  malignant  mela- 
noma is  dismal  despite  current  approaches 
with  combina:ion  chemotherapy  and  im- 
munotherapy. The  following  case  report 
demonstrates  response  to  conventional  agents 
with  due  consideration  given  to  immunologic 
parameters. 

Case  Report 

A 56-year-old  Caucasian  male  presented  in 
June,  1972,  with  a one  month  history  of 
malaise,  anorexia,  weight  loss  and  increased 
abdominal  girth.  Eight  months  prior  to  admis- 
sion he  had  resection  and  radical  axillary 
dissection  for  a malignant  melanoma  of  his 
right  deltoid  area;  axillary  nodes  then  were 
palpable.  Histologic  studies  at  that  time  demon- 
strated a melanoma  with  nests  of  cells  growing 
just  below  the  epidermis  and  associated 
lymphocytic  infiltration.  Involved  axillary  nodes 
showed  hyperplastic  lymphocytes  surrounding 
the  tumor.  Uninvolved  axillary  nodes  showed 
hyperplastic  lymphocytes  and  active  germinal 
centers.  From  the  time  of  initial  surgery  the 
patient  had  been  followed  at  three  month 
intervals  without  evidence  of  recurrence  until 
the  present  admission. 

Physical  Exam:  Vital  signs  were  stable.  A 
cachectic  Caucasian  male  is  seen  with  evidence 
of  surgical  excision  in  right  deltoid  area  and 
scarred  right  axilla.  There  are  no  palpable 
nodes.  Lungs — clear.  Heart — no  abnormalities. 
The  abdomen  was  visibly  distended  with  a 
fluid  wave.  Liver  edge  was  palpated  down 
9-V2  cm  in  the  right  parasternal  area,  10  cm 


f Emanates  from  St.  Joseph’s  Infirmary,  Louisville 


subxyphoid,  7 cm  left  parasternal  with  a 
nodular  configuration. 

Lab:  Hemoglobin  15.5;  WBC  8,100; 

platelets  381,000;  SGOT  749;  Bilirubin  2.8; 
Alkaline  Phosphatase  325  International  Units; 
Albumin  2.45.  Skin:  Reactivity  was  not  tested 
because  of  patient’s  debilitated  state.  Chest 
x-ray — normal.  Liver  scan — (FIG.  1)  con- 
sistent with  an  infiltrating  neoplasm.  Liver 
biopsy — metastatic  melanoma.  Paracentesis — 
bloody,  no  tumor  cells. 

Prognosis  and  side  effects  were  explained  to 
the  patient  and  with  his  consent  the  following 
course  of  therapy  was  initiated  with  repeat 
courses  after  four- week  rest  intervals  (Table 
1). 

Hematopoetic  toxicity  manifested  by  a nadir 
in  WBC  of  2,100  occurred  14  days  after 
initiation  of  the  first  course  of  therapy.  Plate- 
lets were  depressed  maximally  at  the  same 
time  to  approximately  100,000.  Three  days 
past  the  nadir,  all  counts  had  recovered  to 
normal  range.  Systemic  symptoms  consisted  of 
myalgia  and  stomatitis  which  progressed  from 
the  eighth  day  and  lasted  eight  to  ten  days. 
They  responded  to  aspirin  and  viscous 
Xylocaine  respectively. 

A dermatitis  consisting  of  brown  macular 
patches  of  the  face,  forehead  and  shoulders 
was  noted  on  the  third  day  and  subsided  by 
the  end  of  the  seventh  day.  On  approximately 
the  eighth  day  marked  nausea  and  vomiting 
appeared.  This  lasted  six  days  and  required 
hospitalization,  with  IV  supplementation  and 
phenothiazine  anti-nausea  medication.  A mild 
distal,  digital  paresthesia  was  noted  approxi- 
mately 10  days  after  onset  of  therapy,  and  has 
continued  to  the  present  time. 

Two  weeks  after  initiation  of  therapy,  the 
liver  felt  softer  and  objectively  smaller.  Five 
weeks  afterwards,  prior  to  initiation  of  another 
cycle  of  therapy  the  patient  had  a liver  edge 
that  was  a maximum  of  2 cm  down  at  the 
right  parasternal  area  only.  The  patient  was 
ambulating  and  had  regained  his  appetite; 
ascites  regressed. 
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FIG.  I.  Liver  scan  before  therapy. 


The  lab  data  then  was  as  follows:  Bilirubin 
— 0.55;  SGOT — 32;  Alkaline  phosphatase — 
109;  (normal  range)  Hemoglobin— 1 1 .5; 
WBC — 7,100;  platelets — 240,000;  cholesterol 
— 207.  Liver  scan  five  weeks  from  initiation 
of  therapy  showed  dramatic  diminution  in  the 
degree  of  infiltration.  (FIG.  II).  Skin  tests  for 
Mumps/PPD  on  sixth  week  since  start  of  pro- 
gram showed:  mumps(12  mm.  at  72  hours) 
PPD  (10  mm.  at  72  hours ) . 

Toxicity  after  subsequent  therapy  was  quite 
minimal  and  consisted  of  nausea  only  after  the 
first  day  of  therapy,  as  well  as  tolerable  digital 
paresthesia. 

Discussion 

Malignant  melanoma  of  the  skin,  comprising 
one  to  three  percent  of  all  malignancies,  occurs 
most  often  between  the  ages  of  40  and  70  with 
equal  frequency  among  both  sexes.  Prog- 
nosis has  been  surveyed  relative  to  staging  and 
an  increase  noted  in  five-year  survival  of  from 
70%  to  approximately  80%  when  prophylactic 
lymph  node  dissection  is  done  in  clinical  stage 
I (Localized)2  disease;  this  contrasts  with  a 
39%  five-year  figure  in  Stage  II  (Involved 
nodes)2.  A different  staging  system  cited  by 
Luce6  again  emphasizes  stage  rather  than  his- 
tology in  prognosis.  An  excellent  review  by 
Mihm  et  al3  categorizes  the  disease  in  dis- 
tinct clinicopathologic  forms  and  correlates 
survival  with  level  of  invasion  of  the  primary. 

Drug  response  with  single  agents  has  been 
quoted  in  the  range  of  10-15%  with  two  to 
four  month  periods  of  duration4.  In  their 
article  Cohen  et  al4  review  the  experience  of 
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FIG.  II.  Liver  scan  five  weeks  from  initiation  of  therapy. 


other  investigators  who  utilized  combination 
chemotherapy;  rates  of  response  varied  from 
12  to  50%.  In  their  own  series  of  16  patients, 
a combination  a Bis-Chlorethyl-nitroso-urea, 
Vincristine  and  Imidazole  Carboxamide  yielded 
a 62%  overall  response  rate.  However,  only 
two  patients  obtained  complete  responses  of  9 
and  14  months.  No  patient  with  hepatic 
disease  responded. 

Combination  therapy  was  selected  using 
agents  that  singly  have  activity  against  mela- 
noma, yet  act  by  different  modes  in  order  to 
attack  multiple  sites  in  cellular  metabolic  path- 
ways. This  approach  limits  toxicity  as  seen 
when  a single  drug  is  used  to  tolerance. 

Procarbazine  is  a methyl-hydrazine  deriva- 
tive which  may  act  through  in  vivo  liberation  of 
several  components  that  alkylate  and  oxidize 
cellular  components.  It  may  also  have  a selec- 
tive effect  on  the  methylation  of  transfer 
RNA5.  Activity  against  melanoma  has  been 
quoted  at  28%;  this  agent  is  a MAO  inhibitor, 
and  the  usual  precautions  against  this  class  of 
agent  should  be  exercised.  Vincristine,  a Vinca 
aklaloid,  induces  metaphase  arrest  via  binding 
with  spindle  tubules5  and  it  also  interferes  with 
Uridine  incorporation  into  soluble  RNA4.  A 
20%  response  rate  has  been  quoted. 

The  antibiotic — Actinomycin-D  forms  a 
stable  complex  with  DNA  thus  inhibiting  DNA 
dependent  RNA  synthesis,  especially  Ribosomal 
RNA5.  Response  rates  of  17% 6 and  33% 7 
have  been  reported. 

Toxicity  in  the  present  case  was  acceptable 
in  view  of  the  ultimate  prognosis.  Despite  the 
moderate  discomfort  of  the  first  course  of 

85 


Malignant  Melanoma — Arena 


medication,  during  subsequent  therapy  hema- 
tologic and  systemic  toxicity  was  minimal. 
Mild  nausea  was  noted  only  on  the  first  day  of 
medication  and  no  further  myalgia  or  stomati- 
tis was  encountered. 

A positive  favorable  correlation  has  been 
reported  when  cellular  lymphocytic  infiltra- 
tion8- 14  of  the  primary  lesion  exists,  and 
in  the  present  case  this  was  noted  on  review  of 
the  slides.  Effective  chemotherapy  may  reduce 
the  tumor  burden  to  a level  within  the 
patient’s  immune  competence,  this  then  may 
allow  for  continued  maintained  regression.  Fass 
et  al9  found  the  presence  of  delayed  cutaneous 
hypersensitivity  to  autologous  tumor  cells  in 
localized  disease.  Jehn  et  al11  furthermore 
characterized  a beta  globulin  fraction  mitogenic 
for  lymphocytes  in  patients  with  melanoma. 

Humoral  as  well  as  cellular  immunity  has 
been  demonstrated  to  operate  in  melanoma8 
and  the  progression  of  disease  has  been  seen 
with  a simultaneous  decrease  in  tumor  specific 
antibody  titre10.  Although  serum  antibody  was 
not  measured  in  this  case,  the  cutaneous  re- 
activity of  our  patient  speaks  for  cellular 
immunity  that  may  maintain  remission. 

Numerous  approaches  to  immunotherapy 
have  been  studied  utilizing  these  prin- 
ciples1214. A problem  that  arises,  how- 
ever, is  the  induction  of  “Blocking  antibodies”15 
that  lead  to  the  phenomenon  of  “enhancement” 
and  subsequent  tumor  progression.  Morton  et 
al16  commenting  on  a decreasing  titre  of 
immunofluorescent  and  complement  fixing 
antibody  with  progressing  disease,  suggested 
that  active  immunotherapy  be  used  for  localized 
disease  in  an  immune  competent  individual. 
An  extension  of  this  reasoning  is  to  use  im- 
munotherapy at  the  other  end  of  the  spectrum, 
i.e.  the  individual  who  has  had  maximum 


reduction  in  tumor  mass  by  chemotherapy, 
surgery  or  radiation. 

Maintenance  therapy  may  be  in  the  form  of 
active  or  adaptive  immunotherapy.  In  those 
patients  who  initially  demonstrated  anergy  and 
then  regained  it,  monitoring  may  be  conducted 
by  periodic  skin  testing  to  detect  any  loss  of 
skin  sensitivity. 

Further  studies  are  needed,  correlating  his- 
tology, immune  reactivity  and  the  optimum 
sequential  or  combined  use  in  melanoma 
patients  of  chemotherapy  and  immunotherapy. 

I would  like  to  thank  John  Hemmer,  M.D., 
for  referral  of  the  patient,  who  as  of  January 
26,  1973,  is  free  of  disease. 
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Table  1 

DAY. 

1 

2 3 4 

5 

4 week 
rest 

Vincristine  (IV) 

2mg. 

2 mg. 

interval 

Acfinomycin-D  (IV) 

0.5  mg. 

daily  x 5 

Recycle 

Procarbazine  (P.O.) 

1 00  mg 

. P.O.  daily  x 5 

Vincristine 



Eli  Lilly  & Co. 



Indianapolis,  Ind. 

Actinomycin-D 

— 

M.S.D. -Merck  Co. 

— 

West  Point,  Pa. 

Procarbazine 

— 

Hoffman-La  Roche 

— 

Nutley,  N.J. 
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Female  Sexual  Sterilization 

Walter  M.  Wolfe,  M.D.* 


Over  the  past  decade  public  interest  and 
concern  for  population  control,  repro- 
ductive health  and  not  the  least  the 
women’s  liberation  movement  have  created  a 
climate  for  considerable  change  in  attitudes 
toward  the  medical  control  of  reproductive 
functions.  To  most  physicians  contraception  is 
now  an  accepted  fact  of  comprehensive  health 
care  of  women  in  the  childbearing  age.  Simi- 
larly, several  factors  have  emerged  which  have 
profoundly  changed  our  consideration  of  surgi- 
cal methods  of  contraception,  i.e.  sterilization. 
There  seems  to  be  a widespread  feeling  of  un- 
easiness on  the  part  of  both  patients  and  physi- 
cians regarding  the  effects  of  long  term  oral 
contraception.  The  variable  effectiveness  of 
other  methods  of  contraception  are  of  great 
concern  to  patients  who  believe  that  absolute 
control  over  fertility  is  a right.  In  contradistinc- 
tion to  the  post  World  War  II  family  the 
“nuclear  family”  of  the  seventies  seems  to  wish 
to  limit  their  family  size  to  no  more  than  two  to 
three  children.  Refinement  of  surgical  tech- 
niques have  brought  a strong  current  of  change 
in  the  attitudes  of  patients  and  some  physicians 
toward  surgical  sterilization. 

In  the  past,  sterilization  was  offered  only  as 
a last  resort  when  pregnancy  was  considered  a 
clear  risk  to  health  or  life  of  the  patient. 
Voluntary  sterilization  was  undertaken  only 
under  strict  regulations  which  varied  from  doc- 
tor to  doctor  and  hospital  to  hospital.  There 
was  an  understandable  reluctance  on  the  part 
of  the  physicians  to  perform  voluntary  steriliza- 
tion at  the  whim  of  the  patient  but  in  retrospect 
this  lack  of  affirmative  opinion  was  indeed  a 
disservice  to  women.  Today,  surgical  steriliza- 
tion is  considered  a method  of  contraception 


* Associate  Professor,  Department  of  Obstetrics  and 
Gynecology,  University  of  Louisville  School  of 
Medicine,  Louisville 

cky  Medical  Association  • February  1973 


which  may  be  chosen  when  the  patient  and 
physician  agree  that  a permanent  method  is 
desirable.  When  dealing  with  couples,  vasecto- 
my in  the  male  is  the  much  simpler  and  least 
expensive  procedure  and  of  course  avoids  the 
risk  of  surgical  invasion  of  the  peritoneal  cavi- 
ty. However,  for  a variety  of  reasons,  not 
germaine  to  this  discussion,  female  steriliza- 
tion is  frequently  the  procedure  of  choice. 

All  of  the  presently  popular  methods  of 
female  sterilization  involve  some  method  of 
interruption  of  the  continuity  of  the  oviducts 
bilaterally  or  removal  of  the  uterus.  The  ac- 
companying chart  outlines  the  various  methods 
of  sterilization  and  the  time  in  which  they  are 
most  applicable.  Since  it  is  well  known  that  the 
prenatal  period  is  the  most  opportune  time  for 
discussing  family  planning  with  the  patient,  it 
becomes  obvious  that  the  most  opportune  time 
for  sterilization  is  during  the  puerperum  im- 
mediately after  delivery  or  within  72  hours  of 
delivery.  At  Louisville  General  Hospital  pa- 
tients are  offered  tubal  ligation  immediately 
after  delivery  and  in  70%  of  the  cases  before 
the  patient  is  removed  from  the  delivery  room 
following  delivery.  The  remaining  30%  are  re- 
turned to  the  delivery  room  within  72  hours  of 
delivery  for  their  operation.  This  enables  the 
patient  to  receive  these  services  in  association 
with  the  hospitalization  for  delivery  with  little 
or  no  increase  in  hospital  stay  and  hospitaliza- 
tion costs.  Over  200  patients  have  been  ope- 
rated on  under  this  policy  without  appreciable 
morbidity  and  no  mortality.  The  procedure  is 
carried  out  under  the  anesthesia  used  for  de- 
livery in  most  cases,  augmented  with  local 
anesthesia  where  this  is  necessary.  The  incision 
is  made  in  the  lower  edge  of  the  umbilicus. 
Easy  access  to  the  tubes  is  afforded  and  in  the 
case  of  the  umbilical  incision  there  is  a cosmetic 
result.  We  have  been  able  to  accomplish  these 
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procedures  without  additional  staff  in  the  de- 
livery room  other  than  a surgical  technician  as- 
sistant during  the  procedure. 

At  the  time  of  cesarean  section,  tubal  liga- 
tion is  obviously  simple  and  easy  to  perform 
and  produces  no  additional  hazard  to  the  pa- 
tient. A more  controversial  method  of  steriliza- 
tion is  hysterectomy  performed  at  the  time  of 
cesarean  section.  This  method  is  usually  re- 
served for  patients  who  have  a high  risk  of 
gynecologic  disease  requiring  future  surgical 
intervention,  such  as  uterine  fibroids  or  a 
suspicious  cervical  lesion. 

Table  I 

METHODS  OF  FEMALE  STERILIZATION 

I.  Obstetrical 

A.  Postpartum  tubal  ligation 

1.  Immediate  (concurrent  with  delivery) 

2.  Delayed  (within  72  hours  postpartum) 

B.  Cesarean  Section 

1 . Tubal  ligation 

2.  Hysterectomy* 

II.  Interval  (interconceptional) 

A.  Tubal  Ligation 

1.  Abdominal 

2.  Vaginal  (posterior  colpotomy) 

3.  Endoscopic  procedure** 

a.  Laparoscopy 

b.  Culdoscopy 

B.  Hysterectomy* 

1.  Abdominal 

2.  Vaginal  (simple  hysterectomy  only;  without  re- 
pair) 

* Still  controversial  from  the  standpoint  of  operative 

risk  when  done  solely  for  sterilization. 

**  Long  term  effectiveness  still  unknown. 

During  the  calendar  year  1972,  there  were 
over  200  sterilizations  performed  in  the  non- 
pregnant or  intraconceptional  patients.  Ap- 
proximately one-half  of  these  were  tubal  in- 
terruptions done  through  various  routes  and 
the  other  half  vaginal  hysterectomies.  It  should 
be  obvious  that  the  risk  to  the  patient  is  in- 
creased by  the  intraconceptional  position  of 
the  uterus  requiring  deeper  exploration  of  the 
abdominal  cavity  and  manipulation  of  abdomi- 
nal viscera.  The  procedure  requires  longer 
hospitalization  and  of  course  incurs  higher 
operative  risks.  Several  refinements  of  tech- 
nique have  contributed  to  a lowering  of 
operative  morbidity  and  shortening  hospital 
stay.  These  include  a small  2-3  cm  suprapubic 
incision  with  support  of  the  uterus  below  so 
that  the  tubes  are  delivered  into  the  incision 
without  packing  or  otherwise  handling  the 
abdominal  contents.  The  vaginal  posterior 
colpotomy  is  probably  the  simplest  and  most 
easily  tolerated  technique  for  intraconceptional 
tubal  ligation  for  those  trained  in  vaginal 


surgery.  In  the  past  two  years,  laparoscopy 
and  bilateral  tubal  fulgeration  have  become 
popular  throughout  the  country  and  in  Louis- 
ville. At  the  present  time,  we  have  done  over 
100  cases  in  our  combined  public  and  private 
practice  and  are  at  present  carrying  out  a 
program  of  outpatient  laparoscopy  designed 
to  decrease  the  cost  of  this  operation. 
Laparoscopy  becomes  much  more  attractive  to 
the  patient  and  the  physician  since  this  pro- 
cedure can  be  performed  as  an  outpatient 
procedure  in  many  cases  or  at  the  very  most 
one  or  two  nights  in  the  hospital  and  with 
minimal  postoperative  discomfort. 

In  recent  years,  hysterectomy  has  been  dis- 
cussed widely  as  a method  of  sterilization.  It 
should  be  clearly  understood  that  the  opera- 
tion discussed  is  that  of  simple  vaginal  hyster- 
ectomy without  repair  and  without  additional 
“cosmetic  surgery”.  It  would  appear  that  there 
is  little  justification  for  the  abdominal  route 
of  hysterectomy  simply  for  sterilization  unless 
there  is  some  other  identifiable  reason  for 
exploring  the  abdomen.  Simple  vaginal  hyster- 
ectomy carries  with  it  a very  low  morbidity 
and  no  mortality  and  shortens  the  hospital  stay 
to  three  or  four  days.  It  remains  to  be  seen 
whether  or  not  hysterectomy  with  its  obviously 
attendant  increase  in  risk  can  be  justified  as 
an  operation  simply  for  sterilization.  It  should, 
however,  be  considered  in  all  patients  in  whom 
sterilization  is  desirable  and  there  is  a 
coexisting  high  risk  of  gynecologic  disease. 

Unfortunately  surgical  sterilization  oc- 
casionally results  in  failure  as  does  any  other 
method  of  contraception.  The  failure  rate  of 
various  methods  of  sterilization  ranges  between 
0.5  to  2%  depending  upon  the  type  of  opera- 
tion done,  the  institution,  and  the  patient 
population  it  serves.  Even  hysterectomy  has 
resulted  in  tubal  pregnancy  in  a few  isolated 
cases.  At  present  all  the  surgical  methods  of 
tubal  interruption  performed  directly,  that  is, 
by  the  abdominal  or  vaginal  route,  carry  with 
them  a risk  of  failure  of  about  one  percent. 

In  the  case  of  the  laparoscopic  tubal  opera- 
tions, it  should  be  understood  that  in  most 
cases  these  operations  depend  upon  fulgeration 
of  the  tubular  epithelium  with  resultant  scar 
formation  interrupting  the  patency  of  the  tube. 
In  some  techniques,  segments  of  the  tubes  are 
removed  and  in  all  techniques  an  effort  is  made 
to  sever  the  tube.  However,  at  this  time,  the 
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long  term  efficacy  of  laparoscopic  tubal  opera- 
tions is  unknown.  But  at  present  a relatively 
small  number  of  reported  cases  indicates  that 
the  failure  rate  is  approximately  0.5%  or 
higher.  Nor  is  the  procedure  itself  without  its 
complications.  Nationally  there  have  been  at 
least  two  deaths  reported  associated  with 
laparoscopic  tubal  fulgeration  and  each  pub- 
lished series  of  cases  reports  a small  number 
of  bowel  injuries  due  to  burns  of  the  bowel  or 
other  injuries  to  the  abdominal  viscera  during 
the  laparoscopic  procedure. 

A study  of  sterilizations  done  at  Louisville 
General  Hospital  1955  through  1968  revealed 
that  during  that  span  the  incidence  of  all 
sterilizations  were  2.1%  of  live  births.  Since 
that  time  the  incidence  of  sterilization/live 
births  has  risen  to  9.2%  in  1971  and  a little 
more  than  10%  in  1972.  We  feel  that  this 
rise  will  level  off  at  about  10%  per  live  births 
delivered  at  the  General  Hospital.  Several 
factors  contributed  to  this  rise  in  sterilization 
procedures  among  which  were  increased  staff 
interest  in  Family  Planning,  the  liberalization 
of  hospital  policies  in  regard  to  sexual  sterili- 
zation and  the  application  of  sexual  steriliza- 
tion to  younger  women.  In  the  earlier  series 
the  average  age  of  patients  sterilized  was  31 
years  and  the  average  parity  was  6.  There 
has  been  a steady  downward  decline  in  both 
these  figures  so  that  the  average  age  is  closer 
to  20  years,  many  patients  being  under  20 
and  the  average  parity  is  now  3-4.  Since  the 
utilization  of  the  delivery  room  for  surgical 
sterilizations  of  puerperal  patients  the  incidence 
in  puerperal  tubal  ligation  has  risen  sixfold. 

One  of  the  most  disturbing  aspects  of  sexual 
sterilization  of  women  seems  to  involve  con- 
flicts and  confusion  of  moral,  ethical  and  legal 
standards  and  the  risk  of  the  physician  to 
litigation.  The  opposition  of  the  Roman 
Catholic  church  to  this  procedure  has  re- 
mained unchanged  as  stated  in  the  Papal 
Encyclical  Humanae  Vitae  and  in  the  recently 
published  rules  and  regulations  for  hospitals. 
There  are  also  non-Catholic  religious  groups 
who  have  definite  opposition  to  sterilization 
procedures  as  well.  This  opposition  is  of  course 
based  on  religious  ideology  and  philosophy 
and  does  not  reflect  statutory  law.  The  fol- 
lowing excerpts  are  from  an  opinion  requested 
from  the  office  of  the  Attorney  General  dated 
March  30,  1972  with  the  registration  OAG 

tuchy  Medical  Association  • February  1973 


72  219.  “Kentucky  has  no  law  specifically 
allowing  or  prohibiting  voluntary  sterilization.” 
The  word  “voluntary”  is  operational  here 
meaning  that  the  individual  must  be  competent 
both  by  age  and  mental  condition  to  give  in- 
formed consent  for  a surgical  procedure. 
Minors  or  mentally  incompetent  patients  can- 
not be  treated  without  specific  permissions 
obtained  from  other  parties.  In  the  view  of  the 
law  the  minor  individual  and  the  mentally  in- 
competent individual  are  considered  incapable 
of  giving  their  consent  to  anything  of  legal 
consequence. 

The  request  for  the  attorney  general’s 
opinion  was  initiated  by  the  Interagency  Com- 
mittee on  Permissive  Sterilization  chaired  by 
Miss  Elizabeth  M.  Cosby  of  the  Division  of 
Maternal  and  Child  Health  of  the  State  De- 
partment of  Health  asking  two  questions.  The 
first  involved  the  consent  for  voluntary  steri- 
lization from  individuals  falling  into  the 
following  categories:  a)  a single  mentally  in- 
competent minor;  b)  a single  mentally  incom- 
petent adult;  c)  a married  mentally  incom- 
petent minor  living  with  his  or  her  spouse. 
In  all  three  of  these  categories  it  was  the 
opinion  of  the  attorney  general’s  office  that 
the  permission  come  from  the  circuit  court 
upon  petition  by  the  committee.  In  this  regard 
the  committee  would  probably  be  one  or  both 
of  the  parents  or  the  spouse  of  the  individual 
who  has  previously  been  declared  incompetent 
to  usual  court  action.  The  opinion  further 
states  “it  is  our  opinion  that  it  must  be  shown 
the  results  will  be  of  a definite  benefit  to  the 
incompetent.” 

The  second  part  of  the  inquiry  asked  who 
may  give  consent  for  sterilization  in  the  fol- 
lowing categories:  a)  a married,  mentally 
competent  adult  living  with  her  spouse;  b)  a 
married,  mentally  competent  minor  living  with 
her  spouse;  c)  a mentally  competent  adult 
who  is  1)  single  2)  divorced  3)  separated 
4)  deserted  in  marriage.  The  opinion  states 
“a  mentally  competent  single  adult  may  con- 
sent to  anything  to  which  is  within  the  con- 
templation of  the  law.  One  who  is  divorced 
from  marriage  may  consent  to  sterilization  in 
the  same  way  as  one  who  is  single”.  The 
opinion  states  emphatically  that  in  the  case  of 
a mentally  competent  adult  living  with  his  or 
her  spouse  that  the  agreement  and  permission 
of  the  spouse  must  be  obtained.  Further,  “it 
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is  our  opinion  that  a nonconsenting  spouse  has 
an  inchoate  parental  right,  that  is  to  say,  a 
life  or  property  right  to  have  children.  . . . 
The  destruction  of  this  right  by  a doctor  in 
performing  sterilization  surgery  upon  one’s 
spouse  might  give  rise  to  a cause  of  action 
against  him,  even  though  the  other  spouse 
validly  consented.  As  a matter  of  fact,  since 
this  right  belongs  exclusively  to  the  noncon- 
senting spouse,  it  would  make  no  difference 
that  the  sterilized  spouse  consented.  The 
question  for  a court  to  decide  would  resolve 
itself  to  whether  the  patient  could  contract 
away  a right  belonging  to  his  or  her  spouse 
absent  his  or  her  concurrence.  To  date  we  find 
a paucity  of  law  on  this  particular  problem.” 

The  opinion  goes  on  to  site  North  Carolina 
and  Virginia  laws  both  of  which  require  con- 
sent of  the  other  spouse  before  sterilization 
surgery  can  follow  and  a California  case  which 
suggests  that  the  consent  of  the  sterilized  in- 
dividual would  insufflate  the  performing  phy- 
sician from  any  liability  in  failing  to  notify  the 
other  spouse  in  order  to  obtain  his  consent. 
However,  the  opinion  states  emphatically  “it 
is  our  opinion  that  a physician  should  refrain 
from  sterilizing  a spouse  without  first  obtaining 
the  other  spouse’s  consent  or,  where  he  or  she 
objects,  unless  it  is  shown  that  it  is  necessary 
to  save  his  or  her  life  or  prevent  substantial 
bodily  harm.” 

Surprisingly  enough  the  mentally  competent 
minor  living  with  a spouse  does  not  acquire  the 
right  to  consent  to  sterilization  either  through 
the  marriage  or  through  “emancipation”. 
Therefore,  “it  is  the  opinion  of  this  office  that 
a mentally  competent  minor  living  with  a 
spouse  must  obtain  the  permission  of  his  or 
her  father  (or  the  mother  if  he  is  dead  or  not 
available)  before  he  or  she  may  voluntarily 
consent  to  be  sterilized.  If  both  parents  are 
dead  or  unavailable,  then  a duly  appointed 
guardian  must  give  the  consent  before  the  sub- 
mission to  sterilization  surgery  can  be  valid.” 

“We  do  not  believe  this  consent  would  have 
to  come  from  the  court,  unless  the  minor  does 
not  wish  to  be  sterilized  and  his  or  her 
parents(s)  or  guardian  insists  otherwise,  or 
unless  the  minor  wished  to  be  sterilized  and 
his  parent(s)  or  guardian  had  other  thoughts.” 

For  purposes  of  practical  application  of 
these  legal  principles,  in  the  Louisville  General 
Hospital  the  following  policies  have  been 


adopted: 

1.  There  are  no  requirements  of  age  or 
parity  or  marital  status. 

2.  Any  patient  may  apply  for  sterilization 
and  receive  counseling  on  this  method  of  con- 
traception. 

3.  Minor  patients  married  and  unmarried 
must  have  the  concurrence  of  their  parents  or 
guardian  before  such  a procedure  can  be  con- 
templated. 

4.  Patients  living  in  a stable  relationship, 
married  or  unmarried,  must  have  the  concur- 
rence of  the  spouse  for  the  sterilization  pro- 
cedure. 

5.  Single  patients  or  patients  who  are  di- 
vorced, may  apply  for  sterilization  on  their 
own  consent  without  consenting  spouse. 

Patients  who  have  been  separated  or  de- 
serted are  treated  in  the  same  manner  as 
patients  who  have  been  divorced.  We  ask  the 
patient  to  make  a simple  statement  to  the 
effect  that  they  have  never  been  married,  that 
they  are  separated  or  have  been  deserted  by 
their  husband  for  a period  of  time  the  patient 
states. 

Each  patient  applying  for  sterilization  is 
counseled  by  a physician  and  lay  counselors 
in  regard  to  the  permanency  of  the  procedure. 

All  patients  and  their  spouses  are  counseled 
that  sterilization  procedures  are  considered 
permanent  and  that  no  consideration  for 
“untying”  the  tubes  or  vas  deferens  can  be 
considered  valid.  We  are  taking  a calculated 
risk  with  patients  who  have  been  separated  or 
deserted  but  feel  that  in  the  interest  of  the 
patient’s  health  and  well  being  these  decisions 
would  very  likely  survive  any  court  test  of 
their  validity.  It  is  the  opinion  of  Professor 
Ralph  S.  Petrilli  of  the  University  of  Louisville 
School  of  Law  that  regardless  of  the  circum- 
stances of  the  separation  or  desertion  that 
there  is  some  risk  of  litigation  in  this  respect. 
However,  “the  legal  risk  is  in  reality  little 
more  than  adverse  publicity  or  nominal  dam- 
ages since  his  desertion  might  well  be  used 
indirectly  to  minimize  the  amount  of  damages 
that  would  be  awarded.” 

To  further  cloud  the  legal  issues  surrounding 
sterilization  procedures,  in  recent  years  there 
has  been  a rash  of  suits  brought  against  hos- 
pitals with  restrictive  sterilization  policies  by 
patients  requesting  sterilization.  These  suits 
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have  been  encouraged  and  sometimes  financed 
by  the  American  Association  for  Voluntary 
Sterilization,  Incorporated.  At  the  present  time 
there  exists  an  injunction  against  a Catholic 
hospital  in  Billings,  Montana  circumventing 
hospital  policies  dictated  by  the  National  Con- 
ference of  Catholic  Bishops  and  the  United 
States  Catholic  Conference  regarding  steriliza- 
tion. Several  other  cases  in  New  York  and 
New  Jersey  challenging  restrictive  hospital 
policies  as  regards  to  age,  number  of  children 
and  marital  status  have  been  upheld  by  the 
courts. 

It  appears  that  there  are  several  legal 
questions  involving  hospital  policies  on  ster- 
ilization one  of  which  is  the  constitutional  right 
of  the  individual  to  choose  a surgical  method 
of  contraception  regardless  of  age,  parity, 
marital  status  and  the  presumed  threat  to  the 
health  and  well  being  of  the  patient  who,  under- 
going surgery  or  delivery  in  a hospital  with 
restrictive  policies  regarding  sterilization,  may 
have  to  be  transferred  to  another  hospital  for 
a sterilization  procedure  or  undergo  a second 
operative  procedure  for  sterilization.  There 
have  not  yet,  to  my  knowledge,  been  any  cases 
brought  against  physicians  for  failing  to  per- 
form a sterilization  procedure  that  was  re- 
quested. 

In  regard  to  hospital  policies  it  should  be 
noted  that  in  hospitals  where  the  staff  is  able 
to  set  the  policy  of  the  hospital,  in  contra- 
distinction to  hospitals  where  religious  prin- 
ciples set  these  policies,  it  should  be  noted  that 
the  American  College  of  Obstetricians  and 
Gynecologists  has  recommended  that  voluntary 
sterilization  is  a matter  to  be  settled  between 
the  physician  and  the  patient  and  that  no  com- 
mittees or  required  consultation  should  be 
necessary.  In  fact,  the  legal  status  of  the  com- 
mittees or  consultation  has  been  interpreted 
by  the  courts  as  invasion  of  the  privacy  of  the 
patient.  In  addition,  the  Joint  Committee  on 
Hospital  Accreditation  has  dropped  the  re- 
quirement for  sterilization  committees  as  well 
as  abortion  committees.  While  the  Committee 
still  recommends  consultation  no  requirement 
is  presently  in  existence. 

In  summary  then,  it  may  be  stated  that 
surgical  sterilization  is  a method  of  contracep- 
tion which  may  be  selected  by  the  patient  and 
her  physician  without  regard  to  age,  parity  or 
marital  status.  It  is  implicit  that  no  physician 


is  required  to  perform  such  an  operation  if  in 
his  own  judgment,  the  operation  is  not  in  the 
best  interest  of  the  patient,  is  against  his  moral 
or  religious  philosophy  or  carries  a clear  risk 
of  exposure  to  litigation  in  the  future.  How- 
ever, as  in  the  case  of  any  disagreement  be- 
tween patient  and  physician,  the  physician  is 
required  to  refer  the  patient  to  another  phy- 
sician for  consultation  and  the  performance  of 
this  procedure  if  the  consultant  agrees.  Phy- 
sicians should  acquaint  themselves  with  the 
law  and  its  ramifications  so  that  they  can 
make  considered  judgments  in  this  regard  and 
present  the  best  service  to  the  patient. 

We  have  attempted  to  present  the  multi- 
plicity of  sterilization  procedures  available  to 
the  physician  and  to  present  some  of  the  con- 
siderations of  timing  and  type  of  procedure 
that  best  fits  the  patients’  problems.  In  these 
days  of  sometimes  alarming  change,  physicians 
do  not  always  have  the  opportunity  to  acquaint 
themselves  with  the  most  recent  technological 
advances  and  equally  important  the  most  re- 
cent changes  in  attitude  and  legal  opinion  in 
regard  to  the  practice  of  medicine.  It  should 
be  borne  in  mind,  however,  that  women  are 
more  insistent  than  ever  on  control  over  their 
lives  and  bodies  and  the  right  to  decide  what 
medications,  surgical  procedures  and  advice 
they  are  willing  to  accept  in  regard  to  their 
reproductive  and  sexual  functions.  The  advent 
and  widespread  usage  of  a variety  of  forms  of 
contraception  has  given  us  tools  which  if  used 
properly,  can  immeasurably  improve  the  mental 
and  physical  health  of  women.  The  prevention 
of  involuntary  and  unwanted  pregnancy  is  one 
of  the  most  important  aspects  in  comprehen- 
sive health  care  of  women  in  the  child  bearing 
age.  In  addition,  if  all  unwanted  pregnancies 
could  be  avoided,  and  theoretically  they  can 
be,  through  the  proper  application  of  all  the 
contraceptive  methods  available  to  us  then  the 
health  of  future  generations  can  be  greatly 
improved.  The  proliferation  of  feminist 
oriented  “self  help  clinics”  indicates  that  we 
have  failed  to  really  communicate  with  our 
patients  in  this  sensitive  area.  The  aura  of 
mystique  and  prejudice  that  surrounds  female 
reproductive  functions  must  be  removed  and 
we  must  accept  the  demands  of  patients  for 
contraceptive  methods  acceptable  to  them  re- 
gardless of  our  personal  bias. 
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This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 

Progressive  Vaccinia 
(Vaccinia  Gangrenosum) 


PRESENTATION  of  Patient:  The  pa- 
tient is  a 54-year-old  married,  white  fe- 
male admitted  to  the  hospital  with  a 
chief  complaint  of  fever,  malaise  and  exten- 
sion of  the  vaccination  site  on  her  left  shoulder. 
The  patient’s  past  medical  history  included 
adult-onset  diabetes  mellitus,  hypertension  and 
hypertensive  cardiovascular  disease.  In  1969, 
she  underwent  a left  radical  mastectomy  for 
carcinoma  of  the  breast.  One  month  prior  to 
admission  evidence  of  metastatic  disease  ap- 
peared in  the  form  of  a pathologic  rib  frac- 
ture, pulmonary  infiltrates  and  nodular  cu- 
taneous lesions  over  the  mastectomy  site. 

In  preparation  for  a trip  to  areas  of  Europe 
from  which  cases  of  smallpox  had  been  report- 
ed, the  patient  underwent  smallpox  vaccina- 
tion two  weeks  prior  to  admission.  The  scratch 
vaccination  progressed  to  normal  eschar  for- 
mation in  the  left  deltoid  region  until  five  days 
prior  to  admission  when  the  area  of  erythema 
extended  centrifugally  and  new  vesicles  and 
pustules  developed  in  contiguity  with  the  orig- 
inal lesion.  (FIG.  1)  This  was  followed  by 
the  development  of  non-contiguous  vesicular 
lesions  over  the  inner  aspect  of  the  left  biceps 
and  the  ventral  aspect  of  the  left  forearm. 
(FIG.  2)  Single  isolated  lesions  appeared 
on  the  left  anterior  tibial  surface  (FIG.  3) 
and  right  thenar  eminence.  This  was  accompa- 
nied by  the  development  of  generalized  malaise, 
anorexia,  easy  fatigability  and  a temperature 
of  102-103°  F. 

Physical  examination  on  admission  revealed  a 
temperature  of  103°  F,  and  pulse  rate  of 
112/min.  There  was  an  elliptoid  10  x 12  area 
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of  erythema  over  the  left  deltoid  containing  a 
large  white  eschar  with  central  area  of  necrosis 
measuring  4x4  cm.  (FIG.  1)  Multiple  pus- 
tules surrounded  the  eschar,  each  measuring 
from  0.5  to  2.0  cm  in  diameter.  The  inner 
aspect  of  the  left  biceps,  the  ventral  aspect  of 
the  left  arm  and  the  left  anterior  tibial  surface 
had  pustular  lesions  of  0.5  to  1.5  cm,  each 
situated  on  an  erythematous  base.  (FIGS.  2,3) 
The  hemoglobin  was  12.5  gms  % and  hema- 
tocrit 37.2%.  The  white-cell  count  was  8,700/ 
cm3  with  51%  neutrophils  (11%  band 
forms),  25%  lymphocytes,  12%  monocytes 


FIG.  1 Progressive  vaccinal  eschar  over  left  deltoid  region. 


February  1973  • The  Journal 


Progressive  Vaccinia — Raff 


FIG.  2 Metastatic  vaccinal  pustules  over  medial  aspect  of 
left  biceps. 


and  1 % eosinophiles.  Urine  analysis  revealed  4 
+ glycosuria  with  negative  ketones,  negative 
protein  and  there  were  2-4  white  blood  cells  per 
high-powered  field.  Her  fasting  blood  glucose 
was  175  mg%,  and  blood  urea  nitrogen  and 
electrolytes  were  within  normal  limits.  She  had 
an  SGOT  of  1,000  mu/ml,  LDH  of  500  mu/ 
ml,  CPK  of  50  mu/ml,  Alkaline  phosphatase 
was  150  mu/ml,  total  bilirubin  1.2  mg%,  crea- 
tinine 0.7  mg%,  and  total  protein  7.9  mg% 
and  albumin  of  4.5  mg%. 

Routine  cultures  obtained  from  the  surface  of 
the  major  eschar  grew  Staphylococcus  aureus. 
All  other  cultures, including  blood,  throat,  urine 
and  sputum  were  unrevealing.  Viral  cultures 
obtained  separately  from  each  of  the  lesions 
(eg.  one  from  the  eschar,  one  from  the  fore- 
arm, and  one  from  the  anterior  tibial  surface) 
grew  a virus  which  has  been  tentatively  iden- 
tified as  vaccinia  virus. 

After  a presumptive  diagnosis  of  progressive 
vaccinia  was  made,  the  patient  was  given  10 
cc  of  vaccinia  immune  human  globulin  (VIG). 
Serum  for  vaccinia  antibody  titers  was  ob- 
tained prior  to  and  immediately  following  the 
administration  of  vaccinia  immune  globulin  as 


well  as  six  weeks,  later,  but  the  results  are 
pending.  She  was  not  given  antibacterial  ther- 
apy as  it  was  felt  that  the  Staphylococcus  iso- 
lated was  a superficial  contaminant  and  secon- 
dary infection  was  not  evident  clinically.  The 
patient  gradually  defervesced,  becoming  afe- 
brile on  the  third  hospital  day.  At  the  time  the 
erythema  faded,  the  small  lesions  distal  to  the 
primary  eschar  healed  and  the  eschar  itself 
crusted  over  and  appeared  to  be  healing.  Six 
weeks  later  the  patient  has  only  a 2 x 3 cm 
crusted  lesion  surrounded  by  erythema  remain- 
ing at  the  original  site  of  vaccination.  (FIG.  4) 

Discussion 

Complications  of  smallpox  vaccination  may 
be  grouped  into  those  which  occur  due  to  dis- 
semination of  the  virus  from  the  site  of  inocula- 
tion and  those  which  result  from  other  circum- 
stances. Local  complications  include  secondary 
bacterial  infection  and  unusually  severe  reac- 
tions to  the  vaccination.  The  etiologic  agents  of 
secondary  infection  are  most  often  Staphylo- 
coccus aureus  and  Streptococcus  pyogenes,  the 
latter  occasionally  presenting  in  an  inapparent 
fashion  by  producing  a seropurulent  cellulitis 
hidden  beneath  the  crust  of  the  primary  vac- 


FIG.  3 Single  metastatic  vaccinal  lesion  on  left  anterior 
tibial  surface. 
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cinal  eschar.  Some  individuals,  either  through 
increased  susceptibility  to  the  virus,  due  to 
receipt  of  an  unusually  large  inoculum  of  virus, 
or  through  receipt  of  an  inoculum  of  height- 
ened pathogenic  potential,  develop  an  extensive 
necrotic  lesion  with  severe  peripheral  inflam- 
mation and  local  adjacent  lymphadenopathy. 
Healing  will  occur  spontaneously  but  may 
leave  a larger  residual  scar.  Neoplastic  growth 
can  occur  in  these  sites  in  later  years. 

Erythema  multiforme,  occurring  at  the  same 
time  as  the  reaction  at  the  site  of  vaccination 
can  appear  over  diffuse  areas.  It  may  be 
maculopapular,  vesicular  or  urticarial.  The 
vesicular  form  may  be  confused  with  dissemi- 
nated vaccinia.  The  intense  erythema  surround- 
ing the  lesions,  and  the  severe  pruritis  which 
occur  in  erythema  multiforme  serve  to  differen- 
tiate the  two  conditions.  The  erythema  multi- 
forme will  resolve  within  two  to  three  days 
without  the  use  of  anything  other  than  symp- 
tomatic treatment. 

Accidental  inoculation  of  vaccinia  virus  onto 
sites  other  than  those  intended  can  involve  ex- 
posed cutaneous  surfaces,  mucous  membranes 
or  the  eye.  The  two  former  situations  do  not 
usually  present  a major  problem,  will  heal 
without  residual  scarring,  and  can  be  managed 
symptomatically.  Vaccinia  keratitis  secondary 
to  intra-ocular  viral  deposition  is  a severe  and 
potentially  blinding  illness  which  can  be  treated 
with  the  local  application  of  5-iodo-2’ 
deoxyuridine  (IDU).  Vaccinia  immune  globu- 
lin should  not  be  used  in  this  condition  as 
clouding  of  the  cornea  occurs,  presumably 
through  the  deposition  of  antigen-antibody 
complexes.  VIG  may  be  effective  in  preventing 
extension  of  the  virus  onto  the  corneal  surface 
when  periorbital  seeding  has  occurred  without 
intra-ocular  disease.  In  either  event,  ophthal- 
mologic consultation  and  slit  lamp  examination 
is  warranted. 

Post-vaccinal  encephalitis  has  its  onset  ap- 
proximately 10  days  to  three  weeks  after  vac- 
cination. A meningoencephalitic  syndrome,  it 
does  not  appear  to  be  due  to  viral  dissemina- 
tion, but  rather  to  a hypersensitivity  phenom- 
enon, although  the  etiology  remains  unproven. 
Therapy  is  supportive  and  neither  VIG  or 
thiosemicarbazone  seem  to  have  been  effective 
in  the  few  rare  cases  in  which  they  have  been 
applied. 
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Three  complications  may  occur  due  to  dis- 
semination of  the  virus  from  the  primary  site  of 
inoculation.  Eczyma  vaccinatum  may  occur 
when  individuals  with  atopic  dermatitis  are 
vaccinated  or  have  the  virus  transferred  to  their 
skin  from  a recently  vaccinated  sibling  or  ac- 
quaintance. It  must  be  remembered  that  the 
atopic  individual  need  not  have  active  or  open 
dermal  lesions  for  this  to  happen,  and  that 
other  skin  conditions  may  also  predispose  to 
this  type  of  syndrome.  This  is  an  extremely 
severe  complication  and  should  be  treated  with 
VIG  and/or  thiosemicarbazone,  which  are  of 
proven  efficacy. 


FIG.  4 Healing  vaccinal  eschar  over  left  deltoid  region. 


Generalized  vaccinia  is  a condition  in  which 
the  primary  lesion  heals  and  vaccinal  lesions 
appear  over  the  body  between  one  to  two 
weeks  after  vaccination.  These  lesions  usually 
appear  simultaneously  and  heal  without  resi- 
dual scar  formation.  Multiple  crops  of  lesions 
can  develop  for  as  long  as  two  years  after 
vaccination,  but  this  is  rare.  The  rate  of  resolu- 
tion can  be  increased  and  incidence  of  re- 
crudescence decreased  by  the  use  of  VIG.  In 
any  event,  this  is  a relatively  benign  syndrome 
in  which  the  antivaccinal  antibody  response 
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has  been  delayed  but  eventually  rises  sufficient- 
ly to  eliminate  the  development  of  further 
lesions.  This  disease  should  be  distinguished 
from  erythema  multiforme,  as  described  above. 

Progressive  vaccinia,  synonymous  with  vac- 
cinia gangrenosum  and  vaccinia  necrosum,  has 
three  distinguishing  features,  two  of  which  were 
seen  in  today’s  case.  First,  there  is  extension  of 
the  area  of  the  primary  vaccination  with  the 
central  portion  of  it  becoming  necrotic.  The 
progression  may  involve  large  areas  of  skin, 
and  satellite  lesions  form  contiguous  to  the 
primary  eschar.  Secondly,  metastatic  viremic 
lesions  appear  as  vesicles  and  pustules  over 
various  areas  of  the  body.  If  untreated,  the 
third  characteristic,  slow  progression  with  deep 
tissue  invasion,  secondary  bacterial  infection, 
pneumonia  and  other  complications  lead  to  an 
eventually  fatal  termination.  Although  some  of 
those  who  develop  progressive  vaccinia  are  in- 
dividuals who  manifest  immunologic  deficien- 
cies, some  are  apparently  normal.  Since  the 
immune  response  to  viral  challenge  involves 
more  than  just  humoral  antibody  response  (eg. 
delayed  hypersensitivity  reactions  and  inter- 
feron formation)  it  may  not  be  possible  to 
identify  the  susceptible  individual  using  cur- 
rently available  techniques.  Patients  with 
malignant  diseases,  particularly  those  with 
hematologic  malignancies,  have  been  demon- 
strated to  have  acquired  immunologic  deficien- 
cy states.  It  is  entirely  possible,  and  perhaps 
even  likely  that  this  patient’s  underlying 
metastatic  breast  carcinoma  contributed  to  her 
susceptibility  to  progressive  vaccinia.  However 
this  remains  unproven  and  only  speculative. 

Therapeutic  considerations  include  both 
passive  immunization  with  vaccinia  immune 
globulin,  and  active  antiviral  therapy  with 
thiosemicarbazone.  The  former  material  is  pre- 
pared from  the  serums  of  recently  immunized 
individuals,  and  being  derived  from  human 
sources  is  free  of  the  risk  of  serum  sickness. 
The  recommended  dosage  of  VIG  for  the  man- 
agement of  accidental  inoculations,  generalized 
vaccinia  or  progressive  vaccinia  is  0.6  ml  per 
kg  of  body  weight.  A single  intramuscular  ad- 
ministration at  this  dosage  level  will  usually  be 
sufficient  to  manage  most  complications.  Larg- 
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er  doses,  repeated  administration  and/or  com- 
bined therapy  with  thiosemicarbazone  may  be- 
come necessary  however,  particularly  in  severe 
cases  of  progressive  vaccinia. 

Thiosemicarbazone  is  an  antiviral  agent 
whose  mode  of  action  is  not  fully  understood.  It 
is  apparently  effective  in  the  management  of 
progressive  vaccinia,  either  alone  or  in  com- 
bination with  VIG.  It  is  available  as  an  orally 
administered  preparation  which  may  be  poorly 
tolerated  due  to  nausea  and  vomiting.  The 
initial  recommended  dose  is  200  mg  per  kg  of 
body  weight  followed  by  50  mg  per  kg  every 
six  hours  for  three  days. 

Other  therapeutic  regimens  utilizing  either 
systemically  administered  IDU,  the  use  of  in- 
terferon inducers,  lymphocyte  transfusions  and 
the  use  of  lymphocyte  transfer  factor  remain 
purely  experimental  and  will  not  be  discussed 
further. 

In  summary,  the  reasons  for  individual  sus- 
ceptibility to  this  syndrome  remain  unclear, 
and  with  the  declining  usage  of  smallpox  vac- 
cination may  remain  that  way  for  some  time. 
Hopefully  however,  future  research  into  im- 
munologic mechanisms  may  serve  to  further 
our  understanding  of  deficiencies  in  this  area 
and  of  diseases  which  occur  as  a result  of  these 
deficiencies. 

Martin  J.  Raff,  M.D. 
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Professional  Standards  Review  Organization! 

Senator  Wallace  F.  Bennett* * 


I appreciate  the  privilege  you  have  extended  to  me 
to  speak  tonight  about  my  Professional  Standards 
Review  Organization  Amendment — a subject 
which  has  commanded  much  of  my  time  and  at- 
tention over  the  past  two  years.  Before  I describe 
it  in  detail,  I want  to  bring  you  up-to-date  on  its 
genesis,  its  history  and  its  present  status.  Before  I 
am  through  I will  also  want  to  touch  briefly  on 
another,  but  related,  subject — 'the  National  Health 
Plans  now  before  the  Congress. 

The  need  for  some  effective  mechanism  to  insure 
and  control  the  quality,  appropriateness  and  dura- 
tion of  medical  care  provided  under  government- 
sponsored  and  funded  programs  became  glaringly 
obvious  soon  after  the  twin  Medicare  and  Medi- 
caid programs  became  law.  Costs  skyrocketed  far 
above  original  estimates  and  the  ultimate  shocker 
was  a forecast  that  unless  some  workable  control 
system  was  discovered — over  the  next  25  years — the 
excess  of  costs  over  estimates  on  Medicare  alone 
would  reach  $242  billion. 

To  its  great  credit,  the  AMA  responded  to  that 
need  by  suggesting  an  important  concept — the  Peer 
Review  Organization,  and  it  is  important  to  remem- 
ber that  my  PSRO  is  basically  an  adaptation  of  that 
idea  intended  to  permit  its  practical  administration 
by  the  Federal  government,  while  preserving  the 
greatest  possible  reliance  on  practicing  physicians. 

While  the  AMA's  proposal  gave  us  a basic  con- 
cept on  which  to  build,  it  left  us  with  some  funda- 
mental questions  of  policy,  not  the  least  of  which 
was  the  decision  as  to  whether  any  private  associa- 
tion, organized  for  the  self-interest  of  its  members, 
should  be  given  the  power  to  administer  Federal 
law  under  which  those  interests  might  come  into 
conflict  with  those  of  the  general  public.  The  com- 
mon phrase  used  over  and  over  by  opponents  of 
the  idea  is  that  the  fox  should  not  be  put  in  charge 
of  the  hen  house.  You  and  I know,  (and  my  PSRO 
amendment  is  based  on  my  faith),  that  most  phy- 
sicians are  responsible  men.  But  unfortunately, 
enough  exceptions  keep  making  the  headlines  to 
make  the  public  uneasy.  This  very  week,  in  Washing- 
ton, the  papers  are  carrying  the  story  of  four  doctors 
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who  averaged  $100,000  last  year  on  Medicaid  patients 
alone,  and  54  others  who  received  more  than  $20,000 
from  the  same  source.  Allowing  the  maximum  rate 
for  each  patient  treated,  one  doctor  would  have  had 
to  work  13  hours  a day,  365  days  a year  just  to  cover 
his  Medicaid  patients,  but  he  also  works  20  hours 
a week  for  the  D.C.  Mental  Health  Department  and 
20%  of  his  total  patient  load  is  non-Medicaid. 

I will  agree  that  this  example  is  extraordinary, 
but  revelations  like  this  have  a tremendous  impact 
on  public  opinion. 

We  would  be  kidding  each  other  if  we  were  to 
deny  that  many  Americans  are  suspicious  of  all 
private,  professional  and  industrial  organizations, 
including  organized  medicine.  Any  approach  to  re- 
view which  delegated  responsibility  to  privately  or- 
ganized medicine  without  real — as  opposed  to  ap- 
parent— government  safeguards,  would  in  my  opinion, 
be  unacceptable  to  both  Congress  and  the  public  at 
this  point  in  time. 

The  Professional  Standards  Review  Organization 
approach,  to  my  mind,  provides  an  opportunity  for 
medicine  to  earn  organizationally  the  kind  of  trust 
that  most  doctors  have  earned  individually. 

How  does  PSRO  differ  from  PRO?  It  seeks  to 
create  a practical  partnership  between  government 
and  medicine  for  the  protection  of  each— and  to 
produce  the  best  and  most  appropriate  service  to  the 
medical  patient. 

The  government — through  the  Secretary  of  HEW 
— properly  has  the  ultimate  responsibility  for  review, 
but  the  amendment  imposes  upon  him  a commitment 
to  give  first  priority  to  the  delegation  of  responsibility 
for  professional  review  of  health  care  services  to 
organizations  of  physicians  especially  organized  for 
the  purpose.  To  such  an  organization  would  be  given 
complete  responsibility  for  evaluating  and  ruling  upon 
the  medical  necessity  of  care,  determining  whether 
the  care  was  provided  in  accordance  with  profes- 
sional standards,  and  where  medically  appropriate, 
encouraging  the  attending  physician  to  use  less  costly 
sites  and  modes  of  treatment. 

I think  it  is  essential  to  note,  at  this  point,  that 
under  no  circumstances  do  the  responsibilities  of 
PSRO  reviewers  include  an  evaluation  of  fees,  costs 
or  methods  of  reimbursement.  These  are  covered  by 
the  contract  between  HEW  and  the  carriers.  The 
Senate  version  of  H.R.l  creates  the  new  office  of 
Inspector-General,  and  it  is  my  understanding  that 
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he  will  have  the  ultimate  responsibility  for  auditing 
these. 

PSRO  requires  the  broadest  possible  involvement 
of  practicing  physicians  as  reviewers  serving  on  a 
rotating  basis.  Its  thrust  is  informational  and  educa- 
tional— not  punitive.  To  my  mind,  the  original  PRO 
constituted  an  expression  of  concern  on  the  part  of 
organized  medicine  in  the  face  of  a pressing  need 
for  expanded  medical  review  activity.  Medicine  is 
to  be  commended  for  that  concern.  Professional 
Standards  Review  Organization  legislation  encom- 
passes the  AMA’s  PRO  objectives  but  substantially 
expands  its  responsibilities  and  contains  added  neces- 
sary and  appropriate  public  interest  safeguards. 

When  Congress  passed  Medicare  and  Medicaid  in 
1965,  we  instituted  a system  of  Government  health 
care  financing  patterned  in  good  part  after  private 
insurance,  and  we  placed  many  buffers  between  Gov- 
ernment and  medicine.  This  seemed  appropriate  to 
me,  because  I do  not  believe  that  Government  should 
become  involved  with  details  of  day-to-day  medical 
practice  if  appropriate  non-governmental  alternatives 
are  available. 

I was  then — and  I remain — convinced  that  the 
Government  and  its  agents  do  not  have  the  capacity 
to  effectively  and  appropriately  audit  medical  care 
provided  under  the  Federal  programs.  Aside  from  the 
question  of  whether  Government  could  effectively 
audit  the  need  for  and  the  quality  of  medical  services, 

I had  doubts  as  to  whether  Government  should  per- 
form those  functions.  It  seemed  to  me  that  the  key 
to  making  a review  system  workable  and  acceptable 
was  the  practicing  physician. 

There  is  obvious  merit  in  placing  review  responsi- 
bilities with  those  best  able  to  decide  whether  care  is 
necessary  and  of  proper  quality — the  practicing  physi- 
cians themselves — as  opposed  to  lodging  those  respon- 
sibilities with  Government  agencies  or  insurance  com- 
panies, even  though  the  men  actually  employed  to  do 
the  reviewing  might  be  physicians.  Obviously,  such 
employees  would  either  have  retired  or  would  have  to 
retire,  and  would  have  already  lost — or  soon  would 
lose — their  touch  with  medicine’s  rapidly  changing 
science.  Moreover,  such  reviews  would  reflect  the 
necessarily  limited  experience  of  one  man — while  the 
PSRO  concept,  based  on  a large  rotating  group  can 
bring  to  bear  any  or  every  specialty  needed  in  any 
particular  case. 

Starting  with  these  goals,  the  actual  drafting  of  the 
amendment  began.  During  that  work  we  sought  to 
build  an  effective  system  of  comprehensive  review 
based  upon  traditional  private  medical  practice. 

The  idea  of  using  provider,  practitioner  and  patient 
profiles  was  incorporated  because  of  the  successful 
use  of  those  review  tools  in  medical  society-sponsored 
foundations  in  California  and  elsewhere.  Emphasis 
in  the  amendment  upon  relating  institutional  care  re- 
view to  length-of-stay  norms,  also  grew  out  of  the 
successful  experience  in  the  use  of  that  type  of  yard- 
stick by  the  California  foundations,  individual  hospi- 
tals and  other  third-party  payment  programs.  As  you 
know,  data  on  hospital  utilization  related  to  age  and 
diagnosis  have  been  developed  and  are  maintained 


on  a current  basis  by  the  Commission  on  Professional 
and  Hospital  Activities  incorporating  the  actual  ex- 
perience of  more  than  55  million  hospital  admissions. 

After  months  of  effort,  the  amendment  was  ready 
to  be  introduced.  It  was  offered  well  in  advance  of 
formal  consideration  of  the  Social  Security  bill  of 
1970.  I introduced  the  amendment  early  so  that  all 
parties  in  the  health  care  field  could  give  it  careful 
and  constructive  consideration. 

Obviously  the  amendment,  if  enacted,  would  have 
major  impact  upon  medical  practice.  It  was  expected 
that  interested  organizations  would  use  the  opportuni- 
ty provided  by  this  early  introduction  to  evaluate  the 
proposal  and  then  offer  their  comments  and  sugges- 
tions in  testimony  before  the  Finance  Committee  last 
fall.  Indeed,  this  is  exactly  what  occurred.  I have  had 
many  conferences  with  representatives  of  AMA-AHA- 
state  medical  associations-Blue  Shield-representatives 
of  other  health  care  practitioners,  as  well  as  with 
physicians  practicing  individually  and  as  members  of 
various  group  practice  programs — including  HMO’s. 
In  addition,  during  its  formal  consideration  of  the 
amendment,  the  Senate  Finance  Committee  received 
and  reviewed  pertinent  testimony  from  a variety  of 
concerned  individuals  and  organizations.  Realizing  the 
validity  of  some  of  the  recommendations,  we  made 
some  important  modifications  in  the  original  text  of 
the  amendment.  In  this  modified  form  it  was  ap- 
proved by  the  Committee  and,  ultimately,  the  full 
Senate,  in  1970,  and  again  in  a further  up-dated  ver- 
sion by  the  Committee  this  year. 

Among  the  important  changes  was  increased  em- 
phasis upon  the  continuing  use  of  existing  in-house 
institutional  utilization  review  mechanisms,  which 
could  be  accepted  if  they  were  judged  satisfactory  in 
performance  by  the  PSRO.  Another  change  resulted 
in  a modification  of  the  prior  approval  requirement 
for  elective  hospital  admissions  so  as  to  limit  the  re- 
quirement of  prior  approval  in  those  diagnoses,  practi- 
tioners or  institutions  where,  on  the  basis  of  past 
performance,  the  PSRO  believed  prior  approval  nec- 
essary to  adequately  control  utilization. 

The  Committee  expected  that  PSRO’s  would  not 
indiscriminately  accept  hospitals  in-house  review  or 
avoid  requiring  prior  approval,  with  respect  to  elec- 
tive admissions.  Indiscriminate  and  blanket  acceptance 
by  a PSRO  of  in-house  hospital  review  would  proba- 
bly be  reflected  in  overall  poor  performance  results 
by  that  PSRO.  Common  sense  and  realistic  evaluation 
should  be  the  PSRO  approach  in  determining  the 
effectiveness  of  in-house  review,  hospital-by-hospital. 
Of  course,  hospitals  with  inadequate  internal  review 
would  be  encouraged  to  upgrade  their  activities  to 
the  point  where  such  review  could  be  accepted  by 
the  PSRO  and  thereby  avoid  the  necessity  for  the 
PSRO  to  duplicate  the  hospitals’  review  work. 

Priority  under  the  amendment  must  be  given  in 
every  case  and  every  area  to  designating  as  the  PSRO 
an  organization  representing  a substantial  proportion 
of  practitioners,  assuming  that  the  organization  is 
willing  to  undertake  the  effort  and  meets  the  neces- 
sary requirements.  As  far  as  I am  concerned,  to  do 
less  would  seriously  impair  our  offer  to  organized 
medicine;  that  is,  “If  you  are  willing  and  capable  of 
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undertaking  necessary  comprehensive  review  in  ac- 
cordance with  our  conditions,  we  in  turn  will  give 
your  profession  the  first  opportunity  and  resources 
to  monitor  itself.” 

If  not  a vigorous  PSRO,  then  what?  What  are  the 
alternatives,  and  will  they  work  any  better?  Let’s  look 
at  each  briefly: 

1.  Let’s  adopt  the  PSRO  idea,  and  then  just  give 
lip  service  to  it.  In  my  opinion,  this  will  not  work. 
The  stakes  are  too  high  and  public  concern  and  scru- 
tiny too  great  for  anyone  to  delude  himself  that  a 
pro  forma  PSRO  operation  will  be  acceptable.  I 
certainly  hope  that  some  medical  organizations  will 
not  make  the  mistake  of  regarding  PSRO  as  a means 
of  getting  the  Government  and  the  public  off  their 
backs  by  virtue  of  a minimum  of  effort  and  a maxi- 
mum of  appearance.  It  is  too  late  in  the  day  for  that. 
Substance,  not  form,  will  be  the  test  of  a PSRO.  Per- 
formance and  professionalism  will  be  the  criteria  of 
judgment. 

2.  Let’s  push  for  the  original  PRO  idea — with 
control  of  review  in  the  hands  of  the  state  medical 
societies.  My  early  opinion  that  this  would  not  be 
either  politically  or  practically  possible  led  to  the 
development  of  the  modification  of  PRO  into  PSRO 
in  the  first  place — and  that  opinion  has  grown  much 
stronger  as  the  Committee  and  I have  studied  the 
problem. 

Medical  societies  are  involved  in  varying  degrees 
with  the  whole  gamut  of  physician  concern — including 
the  matter  of  payments.  Sometimes,  they  are  even 
indirectly  involved  in  political  questions.  The  PSRO 
on  the  other  hand,  has  a much  narrower  sphere  of 
direct  operating  interest:  namely,  the  appropriateness 
and  quality  of  medical  care.  Also,  as  you  know,  again 
in  varying  degrees,  medical  societies  do  not  include 
all  practicing  physicians  as  members.  A PSRO,  in 
contract,  must  be  absolutely  open  to  all  practicing 
physicians  without  membership  or  dues  requirements 
whatsoever.  Conceivably,  there  is  also  the  possibility 
that  if  PSRO  responsibilities  were  vested  in  a medical 
society  it  could  use  that  power  as  leverage  to  implicit- 
ly or  explicitly  coerce  non-members. 

The  Chief  of  Anesthesiology  of  a very  large  medi- 
cal group  on  the  West  Coast  posed  the  problem  rather 
succinctly  in  a recent  letter  to  the  Executive  Director 
of  the  medical  group.  He  said: 

“As  for  myself,  I know  that  I will  never  accept 
any  review  of  my  practice  by  the  county  medical 
society.  They  have  been  too  overt  in  their  prejudice 
against  me  personally  by  not  permitting  me  to  become 
a member  for  eight  years.  We  must  not  simply  ac- 
cept these  government  rulings,  which  place  consider- 
able power  in  the  hands  of  organizations  which  for 
years  have  fought  us  in  so  many  ways.  They  are 
still  full  of  prejudices  toward  us,  and  often  try  to 
damage  us  in  the  eyes  of  the  public  by  derogatory 
remarks  and  letters  about  our  physicians  and  our 
organizations.” 

You  and  I know  that  the  type  of  situation  described 
by  the  good  doctor  has  occurred.  I seriously  doubt 
that  it  occurs  to  any  serious  extent  today — but  it  is 
possible — and  it  would  be  intolerable  in  any  organiza- 


tion to  which  the  Federal  Government  delegated  re- 
view responsibility.  A PSRO,  independent  of  any 
privately  run  medical  society,  would  help  minimize 
unfortunate  memories  and  possibilities. 

Additionally,  a separate  legal  structure  for  the 
PSRO’s  also  permits  extension  of  malpractice  exemp- 
tion in  clear  fashion  and  affords  generally  clear-cut 
legal  relationships  which  might  be  blurred  and  a 
problem  if  merged  with  medical  societies  overall 
operations. 

County  medical  societies  or  groupings  of  county 
societies  and  state  societies — particularly  in  smaller 
states — would  in  many  cases  be  the  logical  spark- 
plugs and  sponsors  of  separate  PSRO  organizations. 
This  has  been  done  in  my  own  state  of  Utah. 

The  emphasis  throughout  the  PSRO  amendment 
is  establishment  of  review  organizations  of  proper 
size  at  local — not  state — levels  unless  that  state  is 
too  small  to  support  anything  but  a statewide  organi- 
zation. 

3.  A third  alternative  that  has  been  suggested 
would  be  to  turn  the  review  process  over  to  the  car- 
riers and  intermediaries.  I’m  sure  this  would  not  work 
either. 

The  responsibilities  of  the  PSRO  organization  are 
strictly  those  which,  to  my  mind,  involve  non-negoti- 
able  professional  medical  judgments. 

By  non-negotiable,  I mean,  for  example,  that  the 
medical  necessity  of  surgery  is  not  an  item  of  bar- 
gaining between  a third-party  payer  and  doctors.  The 
question  of  the  necessity  of  surgery  is  strictly  one  of 
medical  judgment.  But  the  amount  to  be  paid  for 
that  surgery  by  a third-party  can  legitimately  be  dis- 
cussed and  negotiated  by  physicians  and  non-phy- 
sicians. PSRO’s  should  not  be  involved  with  the 
amount  of  payment  for  a given  service  but  rather 
its  necessity.  And,  obviously,  government  cannot  hand 
over  a book  of  signed  checks  drawn  on  the  Treasury 
and  ask  the  payees  to  fill  in  the  amounts! 

4.  A fourth  alternative  would  be  to  approve  the 
PSRO  idea  only  for  a pilot  or  trial  test.  This  is  the 
approach  contained  in  H.R.l  as  passed  by  the  House. 
But  events  and  time  have  made  this  unnecessary,  and 
I believe  that  when  we  get  to  conference  the  House 
conferees  will  abandon  this  position. 

The  reason  for  this  is  that  several  such  trials  have 
already  been  made.  The  most  significant  has  been  in 
New  Mexico — a small  state  with  only  800  physicians. 
Here  the  state  medical  society  sponsored  the  New 
Mexico  Foundation  for  medical  care  which  in  turn 
assembled  a PSRO  and  reviewed  every  Medicaid  case. 
The  results  were  phenomenal. 

A prototype  PSRO,  which  has  been  operating  in 
New  Mexico  since  September  of  last  year,  has  already 
shown  some  very  encouraging  results.  The  New  Mexi- 
co Medicaid  program  is,  for  the  first  time,  being 
run  within  its  budget  this  fiscal  year.  In  fact,  the 
program  has  been  so  well  controlled  that  the  state 
has  been  able  to  expand  the  services  which  it  offers 
under  its  Medicaid  program  and  still  remain  within 
its  Medicaid  budget.  In  addition,  I understand  that 
they  intend  very  soon  to  increase  their  payments  to 
physicians  under  Medicaid.  Physicians  had  been  paid 
at  the  51st  percentile  of  usual  and  customary  charges, 
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and  this  will  soon  be  raised  to  the  75th  percentile. 
These  cost  savings  have  stemmed  directly  from  the 
Professional  Standards  Review  activities. 

One  review  activity  has  been  the  institution  of  a 
requirement  for  prior  approval  of  elective  surgical 
procedures  under  Medicaid.  When  this  prior  approval 
was  first  initiated  last  fall,  about  200  requests  a week 
for  elective  surgery  were  received  by  the  review  or- 
ganization. Of  these,  about  100  were  approved,  50 
were  denied  and  the  remaining  50  were  returned  for 
further  information.  The  reviewers  at  the  New  Mexico 
foundation  were  fascinated  to  observe  that,  during 
the  course  of  a few  months  following  the  institution 
of  prior  approval,  they  were  still  approving  about 
100  surgical  procedures  a week,  though  the  number 
of  requests  for  approval  had  dropped  to  approximate- 
ly 150. 

In  the  area  of  nursing  home  care,  the  physicians  in 
the  New  Mexico  foundation  instituted  a careful  re- 
view of  all  nursing  home  patients  in  New  Mexico. 
They  found  that  some  30%  of  the  patients  in  these 
institutions  did  not  need  institutional  care,  and  the 
state  had  begun  to  develop  alternate  placement  for 
these  people,  using  boarding  homes,  rental  housing 
and  home  health  services. 

Detailed  statistics  on  the  effect  of  review  activities 
on  hospitalization  in  New  Mexico  are  not  yet  avail- 
able because  the  intermediary  did  not  have  good 
base  line  data  to  measure  against.  However,  in  the 
neighboring  state  of  Colorado,  accurate  base  line 
data  were  available.  Comparable  hospital  review  ac- 
tivities by  the  Colorado  Medical  Foundation  showed 
a decreased  length  of  stay  for  Medicaid  patients  of 
over  one  day  per  admission.  The  average  length  of 
stay  prior  to  the  institution  of  review  activities  for 
a Medicaid  patient,  was  6.1  days;  this  dropped  to 
4.9  days.  Along  with  this,  there  was  approximately 
a 10%  decrease  in  Medicaid  admissions. 

Georgia  has  had  a similar  experience — a review 
of  Medicaid  patients  in  nursing  homes  revealed  that 
at  least  20%  of  all  patients  in  comprehensive  care 
facilities  could  be  transferred  to  less  expensive  facili- 
ties. 

The  oldest  pilot  program  has  been  operated  in 
California.  The  San  Joaquin  Foundation’s  records 
show  that  its  review  process  reduced  Medicare  costs 
20%  in  1968 — its  first  year — and  14%  each  year 
thereafter. 

Every  pilot  program  has  produced  positive  results. 
In  my  opinion  no  further  tests  are  needed. 

5.  Turn  over  the  review  process  directly  to  an 
agency  of  government — either  HEW  itself — or  some 
appropriate  state  health  agency. 

The  weaknesses  and  disadvantages  of  this  should 
be  self-evident.  I have  already  pointed  out  the  limita- 
tions inherent  in  using  non-practicing  physicians  as 
reviewers.  To  this  must  be  added  the  inescapable 
rigidity  of  bureaucracy — the  self-protecting  timidity 
that  infects  civil  servants  and  the  dangers  of  distance 
between  the  reviewers  and  the  reviews. 

As  a matter  of  fact,  the  Bennett  amendment  re- 
luctantly provides  for  this  solution,  but  it  can  only 
come  into  being  in  an  area  where: 
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1.  The  local  physicians  are  unwilling  or  unable  to 
form  a PSRO  group. 

2.  If,  after  creating  a PSRO  group,  they  fail  to 
function  effectively.  The  bill  requires  the  secretary 
to  give  better  priority  and  initiative  to  the  local  prac- 
ticing physicians  and  he  can  only  step  in  when  they 
fail  to  act. 

Our  experience  with  Medicare  and  Medicaid  have 
demonstrated  the  need  to  monitor  the  quality  and 
appropriateness  of  the  medical  care  they  provide. 
The  Senate  Finance  Committee  has  taken  a second 
look  at  the  Bennett  amendment  in  its  latest  modified 
form,  and  written  it  into  this  year’s  bill  by  a near 
unanimous  vote.  Since  the  whole  Senate  approved  it 
in  1970,  we  can  expect  it  to  be  approved  again,  par- 
ticularly since  we  have  had  dramatic  demonstrations 
of  its  value  in  California,  New  Mexico,  Georgia  and 
elsewhere.  I frankly  think  the  question  is  no  longer 
“if’  but  “when.”  And  it  is  obvious  that  the  “when” 
is  1972. 

Because  the  bill  on  which  we  are  working  (H.R.l) 
affects  only  Medicare,  it  follows  that  the  review  proc- 
ess it  sets  up  will,  by  law,  involve  only  a small  frac- 
tion of  most  physicians’  total  practice  and  number  of 
patients. 

The  final  alternative  is  supported  by  those  who 
want  no  law  requiring  review.  Some  resent  any  scru- 
tiny of  their  practice — others  think  existing  hospital 
review  is  good  enough.  The  very  fact  that  hospitals 
had  established  in-house  review  programs  is  proof  of 
their  need.  There  is  also  evidence  that  the  very  exist- 
ence of  the  AMA-PRO  program  and  the  Bennett 
PSRO  Amendment  has  served  to  stiffen  and  toughen 
the  existing  review  mechanisms  because  hospital  over- 
utilization has  already  begun  to  come  down.  But  in 
my  opinion — unless  the  review  requirement  is  written 
into  law,  and  broadened  to  cover  services  outside 
the  hospitals — these  excesses  will  sneak  up  again. 

We  on  the  Finance  Committee  have  looked  at  all 
these  alternatives  and  feel  that  none  will  work  as 
well  as  PSRO  to  protect  the  patient,  the  physician  and 
the  bill-paying  government. 

At  first  the  benefits  of  PSRO  will  be  limited  to 
Medicare  patients,  but  once  established  they  soon 
carry  over  to  produce  improvement  of  the  services  to 
all  other  patients — public  or  private.  In  fact,  it  will 
immediately  affect  another  new  service  which  will 
most  probably  be  included  in  H.R.l  when  it  is  re- 
ported out  by  the  Committee.  I refer  to  Chairman 
Russell  Long’s  idea  for  coverage  of  catastrophic  illness 
for  everybody.  Since  its  benefits  are  triggered  after 
the  60th  day’s  hospital  stay,  it  is  obvious  that  a care- 
ful review  must  have  been  conducted  immediately 
preceding  that  event- — and  since  the  catastrophic  pro- 
vision it  adopted  will  become  a section  of  the  Medi- 
care law,  it  automatically  becomes  subject  to  PSRO 
review.  But  PSRO  will  become  absolutely  essential 
if  and  when  a few  years  from  now  Congress  adopts 
any  one  of  the  several  general  health  plans  that  have 
been  introduced,  or  any  variation  or  combination 
thereof.  Since  people  as  far  apart  as  President  Nixon 
and  Senator  Kennedy  have  sponsored  legislation  for 
this  purpose,  I’m  sure  it  is  only  a matter  of  time 
before  the  basic  idea  of  health  care  for  everybody 
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will  be  adopted  in  some  form — and  when  that  hap- 
pens, any  mechanism  we  adopt  now  to  review  the 
quality  and  appropriateness  of  all  medical  care  will 
become  a vital  and  integral  part  of  the  practice  of 
medicine.  By  seizing  the  opportunities  for  participa- 
tion which  the  Bennett  amendment  gives  to  all  prac- 
ticing physicians — you  will  be  acting  to  preserve  your 
personal  freedom  as  well  as  the  high  standards  of 
your  profession. 

To  summarize  quickly,  the  intervention  of  govern- 
ment into  health  care  is  an  accomplished  fact.  First 
Kerr  Mills — then  Medicaid — now  Medicare  and  to- 


morrow some  system  to  cover  everybody.  Excesses 
of  over-utilization  and  unnecessary  procedures,  while 
fortunately  limited,  validate  the  need  for  adequate 
medical  review.  This  should  be  done  only  by  physi- 
cians and  under  my  PSRO  all  practicing  physicians 
will  have  a chance — the  first  chance  to  participate 
in  the  process.  This  is  the  path  to  free  medicine — 
the  alternatives — review  by  government  agencies  or 
carriers  lead  only  to  bureaucratic  tyranny,  which  I 
am  as  anxious  to  prevent  as  you  are.  This,  then,  is 
my  case  for  the  Bennett  PSRO  Amendment.  I hope 
you  will  accept  and  support  it. 


Chicago  Medical  Society’s 

MIDWEST  CLINICAL  CONFERENCE 

and  the 

Illinois  State  Medical  Society 
ANNUAL  MEETING 

March  25-28,  1973  — Conrad  Hilton  Hotel — Chicago 

Now  Bigger  and  Better  Than  Ever 

Programmed  with  the  cooperation  of  30  Specialty  Societies 

• Full-Day  Trauma  Session  • Scientific  and  Technical  Exhibits 

• Fully-Accredited  Instruction  Courses  • Plus  Special  Events  and  Functions 

• Continuous  Medical  Film  Program 

Write  for  Full  Details 

Chicago  Medical  Society,  310  S.  Michigan  Avenue 
Suite  1616 

Chicago,  Illinois  60604 
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Medicare:  Concepts 

IN  just  a few  months,  the  Medicare  pro- 
gram will  have  been  in  operation  for  seven 
years.  Few  would  deny  that  it  has  been 
a boon  to  the  elderly  in  helping  them  meet  the 
steadily  rising  costs  of  health  care.  Most  would 
also  concede  that  the  medical  profession  gen- 
erally  has  cooperated  in  making  Medicare 
work — as  well  as  it  has. 

In  spite  of  this,  however,  there  are  many 
who  are  unhappy  with  Medicare.  The  elderly, 
and  their  relatives,  are  dissatisfied  because  they 
have  learned  that  Medicare  does  not  pay  all 
of  their  medical  expenses,  contrary  to  what 
they  had  been  led  to  believe  when  the  program 
was  adopted  by  Congress.  This,  we  believe,  is 
the  fault  of  the  government  in  failing  to  ex- 
plain, in  laymen’s  terms,  the  limitations  of 
coverage  written  into  the  law  and  its  regula- 
tions. 

Many  physicians  are  unhappy  with  Medi- 
care, not  only  because  of  the  arbitrary  limi- 
tations placed  on  fees  under  Part  B of  the 
program,  but  because  the  claims  of  their  pa- 
tients for  Part  A benefits  are  sometimes  denied 
on  the  basis  that  they  are  for  non-covered  ser- 
vices. 

This  discontent  is,  likewise,  due  to  a mis- 
understanding of  the  law,  as  well  as  the  tradi- 
tional resentment  toward  anyone  outside  the 
profession  questioning  one’s  medical  judgment. 
There  really  seems  to  be  less  excuse  for  these 
misconceptions  on  the  part  of  the  profession 
fin  comparison  to  the  public)  except  for  the 
propensity  of  the  average  physician  to  make 
liberal  use  of  File  13  for  anything  on  a Medi- 
care letterhead. 

It  might  be  worthwhile,  then,  to  repeat  a 
few  of  the  basic  concepts  related  to  the  admin- 
istration of  Medicare. 

1.  Medicare  was  not  designed  to  pay  all  health  care 
costs  for  those  over  65. 

2.  The  Medicare  regulations,  having  the  force  of 
law,  are  written  by  the  Social  Security  Admin- 
istration— not  by  the  Intermediary. 


and  Misconceptions 

3.  The  Intermediary  is  legally  obligated  to  abide 
by  the  regulations  and  does  not  have  the  priv- 
ilege of  making  exceptions,  no  matter  how  worth- 
while they  may  seem  on  moral,  social  or  emo- 
tional grounds. 

4.  The  funds  disbursed  by  the  Intermediary  are 
not  Blue  Cross  or  Metropolitan  funds — they 
are  government  (tax)  dollars. 

5.  In  making  a determination  to  deny  benefits  on 
a Medicare  claim,  the  Intermediary  is  not  ques- 
tioning the  medical  judgment  of  the  physician — 
it  is  merely  fulfilling  its  obligation  to  determine 
whether  or  not  the  services  were  “covered”  un- 
der the  law.  Medicare  funds  cannot  be  disbursed 
for  “non-covered”  services  no  matter  how  im- 
portant or  desirable  they  were  in  the  eyes  of 
the  physician. 

There  are  fairly  definite  criteria  utilized  in 
making  these  determinations.  Recognizing  that 
the  Intermediary  does  not  have  the  advantage 
of  personal  contact  with  the  patient,  but  must 
base  its  judgments  on  the  medical  records  made 
available  to  it,  emphasis  is  given  to  the  impor- 
tance of  accurate  documentation  of  the  services 
rendered  to  the  patient. 

Foremost  among  these  criteria  is  that  the 
services  must  be  medically  reasonable  and  nec- 
essary in  the  diagnosis  and/or  treatment  of  the 
illness  or  injury  for  which  the  patient  is  hos- 
pitalized. This  effectively  rules  out  routine  phy- 
sical check-ups,  routine  laboratory  tests  (e.g., 
SMA,  VDRL,  Pap  smears)  not  required  by  the 
JCAH,  and  any  screening  procedure  not  re- 
lated to  the  patient’s  complaints  or  disease. 

In-hospital  benefits  may  be  paid  for  care 
in  an  acute  hospital  if  the  condition  of  the 
patient  requires: 

1.  Continuous  skilled  nursing  services 

2.  The  constant  availability  of  a physician, 
and 

3.  The  sophisticated  facilities  and  equipment 
usually  found  only  in  a hospital.  Such  benefits 
cannot  be  paid  if  the  patient  requires  only 
“custodial  care”,  e.g.,  bathing,  feeding,  oral 
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medications,  assistance  in  and  out  of  bed,  etc., 
even  if  these  services  are  rendered  by  skilled 
personnel. 

Keeping  these  criteria  in  mind  when  caring 
for  a patient,  or  when  serving  on  a utilization 
review  committee,  should  serve  a two-fold  pur- 
pose: 

1.  Reduce  the  degree  of  misunderstanding 


PS 

In  the  midst  of  the  commitments  of  many 
committees,  the  founding  of  many  Founda- 
tions, and  a generally  high  titer  of  medical 
Angst  throughout  the  state,  it  ought  to  be  a 
propitious  time  now  to  bring  forth  as  much 
factual  data  as  possible  concerning  Professional 
Standards  Review  Organizations. 

At  our  KMA  Interim  Meeting  in  Somerset 
last  April,  several  speakers  addressed  them- 
selves to  the  potentials  likely  to  be  generated  at 


of  Medicare  and  its  administration  on 
the  part  of  both  physicians  and  patients, 
and 

2.  Reduce  the  number  of  retroactive  denial 
of  benefits  resulting,  in  many  instances, 
from  these  misconceptions. 

HBA 


RO 

the  government-medicine  interface  in  the  near 
future;  and  one  of  the  gentlemen  was  the  sena- 
torial sponsor  of  a Social  Security  amendment 
at  that  time.  Since  he  spoke,  his  bill  has  become 
law;  and  his  explanation  of  that  bill  to  us,  as 
physicians,  therefore  takes  on  considerable 
meaning. 

On  page  96,  gentlemen,  Senator  Wallace  F. 
Bennett. 

WHj 
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Authoritative  Speakers  To  Challenge  Physicians 
Attending  the  1973  KMA  Interim  Mtg.  March  29-30 


The  1973  KMA  Interim  Meeting  will  again  fea- 
ture many  outstanding  and  authoritative  speakers 
at  the  two-day  session  held  March  29-30  at  Lake 
Barkley  Lodge  in  Cadiz. 


Vice-Speaker  of  the  American  Medical  Association 
House  of  Delegates,  Tom  Nesbitt,  M.D.,  Nashville, 
will  join  out-of-state  and  Kentucky  physicians  and 
leaders  in  discussing  “The  Challenges  of  Health  Care 
Delivery.”  Doctor  Nesbitt  will  present  AMA’s  views 
on  Thursday  morning,  March  29,  following  a panel 
discussion  on  “Some  Approaches  to  Health  Care 
Delivery.”  The  panel,  moderated  by  Walter  I.  Hume, 
Jr.,  M.D.,  Louisville,  will  include  presentations  by 
Leslie  W.  Blakey,  M.D.,  Lexington;  George  F. 
Brockman,  M.D.,  Greenville;  W.  Neville  Caudill, 
M.D.,  Louisville,  and  Dan  A.  Martin,  M.D.,  Madi- 
sonville. 

How  Kentucky  measures  up  in  health  manpower, 
costs  and  insurance  will  be  the  next  program  topic. 
Joseph  Hamburg,  M.D.,  Lexington;  Lowell  H.  Steen, 
M.D.,  Hammond,  Ind.,  and  Harold  B.  McGuffey, 
Kentucky  Commissioner  of  Insurance,  will  deal  with 
these  aspects. 

The  annual  dinner  and  keynote  address  will  be  held 
on  Thursday  evening  preceding  a social  hour  hosted 
by  the  Pennyrile  Medical  Society. 

“Health  Care”  will  be  Friday  morning’s  theme 
and  physicians  will  hear  viewpoints  from  consumers, 
hospitals  and  Congress:  Robert  V.  Bullock,  Kentucky 
Assistant  Attorney  General;  Wade  Mountz,  President, 
Norton-Children’s  Hospital,  Louisville;  John  H.  Budd, 
M.D.,  Member,  AMA  Board  of  Trustees;  James  W. 
Foristel,  LLB,  AMA  Washington  Office,  and  Robert 
E.  Rinehiemer,  President,  Pennsylvania  Blue  Shield. 

David  A.  Hull,  M.D.,  Lexington,  President,  Ken- 
tucky Foundation  for  Medical  Care,  will  present  a 
challenging  address  on  “Where  Do  We  Go  From 
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Here”  to  conclude  the  two-day  annual  meeting. 

Question  and  answer  sessions  will  be  provided  at 
the  end  of  each  day’s  session  as  time  allows.  No 
meetings  have  been  scheduled  during  the  afternoons 
so  as  to  provide  free  time  to  enjoy  the  many  recrea- 
tional facilities  offered  by  Lake  Barkley  Lodge. 

KMA  President,  Lee  C.  Hess,  M.D.,  Florence, 
urges  all  Kentucky  physicians  to  attend  this  informa- 
tive and  important  meeting.  A reservation  form  is 
printed  in  this  issue  of  The  Journal  for  your  con- 
venience. You  may  find  this  form  on  page  104. 

18th  Lexington  Clinic  Meeting 
To  Study  Gastroenterology 

“Clinical  Problems  in  Gastroenterology”  will  be 
the  topic  for  the  18th  Annual  Clinical  Conference 
of  the  Lexington  Clinic  to  be  held  Thursday,  April  5. 

Guest  speakers  for  the  all-day  session  include 
William  D.  Davis,  Jr.,  M.D.,  New  Orleans  and 
John  W.  Schaefer,  M.D.,  Denver.  Doctor  Davis  is 
the  head  of  the  Department  of  Medicine  and  chair- 
man of  the  Section  of  Gastroenterology  of  the  Ochs- 
ner  Clinic  and  Ochsner  Foundation  Hospital.  Besides 
serving  as  Associate  Professor  of  Medicine  at  the 
University  of  Colorado  School  of  Medicine,  Doctor 
Schaefer  is  the  Chief  of  the  Division  of  Gastro- 
enterology at  Denver  General  Hospital. 

Members  of  the  Lexington  Clinic  staff  will  also 
participate  and  will  deal  with  such  topics  as  inflam- 
matory bowel  diseases,  colonic  diverticular  disease, 
hepatitis,  gastric  ulcers  and  hiatus  hernia. 

Acceptable  for  six  hours  of  prescribed  credit  from 
the  American  Academy  of  Family  Physicians,  the 
program  is  open  to  all  physicians.  Additional  infor- 
mation and  registration  (which  is  free)  may  be  ob- 
tained by  contacting  Ben  Watson,  M.D.,  Lexington 
Clinic,  1221  South  Broadway,  Lexington,  Kentucky 
40504. 

Freedman  Lectures  Planned 

John  A.  Kirkpatrick,  Jr.,  M.D.,  Professor  of  Ra- 
diology, Temple  University  School  of  Medicine, 
Philadelphia,  will  deliver  the  25th  annual  Joseph 
and  Samuel  Freedman  Lectures  in  Diagnostic  Ra- 
diology on  March  24  and  25  at  the  University  of 
Cincinnati  College  of  Medicine.  Physicians  desiring 
to  attend  are  requested  to  contact  Benjamin  Felson, 
M.D.,  Department  of  Radiology,  Cincinnati  General 
Hospital,  Cincinnati,  Ohio  45229. 
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Digest  of  Board  of  Trustees  Minutes 
December  7,  1972 


THE  second  regular  session  of  the  KMA  Board 
of  Trustees  was  held  on  December  7,  1972,  at 
the  Headquarters  Office.  The  President’s  Report 
and  the  Report  of  the  Delegates  to  the  AMA  were 
accepted  for  information.  In  addition,  several  mem- 
bers of  the  executive  staff  presented  brief  reports  so 
that  members  of  the  Board  could  be  better  informed 
regarding  KMA’s  total  range  of  activities. 

Action  on  committee  activities  and  recommenda- 
tions included: 

^Orientation  to  be  held  in  1973  once  more  on 
a voluntary  basis. 

•^Executive  Committee  recommended  appoint- 
ment of  an  ad  hoc  committee  to  study  a plan  and 
bring  to  the  Board  recommendations  concerning 
KMA  Trustee  and  Comprehensive  Health  Planning 
districts  being  the  same. 

^Accepted  the  report  of  the  ad  hoc  committee  to 
study  the  Judicial  Council  matters  and  the  individual 
recommendations  of  that  committee. 

r^Set  a date  for  the  annual  Washington  Dinner, 
March  12-13,  1973,  at  the  Washington  Hilton  Hotel. 

^Appointed  William  W.  Hall,  M.D.,  Owensboro  to 
meet  with  the  Kentucky  Nurses  Association  regard- 
ing changes  in  the  Nurse  Practice  Act. 

^Approved  recommendations  for  a Legislative 
Affairs  Seminar  to  be  held  in  conjunction  with  Smith 
Kline  and  French  Laboratories  in  1973. 

^Approved  and  finalized  the  program  for  the  1973 
Interim  Meeting. 

r^Voted  to  approve  expenditures  of  $2500  over 
the  next  three  years  by  the  Public  Relations  Com- 
mittee to  prepare  a KMA  booth  to  be  used  wherever 
we  are  asked  to  exhibit. 

r^Voted  to  approve  sponsorship  of  a WAVE  tele- 


vision special  on  Christmas  Eve  on  the  life  of  Doctor 
Ephraim  McDowell. 

♦^Approved  construction  of  new  offices  for  the 
Department  of  Medical  Licensure  in  the  basement  of 
the  Headquarters  Building. 

^Appointed  an  ad  hoc  committee  to  investigate 
medico-legal  guidelines. 

In  other  action  the  Board  heard  from  David  A. 
Hull,  M.D.,  President  of  the  Kentucky  Foundation 
for  Medical  Care,  and  voted  to  advance  the  Founda- 
tion $1,000  providing  legal  counsel  determines  it  can 
be  legally  accomplished. 

In  addition  to  Doctor  Hull,  the  Board  heard  a 
report  on  PSROs  from  W.  Neville  Caudill,  M.D., 
Chairman  of  the  Claims  and  Utilization  Review 
Committee. 

William  P.  McElwain,  M.D.,  Commissioner  of  the 
Department  of  Health  and  President  of  the  Medical 
Licensure  Board,  stated  the  Licensure  Board  had 
adopted  an  annual  registration  fee  for  Kentucky 
physicians  of  $12.00. 

The  KMA  Board  also  approved  sending  the  Speaker 
and  Vice-Speaker  of  the  KMA  House  of  Delegates  to 
the  Southeastern  Conference  of  Speakers  if  money 
is  available  for  such  a project. 

Dale  Farabee,  M.D.,  Commissioner  of  Mental 
Health  and  a member  of  the  KMA  Legislative  Com- 
mittee, spoke  in  regard  to  Resolution  L which  con- 
cerns admissions  to  state  hospitals.  He  stated  his 
feeling  that  the  major  problem  is  a misunderstanding 
of  the  law.  He  gave  several  examples  of  problems 
that  have  arisen  as  a result  of  misinterpretation. 

The  date  of  the  next  Board  meeting  was  set  for 
March  28,  1973,  at  Lake  Barkley  Lodge  immediately 
preceding  the  KMA  Interim  Meeting. 


KENTUCKY  MEDICAL  ASSOCIATION 
INTERIM  MEETING,  MARCH  29-30,  1973 
REQUEST  FOR  ACCOMMODATIONS  RESERVATION 

Complete  and  mail  directly  to  Lake  Barkley  State  Resort  Park,  Cadiz,  Kentucky  42211.  Tele- 
phone (502)  522-3261. 

Name 

Address  — 

Check  In Check  Out  — Room  

Arrival  Time 

Remarks:  — 

Note:  This  reservation  is  for  the  Kentucky  Medical  Association  meeting,  March  29-30,  1973. 
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Who  knows  what  evil  lurks  in 

the  mucous  membranes? 


Each  Spansule*(brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin*(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold,  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  ‘rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur 
Effect  on  PBI  Determination  and  P3>  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  1 131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


the 

delicate 

balance 

estrogen 

progesterone 


Clinical  evidence  clearly  suggests  that 
no  single  birth  control  pill  can  suit  all  women. 

Searle  offers  three  pill  formulations,  each  with  a different 
hormone  ratio  and  activity  to  cover  most  patients’  net 


Demulen  is  well  suited  to  those  women 
for  whom  low-dose  estrogenic  activity  may  be  preferred 
Demulen  has  only  50  meg.  of  estrogen  and  is  moderat 
progestogen  dominant.  Intracycle  bleeding, 
if  it  occurs,  is  most  commonly 
seen  in  the  first  few  cycles. 

Certain  women  requiring  a minimal 
level  of  estrogenic  activity 
may  do  well  on  Demulen. 
for  high  estrogen  profiles  and  for 
conservative  oral  contraception 

Demulen* 


Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 


Note:  Oral  contraceptives  are  complex  medi 
They  should  be  prescribed  with  care  o 
reference  to  the  prescribing  informatic 


For  brief  summary  of  prescribing  information,  please  see  next  page. 


Ovulen  is  a well-balanced 
oral  contraceptive  with  an 

record  of  patient  acceptance. 

Its  estrogen,  100  meg.  of  mestranol,  is  relatively 
moderate  in  activity.  Its  1 mg.  of  progestogen, 
ethynodiol  diacetate,  gives  it  a slight 
dominance  in  progestational  activity. 

Patients  having  problems 
on  other  pills  often 

-do  well  on  Ovulen. 

profiles, 


Ovulen* 

. Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
b lk  tablet  in  Ovulen-28®and  Demulen-28®is  a placebo,  containing  no  active  ingredients. 

\ >th  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


inovid-E  is  an  estrogen-dominant  pill 
with  low  progestational  activity. 

:s  unique  progestogen,  norethynodrel, 
is  estrogenic  and  is  not  antiestrogenic 
or  androgenic  in  activity. 

'his  probably  makes  Enovid-E  the  clear 
:hoice  for  those  “pill”  candidates  with 
:ie,  hirsutism,  masculine  tendencies 

apparent  estrogen  deficiency. 

for  excessive  ovarian  androgen/ 
low-estrogen  profiles 


Enovid-E 

Each  tablet  contains-  norethynodrel  25  mg  /mestranol  0 1 mg. 


Ovulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28*and  Demulen-28®is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
andstudiesofmorbidityinthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain15  leading  to  this  conclusion,  and  one1  in  this 
country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll5  was  about  sevenfold,  while  Sartwell  and  associates3  in  the 
United  States  found  a relative  risk  of  4,4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs^  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 

Adverse reactionsobserved  in  patients receivingoralcontracep 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  ore 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrua 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice 
migraine,  rash  (allergic),  rise  ib  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizz 
ness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra 
ceptives  hepatic  function  increased  sulfobromophthalein  retention  and  othe1 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X 
thyroid  function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine 
and  decrease  in  T5  uptake  values;  metyrapone  test  and  pregnanediol  deter 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracef 
tion  and  Thrombo-Embolic  Disease,  J Coll.  Gen  Pract  13267-279  (May;  196) 
2.  Inman,  W H W,  and  Vessey,  M P Investigation  of  Deaths  from  Pulmonar 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Beann 
Age,  Brit  Med.  J.  2:193-199 (April  27)1968  3.  Vessey,  M P.  and  Doll,  R.:  Invest 
gation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboemboli 
Disease  A Further  Report,  Brit.  Med  J.  2651-657  (June  14)  1969  4.  Sartwe 
P E , Masi,  A T,  Arthes,  F G ; Greene.  G R , and  Smith,  H E Thromboeir 
bolism  and  Oral  Contraceptives.  An  Epidemiologic  Case-Control  Study,  Arne 
J Epidem,  90:365- 380  (Nov.)  1969 

Products  of  SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Enovid-E 

norethynodrel  2 5 mg  /mestranol  0 1 mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  bo  ,| 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication -Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adveri 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  ai 1 i 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 
Division  of  G.D.  SEARLE  & CO. 

Box  51 10,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began 


SEARLE 


SEARLE 


KNOW  YOUR  CONGRESSMAN 


Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman  for 
National  Affairs  of  the  KMA  Committee  on  Legis- 
lative Activities,  urges  all  physicians  to  become  ac- 
quainted with  their  congressmen  and  points  out  that 
congressmen  are  interested  in  knowing  views  and 
opinions  of  their  constituents. 

In  order  to  assist  you  in  accomplishing  this,  you 
may  want  to  remove  this  page  and  keep  it  for 
further  reference. 

Your  congressman  may  be  reached  by  writing 


him  in  Washington  at  the  address  below.  The  Wash- 
ington, D.C.  zip  code  for  the  senators  is  20510  and 
for  the  representatives  is  20515. 

A formal  salutation  (i.e.,  Dear  Congressman  Per- 
kins) should  always  be  used  unless  you  are  a good 
friend,  then  “Dear  Carl"  is  permissable.  In  writing, 
the  direct  approach  to  the  subject  is  preferred.  If 
the  action  is  favorable,  follow  up  with  a “thank  you” 
letter. 


KENTUCKY’S  LEGISLATORS 


SENATORS 


Marlow  W.  Cook 
( R ) Louisville 

Walter  "Dee"  Huddleston 
(D)  Elizabethtown 


Room  347,  Richard  Brevard 
Russell  Office  Building  (Old 
Senate  Office  Building) 

Room  6203,  Everett  McKinley 
Dirksen  Office  Building  (New 
Senate  Office  Building) 


REPRESENTATIVES 


District 

1.  Frank  A.  Stubblefield 
(D)  Murray 

2.  William  H.  Natcher 
(D)  Bowling  Green 

3.  Ramano  t.  Mazzoli 
(D)  Louisville 

4.  M.  Gene  Snyder 


Room  2228,  Rayburn  House 
Office  Building 

Room  2333,  Rayburn  House 
Office  Building 

Room  1017,  Longworth  House 
Office  Building 

Room  306,  Cannon  House  Of- 


(R)  Louisville  fice  Building 

5.  Tim  lee  Carter  Room  1202,  longworth  House 

(R)  Tompkinsville  Office  Building 

6.  John  B.  Breckinridge  Room  1507,  Longworth  House 

(D)  Lexington  Office  Building 

7.  Carl  D.  Perkins  Room  2365,  Rayburn  House 

(D)  Hindman  Office  Building 
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General 

LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 
OF  BEING  CHOSEN 

BY  THE 

Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 

AND  OFFICE  FURNISHINGS 


12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 

ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 
120  Bauer  Ave.,  Louisville-St.  Matthews 

(502)  896-0383 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/rg/ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

FK>eFtlG<9 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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with  a single  dose  of  Antiminth 

(pyrantel  pamoate)  ORAL  SUSPENSI0N 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1 cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4 tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 

family  ROeRIG  <3IB3> 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 


equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 


% 


While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
‘Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 


Radiologists  Hold  Meeting 
April  12  in  Lexington 

The  Kentucky  Chapter,  American  College  of 
Radiology  will  hold  its  annual  spring  meeting  in 
conjunction  with  the  Blue  Grass  Radiological  Society 
on  April  12  in  Lexington. 

David  Witten,  M.D.,  chairman,  Department  of 
Diagnostic  Radiology  at  the  University  of  Alabama, 
will  be  the  featured  speaker.  Doctor  Witten  will  dis- 
cuss “Uroradiographic  Technique — Changing  Meth- 
ods and  Changing  Concepts.” 

The  meeting  will  begin  at  6:30  p.m.  at  the  Con- 
tinental Inn.  Reservations  (along  with  $10.50)  may 
be  sent  to  Joseph  G.  Whelan,  Jr.,  M.D.,  Secretary- 
Treasurer  of  the  Chapter,  1313  St.  Anthony  Place, 
Louisville,  Kentucky  40204. 

U of  K To  Sponsor  Symposium 
On  Pediatric  Radiology 

A Symposium  on  Pediatric  Radiology  will  be  held 
May  2-4  at  the  University  of  Kentucky  College  of 
Medicine  and  will  deal  with  many  practical  problems 
in  the  diagnosis  of  abdominal,  chest  and  skeletal 
disease  in  childhood. 

The  guest  faculty  includes  David  H.  Baker,  M.D., 
New  York;  Lawrence  Davis,  M.D.,  Louisville;  John 
Dorst,  M.D.,  Baltimore;  Herman  Grossman,  M.D., 
Durham,  N.C.;  John  Gwinn,  M.D.,  Los  Angeles; 
Herbert  Kaufmann,  M.D.,  Philadelphia;  Edward  Sin- 
gleton, M.D.,  Houston,  and  John  Tampas,  M.D., 
Burling,  Vt.  The  faculty  at  the  University  of  Ken- 
tucky will  join  the  participants  in  presenting  the 
conference,  which  is  organized  to  meet  the  needs 
of  practicing  pediatricians  and  radiologists. 

Inquiries  should  be  directed  to  Frank  R.  Lemon, 
M.D.,  Continuing  Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington,  Kentucky  40506. 


JAMES  F.  FURNISH,  M.D. 

Taylorsville 

1882-1972 

James  Floyd  Furnish,  M.D.,  died  at  the  age  of 
90  on  December  25,  1972.  A general  practitioner  for 
more  than  60  years  in  Taylorsville,  Dootor  Furnish 
was  a 1908  graduate  of  the  Kentucky  School  of  Med- 
icine. He  was  chairman  of  the  Spencer  County  Board 
of  Health  and  a past  president  of  the  Shelby  County 
Medical  Society. 

ORVILLE  LEE  BALLARD,  M.D. 

Louisville 

1896-1972 

Orville  Lee  Ballard,  Sr.,  M.D.,  76,  died  December 
29,  1972.  Doctor  Ballard  was  a 1923  graduate  from 
Howard  Medical  College.  He  served  as  senior  resi- 
dent physician  at  Waverly  Hills  Tuberculosis  Sana- 
torium for  3 1 years.  He  was  a member  of  the 
Kentucky  and  American  Medical  Associations. 


PRESLEY  F.  MARTIN,  M.D. 

Louisville 

1924-1973 

Presley  F.  Martin,  M.D.,  died  January  11,  1973, 
at  the  age  of  48.  A 1951  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Martin  was 
an  instructor  in  psychiatry  at  the  University  of  Lou- 
isville. He  was  a member  of  the  Jefferson  County 
Medical  Society,  as  well  as  the  Kentucky  and  Amer- 
ican Medical  Associations. 


In  Mpmflrtam 


CHARLES  W.  HARTING,  M.D. 

Kevil 

1916-1972 

Charles  W.  Harting,  M.D.,  died  on  November  3 
at  the  age  of  56.  A 1941  graduate  of  the  University 
of  Tennessee  College  of  Medicine,  Doctor  Harting 
practiced  surgery  in  Memphis  until  he  established 
the  West  McCracken  County  Clinic  in  1952.  He 
directed  the  Clinic  until  his  retirement  in  1972.  Be- 
sides serving  as  president  of  the  McCracken  County 
Medical  Society  in  1971,  Doctor  Harting  was  a 
member  of  the  Kentucky  and  American  Medical 
Associations. 


PHYSICIANS  NEEDED 

Family  Practitioner  and  General  Surgeon 
needed  for  rural  area  of  Morganfield-Sturgis, 
Kentucky.  Modern  J.C.A.H.  approved  hospital 
in  community.  To  arrange  for  a visit  and  as- 
sistance in  getting  practice  started  contact: 
E.  J.  Ryan,  Jr.,  Director,  Medical  Relations, 
Hospital  Corporation  of  America,  P.O.  Box 
550,  Nashville,  Tennessee  37203. 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp.” 


mte 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
i rheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel*  PG  treats 
c>mpanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
rleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
■uromote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
eiulcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
t adonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel-PG 

Donnagel  with  paregoric  equivalent 
(5  Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 

^ tpine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
e ivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative),  , 
’f  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

/FHPOBINS 
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The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  (3 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


>ct  the  RobitussinS 
ar-Tract”  Formulation 
t Treats  Your  Patient’s 
vidual  Coughing 

ds: 
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HTUSSIN® 

IITUSSIN  A-C® 

IITUSSIN-DM® 

MTUSSIN-PE® 

JGH  CALMERS1 

this  handy  chart  as  a guide  in  selecting  the  formula  that  provides  the  benefits  you  want  for  your  patient. 
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Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


yWROBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster"  nor  a “hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressani 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangove 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg.  Available  as:  Tablets.  15  mg  , 30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  pei 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Buliisol  SODIUM 

(SODIUM  BUTABARBITAL) 


McNEIL  | 


McNeil  Laboratories.  Inc..  Fort  Washington.  Pa.  19034 


Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.co//'appears  above. 


E.  coli  + tetracycline 
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E.  coli  + cephalothin 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar... regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Pass,  R.  J.,  and  Perkins.  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion  Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2 Klainer  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1: 164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows;  . . ,,  ■ 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 

due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 

be  maximum  total  level.  

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 

°f  38  Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  8r0UP 
hemolytic  streptococcal  infections  and  will  not  eradicate 
nrevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  su 
infections.  Deaths  from  hypersensitivity  reactiqns,  agranulocy 
sis  aplastic  anemia  and  other  blood  dyscrasias  have  been 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpi 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  C 
and  urinalysis  with  microscopic  examination  are  recommenc 
during  sulfonamide  therapy.  Insufficient  data  on  children  un 

six  with  chronic  renal  disease.  rPi 

Precautions:  Use  cautiously  in  patients  with  impaired  rei 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  gluco 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  do 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake 

prevent  crystalluria  and  stone  formation.  . 

Adverse  Reactions:  Blood  dyscrasias  (agranulocyto 


Encounter  in  Clinical  Practice 


Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol®  (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 
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B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 


Subsequent  1-Gm  doses  provide  up  to  12 
hours  of  antibacterial  coverage.  More  severe 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either 
schedule  provides  coverage  during  the  waking 


and  sleeping  hours— especially  important  during 
hours  of  sleep  when  normal  urinary  retention 
tends  to  favor  bacterial  proliferation. 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i* 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis  liil  Ilf  JUIol 
and  pyelonephritis  due  to  ^ ^ % 

susceptible  organisms  (sulfamethoxazole) 

Basic  TheraDV 


■plastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
lia,  purpura,  hypoprothrombinemia  and  methemoglobinemia); 
.'lergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
ermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
val  and  scleral  injection,  photosensitization,  arthralgia  and 
llergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
bdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
Itomatitis);  C/VS  reactions  (headache,  peripheral  neuritis,  men- 
; al  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
, go  and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
' oxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
E.  phenomenon).  Due  to  certain  chemical  similarities  with 
ome  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
ypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
f goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 
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What  it  means 
to  live  andworkin 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I 1 Persons  without  solar  keratoses  Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  M to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
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MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


RICHMOND,  VIRGINIA  23217 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine ..  .is .. . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art.  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvini 
concomitant  use  of  two  or  more  drugs 


Opinion 


pinion  <<» 
Dialogu 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is.  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal 
of  money.  I wish  we  c< 
agree  on  a “grandfa 
clause"  approach  to  pr 
rations  that  have  been  ir 
for  a number  of  years 
that  have  an  appare 
satisfactory  track  recor 
For  example,  I tl 
some  of  the  antibiotic  < 
hinations  that  were  t; 
off  the  market  by  the  1 
performed  quite  well, 
thinking  particular! 
penicillin  - streptom 
combinations  that  pat 
— especially  surgical 
tients  — were  given  in 
injection.  This  madr 
less  discomfort  for  th( 
tient,  less  domain 
nurses’  time,  and  f 
opportunities  for  do 
errors.  To  take  su 
preparation  off  the  m. 
doesn't  seem  to  be  || 
medicine,  unless  actu; 
age  showed  a grqpt  d< 
harm  from  the  injec 
(rather  than  the  p>B 
use)  of  the  combinatt 
The  point  that  shoi 
emphasized  is  that 
are  both  rational  and  ill 
tional  combinations.® 
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real  question  is,  who  s uk 


i 


determine  which  is  w 
Obviously,  the  FDA 
play  a major  role  in 
ing  this  determinatir 
fact,  I don’t  think  i ca 
avoid  taking  the  ultH 
responsibility,  but  it  sfl 
enlist  the  help  of  o<& 
physicians  and  expo  1 1 
assessing  the  evidencar 
in  making  the  ultima  d< 
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Maker  of  Medicine 


W.  Clarke  Wescoe,  M.D. 
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If  two  medications  are 
ed  effectively  to  treat  a 
rtain  condition,  anti  it  is 
own  that  they  are  com- 
tible,  it  clearly  is  useful 
d convenient  to  provide 
em  in  one  dosage  form, 
j would  make  no  sense,  in 
| :t  it  would  be  pedantic, 
f-  insist  they  always  be 
■ escribed  separately.  To 
I oid  the  appearance  of 
It  dantry,  the  “expert'’  de- 
fies the  combination  be- 
i use  it  is  a fixed  dosage 
rm.  When  the  “expert " 
vokes  the  concept  of  fixed 
sage  form  he  obscures 
e fact  that  single-ingre- 
jnt  pharmaceutical  prep- 
ations  are  also  fixed 
Isage  forms.  Bv  a singular 
luantic  exercise  he  im- 
1 es  a pejorative  meaning 
the  term  “fixed  dose" 
flly  when  he  uses  it  with 
aspect  to  combinations, 
hat  is  ignored  is  the  sim- 
h fact  that  only  in  the 
rest  of  circumstances 
' es  any  physician  attempt 
titrate  an  exact  thera- 
utic  response  in  his  pa- 
nt. It  is  quite  possible 
"at  some  aches  and  pains 
'll  respond  to  500  mg.  of 
• pirin  vet  that  fact  does 
t militate  against  the  us- 
I dose  being  650  mg. 

The  other  semantic  ploy 
, en  called  into  play  is  to 
■scribe  a combination 
oduct  as  rational  or  irra- 
I nal. 


Take  antibiotic  mixtures, 
e source  of  much  of  the 
ticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
he  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combi  nations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective"  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  he  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  w ould  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W..  Washington.  I).C.  20005 


MINOCIN  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 


Semisynthetic 

MINOCIN 

MINOCYCLINE  HO 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.* 


indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin : maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings").  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery-' 
thematosus.  In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.”)  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


'Indicated  in  infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyllnes  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  infection.  fCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  12-20  436-2 


Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
vhy  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone 

DBI-TD*  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 
truncations:  Stable  adult  diabetes 
nellitus;  sulfonylurea  failures, 
arimary  and  secondary;  adjunct  to 
nsulin  therapy  of  unstable  diabetes 
nellitus. 

Contraindications:  Diabetes  mellitus 
hat  can  be  regulated  by  diet  alone; 
uvenile  diabetes  mellitus  that  is 
. mcomplicated  and  well  regulated  on 
nsulin;  acute  complications  of 
liabetes  mellitus  (metabolic  acidosis, 
j -oma,  infection,  gangrene);  during 
' >r  immediately  after  surgery  where 
nsulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  lull  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GE1GY  Corporation  5 

Ardsley,  New  York  10502  ° 


He  won't  resist 
feeling  better  witl 

Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

I □ also  relieves  fuNness and  bloating  / 

□ non-constipating 


liquid  |\HYIAIMTAIABLCTS 

aluminum  and  magnesium  hydroxides  with  simethicone 


S 


STUART  PHARMACEUTICALS  | Dmsion  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 
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ORVYNOL) 


e Summary 


ns— Placidyl  (ethchlorvynol)  is  indicated 
term  hypnotic  therapy  in  the  management 
nia. 

s lications— Drug  hypersensitivity  and  por- 


r -Not  recommended  during  the  first  and 

Jrimester  of  pregnancy.  Caution  patients 
ole  combined  exaggerated  effects  with 
3 barbiturates,  tranquilizers  or  other  CNS 
I its.  Exaggerated  effects  might  result  in 
»>f  vision,  paralysis  of  accommodation  and 
hypnosis.  Caution  patients  concerning 
motor  vehicle,  operating  machinery,  or 
Jardous  operations  requiring  alertness  af- 
the  drug.  Administer  with  caution  to 
vith  suicidal  tendencies  and  do  not  pre- 
Jge  quantities  of  the  drug.  Adjustment  of 
sje  of  oral  anticoagulants  might  be  neces- 
1 1 beginning  ethchlorvynol  therapy,  during 
r or  after  stopping  therapy.  This  drug  is 
»nmended  for  use  in  children.  PLACIDYL 
t:  POTENTIAL  FOR  THE  DEVELOPMENT 
5 JHOLOGICAL  AND  PHYSICAL  DEPEND- 
t NSTANCES  OF  SEVERE  WITHDRAWAL 
1 VIS,  INCLUDING  CONVULSIONS  AND 
1 <JI  CLINICALLY  SIMILAR  TO  THOSE  SEEN 
IVRBITURATES,  HAVE  BEEN  REPORTED 
NTS  TAKING  REGULAR  DOSES  AS  LOW 
C MG.  PER  DAY  OVER  A PERIOD  OF 
HEN  THE  DRUG  WAS  SUDDENLY  DIS- 
' JED.  PROLONGED  ADMINISTRATION  OF 
tJG  IS  NOT  RECOMMENDED.  Addiction- 
■ tients  or  those  who  are  likely  to  increase 
••  of  the  drug  on  their  own  initiative  should 
3 ved  for  evidence  of  signs  or  symptoms 
i ay  indicate  possible  early  withdrawal  or 
»:e  symptoms.  Signs  and  symptoms  asso- 
1 th  withdrawal  and  abstinence  include  un- 
| xiety,  tremor,  ataxia,  slurring  of  speech, 
> loss,  perceptual  distortions,  irritability, 
:i  and  delirium.  Other  less  well  defined 
if  symptoms,  not  necessarily  due  to  with- 
i id  abstinence,  may  include  anorexia,  nau- 
3'omiting,  weakness,  dizziness,  sweating, 
I witching  and  weight  loss.  Abrupt  discon- 
a of  Placidyl  following  prolonged  overdos- 
r result  in  convulsions  and  delirium. 


ii  >n$-Toxic  amblyopia  has  been  reported 
1 3-term  continuous  use  of  ethchlorvynol. 
nt  visual  defects  have  been  observed,  al- 
I mblyopia  has  improved  after  discontinua- 
)he  drug.  Drug  dosage  should  be  limited 
t y and  debilitated  patients  to  the  smallest 
i amount.  If  pain  is  present,  this  drug 
c inly  be  given  if  insomnia  persists  after 
i ontrolled  with  analgesics.  Caution  is  ad- 
prescribing  the  drug  for  patients  who  are 
iated  with  either  MAO  inhibitors  or  anti- 
i nts.  Transient  delirium  has  been  reported 
I combination  of  Placidyl  and  amitryptyline. 
lage  should  be  reduced  if  prescribed  for 
i receiving  MAO  inhibitors  or  antidepres- 
aution  should  be  exercised  in  patients 
aired  hepatic  or  renal  function.  Patients 
i ond  unpredictably  to  barbiturates  or  alco- 
ho  exhibit  excitement  and  release  of  inhi- 
association  with  such  agents,  may  also 
this  way  to  Placidyl.  Rarely,  patients  may 
ymptoms  suggestive  of  an  unusual  sus- 
i y to  the  drug;  such  as  prolonged  hypnosis, 
i muscular  weakness,  excitement,  hysteria, 
oe  without  marked  hypotension.  Transient 
»>  or  ataxia  may  occur. 

Reaction*— Hypotension,  nausea  or  vom- 
stric  upset,  aftertaste,  blurring  of  vision, 
1 , facial  numbness,  and  allergic  reaction 
1 3y  urticaria  have  been  reported  following 
I idministration.  Mild  "hangover"  and  symp- 
mild  excitation  have  occurred  in  some 
1 There  have  been  rare  reports  of  cholestatic 
* occurring  in  patients  taking  ethchlorvynol. 
'ises  of  thrombocytopenia  have  been  re- 
1 patients  receiving  ethchlorvynol.  302430 


Give  us  her  nights. 

% 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  associated  with  emotional 
disturbance.  Emotional  problems  might  be  the  cause 
. . . or  the  effect.  In  time  that  can  be  determined.  But 
tonight,  one  fact  is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synomymous  with  therapy, 
remember . . . Placidyl  is  synomymous  with  sleep. 

It  has  been  for  over  1 7 years. 

If  time  is  the  criterion  to  inspire  your  confidence... 
you  can  rest  assured  with  Placidyl. 


Prescribed  by  physicians  for  over  17  years. 

Placidyl® 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Who  put  the  C 
in  Mrs.  Murphy’s 
orange  juice? 


Who  did  encourage  high  levels  of  vitamin  C in  fruit  juices?  Who 
fortified  milk  with  vitamin  D?  Condemned  water  pollution  way 
back  in  1 895?  Urged  creation  of  the  Federal  Food  and  Drug 
Administration?  Recommended  seat  belts  in  1 954? 

The  AMA.  Surprising?  Not  really.  Since  its  inception,  the 
AMA  has  worked  to  protect  and  improve  the  public  health. 

In  a very  real  sense,  it  was  the  forerunner  of  consumerism. 

Today,  the  AMA  is  actively  involved  in  virtually  every  facet 
of  health  care.  It  is  engaged  in  programs  to  provide  more 
doctors  for  slum  and  rural  areas.  Programs  to  solve  the 
problems  of  drug  and  alcohol  abuse,  mental  health, 
malnutrition. 


A , „ , 

\\  M’Ra  t 


In  Washington,  the  AMA  has  lobbied  successfully  for  more 
doctors,  maternal  and  child  programs,  anti-pollution  laws, 
voluntary  national  health  insurance. 

It  is  financing  promising  pilot  programs  such  as  mobile 
health  vans  in  Chicago's  slums,  a drug  abuse  center  in  Harlem 
and  a Medex  program  in  Washington  state. 

The  AMA  does  all  these  things  — and  more  — for  the  public 
health.  With  your  support,  we  can  do  even  more.  Find  out  more 
about  what  the  AMA  cfoes  for  the  public  and  you.  Send  for 
the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal."  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  DMI  Y 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  '-hNLT 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring  Availability:  In  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


INDtCATIONS:Tfferapeuoca//y;  used  aS  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris, ’paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
bums,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization.  * * 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN  Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfat 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 m( 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatur 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  y32  oz.  (approx.)  foil  packet: 
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Wednesday,  March  21,  1973 
9:00  a.m. 

" The  Anatomy  of  Coronary  Artery  Disease” 
William  C.  Roberts,  M.D.,  Chief,  Section  of 
Pathology,  National  Institutes  of  Health,  Bethesda, 
Maryland 

"Clinical  Pattern  of  Angina  Pectoris 
and  Its  Variants” 

Henry  D.  McIntosh,  M.D.,  The  Bob  and  Vivian 
Smith  Professor,  and  Chief  of  Medical  Service, 
Methodist  Hospital,  and  Chairman,  Department  of 
Medicine,  Baylor  College  of  Medicine,  Houston, 
Texas 

"Lipid  Metabolism  and  its  Role  in  Coronary 
Atherosclerosis  and  Disease  Reversibility” 
William  E.  Connor,  M.D.,  Professor,  Depart- 
ment of  Internal  Medicine  and  Director,  Clinical 
Research  Center,  University  of  Iowa  School  of 
Medicine,  Iowa  City,  Iowa 

"Coronary  Artery  Disease  and  Cardiac  Arrhythmia” 
Borys  Surawicz,  M.D.,  Professor  of  Medicine 
and  Director,  Cardiovascular  Division,  University 
of  Kentucky  College  of  Medicine,  Lexington,  Ken- 
tucky 

"Medical  Therapy  of  Angina  Pectoris” 

Henry  D.  McIntosh,  M.D. 

"Surgery  of  Corollary  Artery  Disease” 

Herbert  E.  Griswold,  M.D.,  Professor  of  Medi- 
cine and  Head,  Division  of  Cardiology,  University 
of  Oregon  Medical  School,  Portland,  Oregon 

"Neiver  Thoughts  on  Non-Rheumatic  Mitral  Valve 
Disease” 

William  C.  Roberts,  M.D. 

PANEL  DISCUSSION 
F.  Albert  Olash,  M.D.,  Moderator 


Thursday,  March  22,  1973 
8:30  -9:30  a.m. 

"GRAND  ROUNDS” 

University  of  Louisville  Health  Sciences  Center 
Auditorium 

"Natural  History  of  Patients  wih  Prosthetic  Valves” 
Herbert  E.  Griswold,  M.D.,  Conducting 

10:00  a.m. — 

Stouffer’s  Louisville  Inn 

" Concepts  of  Pharmacologic  Therapy  for  the  Early 
Phase  of  Acute  Myocardial  Infarction” 

Stephen  E.  Epstein,  M.D.,  Chief,  Cardiology 
Branch,  National  Heart  and  Lung  Institute,  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland 

"The  Effect  of  Cardiovascular  Drugs  on  the 
Electrical  Properties  of  the  Heart” 

Borys  Surawicz,  M.D. 

THE  BERNARD  D.  ROSENBLUM  MEMORIAL 
LECTURE 

"Management  of  the  Acute  Phase  of 
Myocardial  Infarction ” 

Paltl  N.  Yu,  M.D.,  President,  American  Heart 
Association,  Sarah  McCort  Ward  Professor  of 
Medicine,  University  of  Rochester  School  of  Medi- 
cine and  Dentistry;  Head,  Cardiology  Unit,  Uni- 
versity of  Rochester  Medical  Center,  Rochester, 
New  York 

"Circulatory  Effects  of  Exercise  in  Patients  with 
Coronary  Artery  Disease  and  Modification  by 
Therapy” 

Stephen  E.  Epstein,  M.D. 

PANEL  DISCUSSION 
Henry  W.  Post,  M.D.,  Moderator 


Sponsored  by 

THE  HEART  ASSOCIATION  OF  LOUISVILLE  AND  JEFFERSON  COUNTY,  INC. 

THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF  MEDICINE 
THE  JEFFERSON  COUNTY,  KENTUCKY  ACADEMY  OF  FAMILY  PHYSICIANS 
THE  COUNCIL  ON  CLINICAL  CARDIOLOGY,  AMERICAN  HEART  ASSOCIATION 


This  program  will  be  acceptable  for  eleven  prescribed  hours  by  the  American  Academy 
of  Family  Physicians  . . . REGISTRATION  FREE 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 

proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 

in  relief  of  clinically 
significant  anxiety 

Librium* 

(chlordiazepoxide  HCI) 

5-mg,IO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
lan,  check  on  whether  or  not  the 
atient  is  presently  taking  drugs 
nd,  if  so,  w hat  his  response  has 
een.  Along  with  the  medical  and 
Social  history,  this  information  can 

fielp  you  determine  initial  dosage, 

:he  possibility  of  side  effects  and 
:he  ultimate  prospects  of  success 
3r  failure. 

While  Valium  can  be  a most 
Helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
'plished  its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
aatients  receiving  Valium  should 
ae  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stifF-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and" 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Vcdium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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SPONSORED  BY  THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF  MEDICINE 
AND  THE  KENTUCKY  ARTHRITIS  FOUNDATION 

TOPIC:  CURRENT  TOPICS  IN  RHEUMATOLOGY 

This  symposium  will  present  selected  topics  of  current  interest  to  update  the  physician 
in  new  methods  and  advances  in  rheumatology.  Highlights  will  include  the  mechanism 
of  inflammation  in  arthritis,  newer  useful  laboratory  procedures,  radioisotope  tech- 
niques for  joint  examination,  developments  in  the  surgery  of  rheumatoid  arthritis  and 
newer  knowledge  in  scleroderma,  polymyalgia  rheumatica  and  other  nonarticular  rheu- 
matic disorders.  There  will  be  panel  discussions  with  audience  participation. 


PROGRAM  DIRECTOR:  DAVID  H.  NEUSTADT,  M.D. 
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Memphis,  Tennessee 
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Finger  Joint  Replacement 
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Mechanism  of  Inflammation  in 
Arthritis 
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MESSAGE 
FROM  THE 
PRESIDENT 


The  Need  to  Know,  The  Need  to  Participate 

The  meetings  of  most  of  our  county  societies,  our  hospital  committees  and  our  State 
Association  are  attended  roughly  by  30%  of  the  membership  at  any  given  time.  If  we 
average  the  participation  of  the  KMA  Annual  Meeting  with  the  Interim  Meeting, 
it  would  be  lower  than  that.  We  are  all  rushed  to  death  and  have  too  many  committees  and 
too  many  meetings.  Unfortunately,  the  30%  attendance  is  usually  the  same  30%.  It  is  all 
very  well  to  turn  over  the  running  of  our  societies  to  a very  small  group  and  in  fact,  if  you 
will  look  at  your  county  and  state  societies,  they  are  run  by  about  five  per  cent  of  the 
membership.  It  is  more  or  less  the  same  five  per  cent  year  after  year.  Organized  medicine 
needs  an  infusion  of  new  blood  at  its  meetings  and  on  its  committees  each  and  every  year. 
Much  of  the  complaining  about  what  your  officers  do  and  what  has  happened,  would  be 
diluted  if  you  took  part  yourself.  The  societies  cannot  and  do  not  run  as  well  when  the  same 
group  of  people  run  them  all  the  time. 

If  the  members  of  organized  medicine  really  want  to  practice  medicine  as  they  would 
like,  they  are  going  to  have  to  attend  their  meetings  and  they  are  going  to  have  to  know 
their  business.  In  addition  to  attending,  there  are  many  changing  facts  of  modern  medical 
practice  and  its  organization  upon  which  we  need  to  be  informed.  We  are  flooded  with 
literature  from  our  county,  state,  national  and  specialty  societies,  and  yet,  most  of  us  are 
not  aware  of  many  of  the  facts  of  life  that  are  now  upon  us. 

How  many  of  you  understand  what  MEDICREDIT  is?  Can  you  explain  it  to  a patient? 
And,  understanding  it,  do  you  really  think  such  a plan  has  a chance  to  supercede  an  extension 
of  the  present  Medicare  (Title  XVIII)  laws?  If  you  don’t,  you  ought  to  tell  your  leaders  your 
views.  How  many  of  you  understand  what  an  HMO  is?  How  many  of  you  understand  what 
a PREPAID  MEDICAL  PLAN  is?  When  you  come  to  a meeting  to  argue  against  some- 
thing, it  would  be  well  to  really  understand  its  implications  and  meaning  rather  than  to  know 
only  you  are  against  it.  You  are  going  to  be  up  against  extremely  articulate,  intelligent, 
ruthless  people,  and  in  order  to  stand  any  chance  you  must  be  informed  and  you  must 
participate.  How  many  of  you  understand  the  implications  of  HR-1,  which  is  now  law? 
How  many  of  you  feel  that  in  a few  years  there  are  going  to  be  actual  inspections  of  your 
office  records  by  utilization  committees?  Did  you  know  that  some  advocate  not  only  non- 
physicians but  non-health  oriented  people  on  these  committees?  How  many  of  you  think 
that  required  re-examination  is  going  to  be  here  for  us  all  in  five  to  ten  years?  How  many 
of  you  understand  the  implications  of  a FOUNDATION?  Of  how  it  works,  and  what  it 
can  do  for  you?  How  many  of  you  realize  that  the  Federal  government,  in  its  wisdom, 
has  ruled  out  organized  medicine  as  the  arbiter  of  fee  review  and  quality  care?  How  many 
of  you  have  considered  that  a National  Health  Service  plan  should  be  put  in  before  Nixon 
is  out  because  it  will  be  better  than  what  will  come  afterwards?  Some  of  our  leaders  have 
expressed  this  sentiment.  If  we  are  going  to  understand  the  really  overwhelming  changes 
that  are  going  to  be  coming  on  us  like  an  avalanche  in  the  next  three  years,  we  must 
be  informed  and  we  must  attend  meetings. 

I leave  you  with  what  to  me  are  disturbing  thoughts  and  urge  you  to  attend  your  medical 
society  meetings,  to  take  part  in  your  hospital  committees,  with  seriousness  and  with 
knowledge. 

James  B.  Holloway,  Jr.,  M.D. 
KMA  Vice-President 


This  is  the  second  in  a series  of  articles  written  at  the  request  of  KMA  President  Lee  C.  Hess, 
M.D. 


The  Kentucky  Foundation 
for  Medical  Care 

PSRO,  Peer  Review  and  Continuing  Education 
Status  Report  of  KFMC 


SINCE  November,  1972,  when  the  im- 
pact of  Professional  Standards  Review 
Organization  (PSRO)  legislation  became 
apparent,  the  Kentucky  Foundation  for  Medi- 
cal Care  has  directed  its  attention  to  estab- 
lishing a comprehensive  utilization  mechanism 
which  might  put  us  in  a position  to  become  the 
State  PSRO  agent. 

In  October,  1972,  the  Congress  of  the 
United  States  passed  the  Social  Security 
Amendments  of  1972,  H.R.l,  among  which 
was  the  Professional  Standards  Review  Or- 
ganization provision.  PSRO  legislation  will  be- 
come effective  in  January,  1974,  and  will  be 
under  the  control  of  an  undersecretary  of 
HEW,  yet  to  be  named.  Your  AM  A has  been 
active  in  assuming  an  advisory  role  and  has, 
in  fact,  appointed  a PSRO  advisory  commit- 
tee. Probably  during  March,  1973,  a National 
PSRO  Council  will  be  named,  the  duties  of 
which  will  be  to  formulate  rules  and  regula- 
tions for  PSRO. 

No  attempt  will  be  made  to  outline  the 
myriad  of  details  present  in  this  newly  en- 
acted legislation,  for  as  of  this  writing,  regula- 
tions have  not  been  written.  However,  in  the 
words  of  Senator  Bennett,  the  sponsor  of 
PSRO,  there  is  a “need  for  some  effective 
mechanism  to  insure  and  control  the  quality, 
appropriateness  and  duration  of  medical  care 
provided  under  government  sponsored  and 
funded  programs.”  We  can  therefore  surmise 
that  the  chief  aim  for  this  legislation  will  be 
toward  “quality”  control  through  “utilization” 
control. 

According  to  the  AMA  Legislative  Depart- 
ment’s interpretation  of  this  law,  the  duty  and 
function  of  each  PSRO  will  be  to  review  for 
the  purpose  of  determining  a)  the  medical  ne- 
cessity for  the  services  rendered,  b)  that  the 


quality  of  these  services  meets  professionally 
recognized  standards  of  health  care,  and  c) 
that  in-patient  service  was  necessary  and  could 
not  have  been  effectively  performed  on  an 
out-patient  basis. 

You  will  remember  that  KM  A gave  the 
Foundation  the  prime  responsibility  for  Claims 
and  Utilization  Review  at  its  formation. 
Throughout  1972,  our  Trustee  District  Re- 
view Committees  have  functioned  in  the  field 
of  claims  review  in  a magnificent  fashion  and 
we  can  proudly  say  that  we  are  leaders  in  this 
field.  More  recently,  the  Foundation  has  made 
plans  to  use  the  same  mechanism  for  utiliza- 
tion control.  This  will  also  be  accomplished  by 
the  Claims  and  Utilization  Review  Committee 
of  the  Foundation,  chaired  by  W.  Neville 
Caudill,  M.D.  Under  the  guidance  of  the 
Foundation’s  past  President,  Henry  B.  Asman, 
M.D.,  specialty  panels  have  been  developing 
their  own  specialty  “norms”  and  these  will  be 
made  available  to  all  KMA  members  and  hos- 
pitals throughout  the  State.  Hopefully  in 
March  or  April,  1973,  we  can  begin  on-the- 
spot  Utilization  Review  in  a manner  which  is 
anticipated  to  be  similar  to  that  set  forth  by 
the  PSRO  law.  You  can  see  that  by  using  the 
district  review  terms,  all  Foundation  members 
will  actually  become  involved  in  utilization 
control  as  this  is  specifically  required  by  the 
PSRO  law. 

It  is  hoped  by  the  Foundation’s  Board  of 
Directors  that  we  can  become  the  PSRO  agent 
for  the  State  of  Kentucky,  which  I think  you 
will  agree,  is  preferable  to  any  other  form  of 
review  agency  that  might  develop.  Anticipat- 
ing this  goal,  the  officers  of  the  Foundation 
are  currently  in  the  process  of  making  contacts 
in  Washington  to  achieve  this  aim  and  have 
some  in-put  into  the  drafting  of  regulations 
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being  formulated  by  the  National  PSRO 
Council. 

Along  with  the  development  of  PSRO  leg- 
islation and  the  inherent  concept  of  quality 
review,  the  Committee  on  Medical  Education 
of  the  Foundation,  chaired  by  Frank  R. 
Lemon,  M.D.  has  been  charged  wtih  the  task 
of  formulating  a program  of  Continuing  Edu- 
cation for  all  KMA  and  KFMC  members. 
Recently,  at  the  joint  meeting  on  Medical 
Education  in  Elizabethtown,  many  new  and 
provocative  ideas  were  brought  forth.  It  was 
the  general  consensus  of  the  members  present 
that  some  form  of  compulsory  continuing  ed- 
ucation was  needed  in  an  effort  to  further 
show  why  your  Foundation  would  be  the  best 
agent  for  the  PSRO  in  the  State.  Doctor 
Lemon  has  had  a vast  amount  of  experience 
in  the  field  of  postgraduate  medical  education 
and  has  outlined  many  of  his  thoughts  in  the 
March  issue  of  The  Journal.  In  this  article 
Doctor  Lemon  notes  that  his  Committee  on 
Medical  Education  is  looking  into  the  areas 
of  1)  an  accreditation  system  within  the  State 


for  community  hospitals  or  other  regional  con- 
tinuing education  centers,  2)  a definition  of 
the  minimal  continuing  education  criteria 
which  a physician  should  meet  over  a speci- 
fied period  of  time,  and  3)  relating  the  quality 
of  care  delivered  to  the  design  of  a statewide 
system,  under  the  administrative  direction  of 
the  KMA/KFMC,  of  a Professional  Standards 
Review  Organization.  The  Kentucky  Founda- 
tion for  Medical  Care  is  awaiting  the  decisions 
of  Doctor  Lemon’s  Continuing  Medical  Edu- 
cation Committee  so  that  it  may  incorporate 
this  education  concept  into  its  structure.  This, 
in  my  opinion,  would  greatly  enhance  our 
position  as  the  possible  State  PSRO. 

Events  are  occurring  rapidly  and  the  next 
few  months  will  be  crucial  if  we  are  to  influ- 
ence the  trend  of  medical  care  in  our  State 
and  nation.  Your  Foundation  for  Medical 
Care  will  be  striving  for  this  aim. 

David  A.  Hull,  M.D.,  President 
Kentucky  Foundation  for  Medical  Care 


You  won’t  want  to  miss  Doctor  Hull  at  the 
1973  KMA  Interim  Meeting,  March  29-30. 
He  will  be  a program  speaker  at  the  Friday 
morning  session.  See  full  program,  pages 
192-193. 
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The  Role  of  The  Private  Physician  in  Tuberculosis  Control 


William  P.  McElwain,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


MODERN  diagnostic  techniques  and  more 
effective  anti-tuberculosis  drugs  have 
combined  to:  markedly  decrease  the 
patient’s  stay  in  the  hospital;  and  significantly 
shorten  the  period  of  infectiousness.  Currently, 
circa  250  patients  are  hospitalized;  however, 
four  out  of  every  five  active  cases  are  at  home 
with  only  80%  receiving  an  adequate  treat- 
ment program.  This  deficiency  must  be  cor- 
rected and  can  be  accomplished  most  effec- 
tively with  the  public  and  private  sectors  of 
medicine  working  closely  together  as  a team. 

Historically,  in  Kentucky,  the  private  physi- 
cians have  been  responsible  for  the  detection 
of  the  majority  of  new  active  cases;  today  they 
are  taking  a more  active  role  in  treatment,  and 
this  trend  is  strongly  supported  by  public  health 
authorities.  In  support  of  this  concept  in  health 
care  delivery  and  the  manifest  demand,  the 
following  recommendations  seem  to  be  in 
order. 

I. 

A.  On  all  cases  suspected  of  having  tuber- 
culosis, obtain  three  (3)  consecutive  sputa 
specimens  for  microscopy  and  culture,  in- 
cluding susceptibility  tests,  immediately  pre- 
ceding anti-tuberculosis  therapy.  Specimens 
may  be  submitted  to  any  of  the  district  lab- 
oratories (see  under  IV.  C)  or  the  state  labora- 
tory in  Frankfort. 

B.  Submit  to  the  Mycology  Laboratory,  De- 
partment of  Community  Medicine,  College  of 
Medicine,  University  of  Kentucky,  Lexington, 


This  article  was  prepared  by:  H.  M.  Vandiviere,  M.D., 
Director,  Division  of  Tuberculosis  Control,  Kentucky 
State  Health  Department,  275  East  Main,  Frankfort, 
Kentucky,  40601  (and)  Professor,  Department  of 
Community  Medicine,  College  of  Medicine,  Univer- 
sity of  Kentucky,  Lexington,  Kentucky,  40506. 


at  least  2 cc  of  the  patient’s  serum  for  fungal 
serology  as  a part  of  the  differential  diagnosis. 

II.  Notify  county  health  department  when  a 
case  is  bacteriologically  confirmed  or  su- 
spected. 

III.  Start  treatment  if  microscopy  is  positive; 
or  if  active  tuberculosis  is  strongly  suspected 
(after  specimens  collected). 

A.  MINIMAL  DISEASE:  No  cavity.  Total 
extent  of  disease  does  not  exceed  a volume  of 
lung  equivalent  to  that  volume  present  above 
the  second  chondrosternal  junction. 

TWO-DRUG  TREATMENT  REGIMEN: 
Isoniazid  (INH)  300  mgs/day 
Ethambutol  (EMB)  15  mgs/kilo/day 
(or) 

Isoniazid  (INH)  300  mgs/day 

PAS  12  gms/day  (for  average  weight  or 

approx.  200  mgs/kilo/day) 

DURATION  OF  THERAPY:  24  months 
total. 

B.  MODERATELY  ADVANCED  DIS- 
EASE: Total  diameter  of  cavitation,  if  present, 
must  be  less  than  4 cm.  Total  extent  of  disease 
(unilateral  or  bilateral)  does  not  exceed: 

1.  The  volume  of  one  lung  when  the  lesions 
are  slight  to  moderate  density;  or, 

2.  One-third  the  volume  of  one  lung  when 
the  lesions  are  dense  and  confluent. 

THREE-DRUG  TREATMENT  REGI- 
MEN: 

Isoniazid  (INH)  300  mgs/day 
Ethambutol  (EMB)  25  mgs/kilo/day  for  2 
months  15  mgs/kilo/day 
Streptomycin  1 gm/day  for  6 weeks— 1 gm 
three  times  per  week  for  5 more  months 
(or) 

Isoniazid  (INH)  300  mgs/day 


144 


March  1973  • The  Journal  o 


PAS  12  gms/day  (for  average  weight  or  ap- 
prox. 200  mgs/kilo/day) 

Streptomycin  1 gm/day  for  6 weeks — 1 gm 
three  times  per  week  for  5 more  months 
(or) 

Isoniazid  (INH)  300  mgs/day 
PAS  12  gms/day  (for  average  weight  or  ap- 
prox. 200  mgs/kilo/day) 

Ethambutol  (EMB)  25  mgs/kilo/day  for  2 
months  15  mgs/kilo/day 
DURATION  OF  THERAPY : All  regimens 
24  months  total. 

NOTE : If  cavity  fails  to  close  within  4 
months,  consultation  is  available  through  the 
Division  of  Tuberculosis  Control,  Kentucky 
State  Department  of  Health. 

C.  FAR  ADVANCED  DISEASE : Disease 
which  is  more  extensive  than  moderately  ad- 
vanced. 

MULTIPLE-DRUG  TREATMENT  REGI- 
MEN: 

Isoniazid  (INH)  300  mgs/day 
Rifampin  600  mgs/day  for  4 months  (admin- 
ister one  hour  before  meals)— Ethambutol 
(EMB)  15  mgs/kilo/day 
Streptomycin  1 gm/day  for  6 weeks — 1 gm 
three  times  per  week  for  5 more  months 
(or) 

Isoniazid  (INH)  300  mgs/day 
Rifampin  600  mgs/day  for  6 months  (admin- 
ister one  hour  before  meals) 

Ethambutol  (EMB)  25  mgs/kilo/day  for  2 
months — 15  mgs/kilo/day 
(or) 

Isoniazid  (INH)  300  mgs/day 

PAS  12  gms/day  (for  average  weight  or  ap- 


prox. 200  mgs/kilo/day) 

Ethambutol  (EMB)  25  mgs/kilo/day  for  2 
months — 15  mgs/kilo/day 
Streptomycin  1 gm/day  for  6 weeks — 1 gm 
three  times  per  week  for  5 more  months 
DU  RATION  OF  THERAPY:  All  regimens 
a minimum  of  24  months  total. 

IV.  TREATMENT  FAILURES:  Treatment 
failures  are  indicated  if  there  is  a lack  of 
clinical  or  radiological  progress  or  if  sputum 
culture  is  still  positive  at  4 months.  In  either 
case,  review  treatment  in  light  of  susceptibility 
tests.  There  are  three  possibilities: 

A.  Treatment  failure  with  drug  resistant 
bacilli  on  initial  or  subsequent  tests. 

B.  Treatment  failure  with  no  evidence  of 
resistant  bacilli;  therefore,  it  must  be  pre- 
sumed that  the  failure  is  due  to  lack  of  self- 
administration of  drugs. 

C.  Treatment  failure  due  to  atypical  myco- 
bacteriosis  causes  by  bacilli  with  primary  drug 
resistance. 

The  following  drugs  are  used  for  treatment 
failure:  Kanamycin;  Viomycin;  Capreomycin; 
Cycloserine;  Pyrazinamide;  Ethionamide.  All 
these  drugs  are  toxic  and  consultation  with  the 
Division  of  Tuberculosis  Control,  Kentucky 
State  Department  of  Health  is  strongly  urged. 
Professional  assistance  and  drug  availability 
information  may  be  obtained  through:  Madi- 
sonville,  502/821-2820;  Louisville,  502/584- 
5281;  Paris,  606/987-3050;  Ashland,  606/324- 
3131;  London,  606/864-5121;  Glasgow,  502/ 
651-2151;  Frankfort,  502/564-4360. 

D.  Specialty  hospitals  and  physicians  should 
continue  to  be  utilized  for  retreatment  (treat- 
ment failures)  and  surgical  evaluation. 


Sports  Seminar  Being  Planned 

Plans  are  now  underway  for  the  second  annual 
“Seminar  on  the  Medical  Aspects  of  Sports"  which 
will  be  held  on  May  17,  1973,  at  Eastern  Kentucky 
University,  Richmond. 

This  seminar,  co-sponsored  by  the  Kentucky  Med- 
ical Association  and  the  Athletic  Department  at  East- 
ern, will  attract  top-flight  program  participants  from 
throughout  the  country.  Further  details  will  be  pre- 
sented in  upcoming  issues  of  The  Journal. 


Opinion  Available 

In  the  February,  1973,  issue  of  The  Journal  of 
KM  A.  an  article  appeared  entitled  “Female  Sexual 
Sterilization”  written  by  Walter  M.  Wolfe.  M.D. 
This  article  referred  several  times  to  the  Attorney 
General's  opinion  on  voluntary  sterilization.  The 
complete  opinion  of  the  Kentucky  Attorney  General 
on  voluntary  sterilization  is  available  upon  request 
by  contacting  The  Journal  of  KMA,  3532  Ephraim 
McDowell  Drive,  Louisville.  Kentucky  40205. 
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THE  INSURANCE  PAGE 


Short-Term  Hospital  Admission 


Several  months  ago  this  writer  discussed 
the  value  of  the  deductible  hospital  in- 
surance policy.  Several  sources  were  quot- 
ed as  saying  that  deductible  clauses  were  of 
little  value  in  hospitalization  insurance. 

Recently  third  party  carriers  have  noted  a 
new  utilization  abuse  of  hospitalization  in  the 
short-term  admission.  The  writer  thinks  that 
this  can  be  attributed  directly  to  policies  which 
have  no  deductible  clause.  Some  hospitals  pride 
themselves  that  they  have  a low  average  stay 
per  patient.  This  statistic  alone  does  not  tell 
the  story.  There  may  be  numerous  one  or  two 
day  hospital  cases  which  bring  the  average 
down.  Further  analysis  of  these  cases  reveals 
that  they  are  not  diagnostic  admissions  and 
that  the  admission  occurred  during  the  late 
evening  or  night.  Could  it  be  possible  that  the 
attending  physician  is  substituting  hospital  ad- 
mission for  a night  home  call,  or  that  the 
emergency  room  physician,  being  unfamiliar 
with  the  patient,  is  holding  the  patient  over- 
night for  the  regular  attending  physician  on  his 
rounds  the  following  morning? 

This  writer  may  possibly  be  guilty  of  such 
action.  Sometimes  the  decision  to  hospitalize, 
or  not  to  hospitalize,  is  difficult.  Sometimes  the 
patient  does  everything  within  his  power  to 
gain  entrance  to  the  hospital.  This  is  especially 
true  of  Medicaid  patients,  since  it  is  well  known 
that  they  pay  no  deductibles.  Some  patients 
seem  to  wait  until  they  know  the  doctor  has 
gone  before  going  to  the  emergency  room. 

The  writer  recalls  one  patient  who  was  seen 
on  a home  call  for  a relatively  minor  chronic 
condition  that  could  have  been  cared  for  in 
the  office.  One  week  later  this  patient  called 
late  in  the  evening  stating  that  he  had  -taken 
the  medication  prescribed  and  was  not  better. 
Since  the  patient  had  not  been  in  the  office  since 
the  home  visit,  he  was  advised  to  refill  the 
medication  and  to  come  to  the  office  on  the 


following  morning  for  further  evaluation.  The 
patient  was  also  advised  that  if  this  were  a true 
emergency,  the  physician  would  be  glad  to 
make  a home  call.  The  patient  definitely  stated 
that  he  did  not  desire  the  physician  to  make 
a home  call.  Thirty  minutes  later  a call  was 
received  from  the  emergency  room  stating 
that  this  patient  had  come  to  the  emergency 
room  seeking  treatment.  After  the  nurse  pre- 
sented her  findings  and  observations,  she  was 
instructed  to  tell  the  patient  that  the  physician 
would  not  see  him  in  the  emergency  room,  but 
would  gladly  see  him  at  the  patient’s  home  if 
he  would  return  home,  and  that  the  cost  of 
the  visit  would  be  no  more  than  the  cost  of 
coming  to  the  emergency  room  to  see  the 
patient. 

A second  patient  recently  called  the  physician 
stating  that  she  had  been  treated  at  home 
for  a respiratory  infection  about  one  month 
prior  to  the  time  of  the  call.  Since  she  had 
the  same  symptoms,  she  requested  that  the 
physician  send  her  the  same  prescription  she 
had  received  before.  This  was  done  and  about 
48  hours  later  the  patient  called  requesting 
hospitalization  since  she  had  not  recovered. 
The  physician  explained  that  he  was  unable  to 
recommend  hospitalization  without  examining 
the  patient  when  she  had  no  more  symptoms 
than  were  presented  over  the  phone,  but  that 
he  would  be  glad  to  make  a home  call  to 
examine  the  patient  to  determine  if  hospitaliza- 
tion was  really  necessary  or  to  treat  the  patient, 
whichever  the  case  may  be.  The  patient  de- 
clined the  home  call  and  apparently  recovered 
since  she  returned  to  work  a -few  days  later. 

Over  the  past  few  months  numerous  patients 
have  called  this  physician  stating  that  they  feel 
they  should  be  hospitalized.  After  questioning 
them  over  the  phone  it  has  been  apparent  that 
a few  of  these  oases  are  medical  emergencies 
and  they  are  advised  to  go  immediately  to  the 
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emergency  room  for  further  evaluation,  but  the 
majority  of  these  cases  apparently  are  not 
acute  and  many  are  not  even  under  any  cur- 
rent treatment  program.  One  important  factor 
seems  to  be  that  the  patient's  hospitalization  in- 
surance policy  completely  covers  the  hospital 
bill  and  pays  usual  and  customary  fees  to  the 
physician;  whereas,  the  insurance  policy  does 
not  cover  office  calls  or  home  calls.  Since  the 
patient  realizes  that  he  must  remain  in  bed 
a few  days,  whether  he  is  hospitalized  or  not, 
he  desires  hospitalization  in  order  to  avoid 
paying  the  cost  of  the  home  call  and  the  added 
cost  of  prescriptions. 

At  this  time  of  increasing  demands  for  phy- 
sician services,  most  physicians  are  overworked 


and  it  is  much  easier  to  admit  the  patient  to 
the  hospital  than  it  is  to  make  a home  call 
or  convince  the  patient  that  hospitalization  is 
not  necessary.  The  decision  is  placed  squarely 
on  the  physician  when  the  insurance  policy 
contains  no  deductible  clause. 

Some  readers  may  think  that  this  writer  is 
inviting  trouble  by  calling  attention  of  this 
situation  to  the  third  parties.  The  third  party 
carriers  are  well  aware  of  this  situation  and 
are  now  planning  ways  in  which  they  may  dis- 
allow these  claims.  My  purpose  is  to  call  at- 
tention of  this  situation  to  the  physician  before 
his  claims  are  disallowed. 

Lewis  Dickinson,  M.D. 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 


Notice  To  Contributors 

Members  of  the  Kentucky  Medical  Association  reading  papers  before  other 
organizations  are  asked  to  submit  their  papers  to  The  Journal  for  consideration  by 
the  Editors  for  publication.  Detailed  instructions  to  contributors  appear  in  the 
Scientific  Section  of  The  Journal  under  Manuscript  Memos.  Please  forward  any 
papers  to: 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific  Editor 
The  Journal  of  the  Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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Pinworm 
therapy  is  often  a 
family  affair 


I 


> 

: 

\ 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


New 

Dosage  Form: 


Chewable 

rablets  500  mg 

Mintezol 

THIABENDAZOLE  j MSD) 


50  easy  to  take 
sveryone  in  the  family 
:an  keep  to  the 
regimen  you  prescribe 


nclude:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINT EZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

V2 

50 

0.5 

1 

75 

0.75 

lVz 

100 

1.0 

2 

125 

1.25 

2Vz 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

'Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 
Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


What  it  means 
to  live  and  world  r 

Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


1 1 Persons  without  solar  keratoses  Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


iolar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
t slightly  elevated,  brownish  or  reddish  in 
olor,  papular,  dry,  adherent,  rough,  sharply 
lefined;  usually  multiple  lesions,  chiefly  on 
xposed  portions  of  the  skin. 

iequence/selectivity  of  response 

srythema  in  areas  of  lesions  may  begin  after 
everal  days  of  therapy;  height  of  reaction 
only  in  affected  areas)*  usually  occurs  within 
wo  weeks,  declining  after  discontinuation  of 
tierapy.  Since  this  response  is  so  predictable, 
jsions  that  do  not  respond  should  be  biopsied 
o rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

"osmetic  results  are  highly  favorable.  Inci- 
ence  of  scarring  is  low— important  with  multi- 
le  facial  lesions.  Efudex  should  be  applied 
/ith  care  near  the  eyes,  nose  and  mouth. 

>%  cream -a  Roche  exclusive 

)nly  Roche  formulates  the  5 % cream . . . 
igh  in  patient  acceptability . . . high  in  clinical 
fficacy,  especially  for  lesions  of  hands  and 
orearms. . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningat  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


The  patient  is  a 24-year-old  married,  black,  female. 
Gravida  1,  Para  0,  who  was  admitted  to  the  hospital 
with  a history  of  lower  abdominal  pain  associated 
with  vaginal  spotting  for  one  month.  She  was  seen 
each  of  the  three  days,  immediately  prior  to  admis- 
sion, by  her  physician  who  treated  her  with  anti- 
biotics for  “Salpingitis”.  However,  when  the  patient 
did  not  show  satisfactory  improvement  after  three 
days  of  outpatient  treatment,  she  was  admitted  to  the 
hospital  with  the  impression  of  an  ectopic  pregnancy. 
Upon  admission  her  temperature  was  “normal”,  pulse 
96,  respiration  24  and  blood  pressure  117/68.  Her 
hemoglobin  was  10.2  gm  with  a hematocrit  of  30%. 
The  patient  was  ambulatory  at  the  time  of  admission. 

A surgical  consultation  was  obtained  on  the  eve- 
ning of  admission  and  the  consultant  described  a ten- 
der left  lower  quadrant  mass  with  associated  slight  ab- 
dominal distention  and  brownish  vaginal  discharge. 
This  consultant  felt  their  findings  probably  represented 
a pelvic  abcess  secondary  to  pelvic  inflammatory  dis- 
ease. However,  an  ectopic  pregnancy  needed  to  be 
ruled  out.  However,  it  was  elected  to  treat  the  pa- 
tient with  pain  medication  (l/32nd  Dilaudid),  intra- 
venous fluids  (Ringer’s  Lactate)  and  parenteral  anti- 
biotics (Ampicillin  560  mgs  IM). 

Through  the  evening  and  night  immediately  follow- 
ing her  admission,  she  reportedly  had  a “fair  night” 
but  required  pain  medication  twice  during  the  night 
and  the  following  morning  her  abdomen  seemed  more 
distended.  A repeat  hemoglobin  was  9.2  gm  with 
hematocrit  of  28%. 

At  this  time,  an  exploratory  laparotomy  was  felt 
to  be  indicated  and  the  patient  was  prepared  for 
surgery.  She  was  given  a liter  of  saline  pre-operatively 
and  blood  was  begun  immediately  after  intubation. 
At  the  onset  of  anesthesia  the  patient’s  pulse  was  re- 
ported to  be  100  with  a systolic  blood  pressure  of  90. 
Upon  entering  the  peritoneal  cavity,  a matted  mass 
of  hemorrhagic  tissue  was  found  to  involve  small 
bowel,  the  sigmoid,  the  appendix,  the  uterus  and  the 
cul-de-sac.  After  removal  of  an  estimated  300-400 
cc  of  blood,  a ruptured  left  tubal  pregnancy  was  ap- 
parent. 

The  “ectopic  pregnancy”  is  said  to  have  been  re- 
moved with  “adhesions  being  left  in  place  on  the 
bowel  because  they  were  firmly  adherent.”  The  ab- 
domen was  then  closed  with  0-chronic  suture  for  the 
peritoneum,  interrupted  2-0  figure-of-8  black  silk  su- 
tures in  the  fascia,  continuous  3-0  plain  suture  in  the 
subcutaneous  tissue,  and  interrupted  4-0  silk  on  the 
skin.  After  applying  a dressing,  the  drapes  were  re- 
moved only  to  note  that  the  “patient’s  color  was  not 


good.”  The  anesthetist  at  this  point  reported  that  there 
was  no  palpable  pulse.  External  cardiac  massage  was 
instituted  and  intravenous  sodium  bicarbonate,  man- 
nitol and  solu-cortef  were  administered.  The  heart 
beat  was  restored  within  60-90  seconds  and  when  the 
patient  was  discharged  from  the  operating  room  to 
the  intensive  care  unit  her  pulse  was  126  with  a blood 
pressure  of  128/80.  The  patient’s  pupils  were  dilated 
and  she  was  “non-reactive”  and  demonstrated  facial 
twitching  and  did  not  resume  spontaneous  respirations 
while  in  the  operating  room.  Over  the  first  eight  hours 
postoperatively  the  patient  received  2600  cc  of  fluid 
intravenously  with  a 3000  cc  urinary  output  via  Foley 
catheter  and  another  200  cc  of  nasogastic  output. 

On  the  first  postoperative  day  the  patient’s  hemo- 
globin was  13.8  with  a hematocrit  of  42%  and  a 
white  blood  cell  count  of  19,400.  She  continued  to 
be  unresponsive,  required  oxygen  via  an  endotracheal 
tube  and  was  maintained  on  the  mannitol,  corticos- 
teroids and  intravenous  ampicillin.  She  began  to  have 
seizures  later  that  day. 

On  the  second  postoperative  day  a neurosurgeon 
consultant  advised  a tracheotomy  which  was  per- 
formed. Electrolytes  were  as  follows: 


Normal  Values: 

7-6 

7-8 

7-9 

Na 135-145  mEq/L 

148.5 

138 

143.5 

K 3.5-5 

3.4 

3.6 

3.6 

Cl  95-105 

109 

97 

96 

CO,  24-32 

26.4 

36.8 

33.1 

The  remainder  of  the  patient’s  postoperative  course 
was  progressively  downward  with  the  patient’s  neuro- 
logical status  never  improving  significantly  and  on  the 
10th  postoperative  day  the  patient  expired.  No  au- 
topsy was  performed. 

FINAL  DIAGNOSIS:  Ruptured  tubal  pregnancy 
complicated  by  cardiac  arrest. 

Comment 

This  maternal  death  was  classified  as  a direct  ob- 
stetric death  with  preventable  factors.  It  was  felt  that 
it  was  a direct  anesthetic  death.  The  attending  physi- 
cian suspected  an  ectopic  pregnancy,  and  obtained  a 
surgical  consult.  It  was  noted  that  her  blood  count 
was  certainly  not  ideal  before  surgery.  Blood  was 
available,  and  a certain  amount  replaced.  However, 
it  appears  to  the  Committee  that  some  anesthetic 
accident  occurred  which  is  not  clear  from  the  proto- 
col submitted.  An  autopsy  was  not  obtained  so  that 
we  do  not  have  complete  information  on  this  unfor- 
tunate situation. 
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IklmCi  and  joints 


herever  it  hurts,  Empirin 
(impound  with  Codeine  usually 
lovides  the  symptomatic 
ilief  needed. 


IERE 


Headache 


flu  and  associated  respiratory 
fection,  Empirin  Compound 
th  Codeine  provides  an 
ititussive  bonus  in  addition  to 
lief  of  pain  and  bodily 
scomfort. 


] prescribing  convenience: 

.=*  up  to  5 refills  in  6 months, 
your  discretion  (unless 
stricted  by  state  law);  by 
lephone  order  in  many  states. 

npirin  Compound  with 
)deine  No.  3,  codeine 
losphate*  32.4  mg.  (gr.  Vi); 

3. 4,  codeine  phosphate* 

1.8  mg.  (gr.  1)  *Warning-may 
• habit-forming.  Each  tablet 
so  contains:  aspirin  gr.  3V2, 
lenacetin  gr.  2V2,  caffeine 

.y2. 


WHEN  FLU  HITS  AND 


COMPOUND 

C CODEINE 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline ® (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  alter 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphent 
late  HCI  is  theoretically  possible  at  high  dosage, 
not  exceed  recommended  dosages.  Administer  v 
caution  to  patients  receiving  addicting  drugs 
known  to  be  addiction  prone  or  having  a histon 
drug  abuse.  The  subtherapeutic  amount  of  atror 
is  added  to  discourage  deliberate  overdosa 
strictly  observe  contraindications,  warnings  and  I 
cautions  for  atropine;  use  with  caution  in  chile 
since  signs  of  atropinism  may  occur  even  with 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dryr 
of  skin  and  mucous  membranes,  flushing -and 
nary  retention.  Other  side  effects  with  Lomotil 
elude  nausea,  sedation,  vomiting,  swelling  of 
gums,  abdominal  discomfort,  respiratory  depress 
numbness  of  the  extremities,  headache,  dizzin 
depression,  malaise,  drowsiness,  coma,  letha 


Many 
things 
can  cause 
diarrhea. 


LOMOTIL 
will  almost 


The  causes  of  diarrhea  are  as 
varied  as  man’s  complaints  and 
indiscretions.  Because  the  causes 
of  diarrhea  can  be  obscure  and 
because  uncontrolled  diarrhea  can 
present  serious  problems,  it  is 
important  to  know  a drug  that  will 
usually  stop  diarrhea  promptly. 

For  many  physicians,  the 
antidiarrheal  drug  of  choice  is 
Lomotil.  It  provides  almost  certain 
control  of  diarrhea. 

It  is  also  useful  in  controlling  the 
intestinal  transit  time  of  patients 
with  ileostomies  and  colostomies 
and  the  diarrhea  occurring  after 
gastric  surgery. 

Serious  side  effects  are 
infrequent  with  Lomotil.  It  should 
be  used  with  caution  in  young 
children,  however,  because  of  their 
variability  in  response.  Use  of 
Lomotil  in  children  under  two  years 
of  age  is  contraindicated. 

For  the  almost  certain 
control  of  diarrhea. 


■ orexia,  restlessness,  euphoria,  pruritus,  angioneu- 
ic  edema,  giant  urticaria  and  paralytic  ileus, 
sage  and  administration:  Lomotil  is  contraindl- 
ted  in  children  less  than  2 years  old.  Use  only 
motil  liquid  for  children  2 to  12  years  old.  For 
es  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years 
nl.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
ies  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
'lets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (ID 
■■  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
r as  one  fourth  of  the  initial  dosage.  Make  down- 
rd  dosage  adjustment  as  soon  as  initial  symptoms 
• : controlled. 

erdosage:  Keep  the  medication  out  of  the  reach 
children  since  accidental  overdosage  may  cause 
'ere,  even  fatal,  respiratory  depression.  Signs  of 
irdosage  include  flushing,  lethargy  or  coma,  hypo- 
'ic  reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
dia  and  respiratory  depression  which  may  occur 


12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vt  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


LOMOTIL 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

Diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
Atropine  sulfate 0.025  mg. 


SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 

251 


SEARLE 


Who  knows  what  evil  lurks  in 
the  mucous  membranes? 


Each  Spansule'®(brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  ana  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public's  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  “rose  fever,”  etc. ). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer  , pyloroduodenal  or  bladder  neck  obstruction. 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and  l'3'  Uptake .-  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthy  roid  ism . 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

MARCH 

17  Tenth  Annual  Symposium  on  Oral  Cancer, 
Health  Sciences  Center  Auditorium,  Univer- 
sity of  Louisville  School  of  Medicine  and 
Dentistry,  Louisville 

21-22  Nineteenth  Annual  Symposium  on  Cardiovas- 
cular Diseases,  Stouffer’s  Louisville  Inn, 
Louisville. 

29- 30  KMA  INTERIM  MEETING,  Lake  Barkley 

Lodge,  Cadiz 

APRIL 

Eighteenth  Annual  Lexington  Clinical  Con- 
ference, “Clinical  Problems  in  Gastroentero- 
logy,” Lexington  Clinic,  1221  South  Broad- 
way, Lexington 

1 1 Postgraduate  course,  “Is  It  Necessary  to  Treat 
Hypertension,”  by  Ray  W.  Gifford,  M.D., 
Cleveland  Clinic,  Jewish  Hospital,  Louisville 

12  Spring  meeting,  Kentucky  Chapter,  American 
College  of  Radiology,  Continental  Inn,  Lex- 
ington 

19-21  Workshop  and  conference  on  Pulmonary 

Thromboembolism,  University  of  Kentucky 
Medical  Center*.  Program  chairman:  Kazi 
Mobin-Uddin,  M.D.  Registration  fee:  $150 
(conference)  and  $100  (workshop),  Lexing- 
ton 

19  Ninth  Annual  Rheumatic  Disease  Symposium, 
Health  Sciences  Center  Auditorium,  Universi- 
ty of  Louisville  School  of  Medicine,  Louis- 
ville 

30- May  1 Workshop  on  Cardiac  Diagnosis  and 

Treatment,  University  of  Kentucky  Medical 
Center*.  Program  Chairman:  Borys  Surawicz, 
M.D.  Registration  fee:  $60.  11  hours  A AFP 
credit  requested. 

mav 

2-4  Symposium  on  Pediatric  Radiology,  Universi- 
ty of  Kentucky  Medical  Center*,  Lexington 


*For  further  information  regarding  conferences  and 
workshops  at  the  University  of  Kentucky,  contact 
Frank  R.  Lemon,  M.D.,  Associate  Dean  for  Continu- 
ing Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


9-12  Annual  Meeting,  Kentucky  Chapter,  Ameri- 
can Academy  of  Family  Physicians,  Ramada 
Inn-Bluegrass  Convention  Center,  Louisville 
11-12  Spring  meeting,  Kentucky  Orthopaedic  Soci- 
ety, Rowntowner  Motor  Lodge,  Covington 
24-25  Spring  meeting,  Kentucky  Chapter,  Ameri- 
can Academy  of  Pediatrics  and  spring  post- 
graduate course.  University  of  Kentucky  De- 
partment of  Pediatrics,  Lexington 


IN  SURROUNDING  STATES 

MARCH 

21-22  Postgraduate  course,  “Hodgkin’s  Disease, 
Leukemia  and  Lymphoma,”  Cleveland  Clinic 
Foundation,  Cleveland 

24- 25  Twenty-fifth  Annual  Joseph  and  Samuel 

Freedman  Lectures  in  Diagnostic  Radiology, 
University  of  Cincinnati,  Cincinnati 
28-29  Postgraduate  course,  “New  Methods  of  Treat- 
ment in  Neurology,”  Cleveland  Clinic  Foun- 
dation, Cleveland 

APRIL 

4-  5 Postgraduate  course,  “Current  Topics  in 

Clinical  Microbiology,”  Cleveland  Clinic 

Foundation,  Cleveland 

11-12  Postgraduate  course,  “Orthopaedics:  Child- 

hood Disorders,  Trauma,”  Cleveland  Clinic 
Foundation,  Cleveland 

25- 26  Postgraduate  course,  “Peripheral  Vascular  Dis- 

ease,” Cleveland  Clinic  Foundation,  Cleveland 


INNOVATIVE  COMPREHENSIVE 
HEALTH  PROGRAM  in  rural  setting  needs 
following  professional  staff  for  Family  Health 
Care  Program:  physicians,  nurses,  and  den- 
tists (Kentucky  licensed).  Federally  funded, 
decentralized.  Preventive  oriented.  Write  or 
phone  Mountain  Comprehensive  Health  Cor- 
poration, Begley  Building,  Hazard,  Kentucky 
41701.  Telephone:  (606)  439-1314. 

MCHC  is  an  Equal  Opportunity  Employer 


Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythaxnycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  intormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis.  Indiana  46206 
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Endocrine  Causes  of  Hypertensiont 

John  G.  Batsakis,  M.D.* * 

Ann  Arbor,  Michigan 


Aldosteronism,  pheochromocytomas  and 
hyperadrenal  corticalism  are  the  three 
principal  "causes”  of  hypertension.  The 
clinical  diagnosis  of  these  disorders  has 
been  largely  due  to  the  development  and 
use  of  biochemical  test  procedures.  These 
tests  and  assays  are  reviewed  and  their 
diagnostic  application  stressed. 

THE  relationship  of  the  adrenal  gland  to 
the  pathogenesis  of  hypertension  has 
long  intrigued  both  clinical  and  basic  in- 
vestigators. 

Tumors  or  hyperplasias  of  either  the  chro- 
maffin (medulla)  or  non-chromaffin  (cortex) 
parts  of  the  adrenal  glands  and  the  functional 
derangements  associated  with  them  have  been 
the  objects  of  a rather  pronounced  clinical  in- 
terest and  investigational  activity,  this,  despite 
the  relative  infrequency  of  these  lesions  as  caus- 
al factors  in  hypertensive  disorders. 

The  importance,  however,  of  these  disorders 
of  the  adrenal  gland  lies  beyond  the  fact  they 
are  potentially  curable  causes  of  hypertension 
and  its  ravages.  The  unraveling  of  the  endo- 
crine basis  for  the  hypertension  produced  by 
these  lesions  will  ultimately  end  in  an  under- 
standing of  the  humoral  control  of  many  basic 
physiological  processes;  witness  the  recent  as- 
sociation of  glucagon  with  pheochromocytoma 
and  the  high  incidence  of  diabetes  in  patients 
with  aldosteronism  and  the  further  clarifica- 

f  Presented  at  the  1971  KM  A Annual  Meeting  on 
September  23,  1971,  Louisville 

* Professor  of  Pathology,  University  of  Michigan 
Medical  Center,  Ann  Arbor,  Michigan 


tion  of  the  renin-angiotensin-aldosterone  axis. 

The  two  principal  hormones  of  the  adrenal 
cortex  in  man  are  cortisol  and  aldosterone. 
Cortisol,  produced  by  the  fasicular  and  reticu- 
lar zones  of  the  adrenal  cortex,  is  a hormone 
concerned  with  the  adaptation  of  the  body  to 
the  environment.  It  is  essential  for  life  and  en- 
ables the  body  to  withstand  potentially  injuri- 
ous changes  in  the  environment  which  are  col- 
lectively known  as  stress.  Aldosterone,  on  the 
other  hand,  is  secreted  by  the  cells  of  the  zona 
glomerulosa,  in  the  outer  part  of  the  adrenal’s 
cortex,  and  is  concerned  with  the  control  of 
sodium  and  potassium  in  the  body.  It  has  a 
homeostatic  role  directed  towards  the  stabiliza- 
tion of  the  internal  environment  of  the  body. 

The  rather  intimate  relationships  of  the 
adrenal  cortex  and  its  hormones  to  the  control 
of  sodium  and  potassium  metabolism  and  their 
important  bearing  on  blood  pressure  in  man 
and  other  animals  has  been  known  for  some 
time.  The  adrenal  cortices  in  patients  with  se- 
vere hypertension  frequently  manifest  a nodu- 
lar cortical  hyperplasia.  It  has  been  repeated- 
ly noted  that  the  weight  of  the  adrenal  glands 
increases  with  advancing  hypertension.  In  ani- 
mals, adrenocorticoids,  particularly  those  pos- 
sessing significant  mineralocorticoid  activity, 
have  been  shown  to  be  important,  if  not  essen- 
tial, provoking  agents  in  the  induction  of  ex- 
perimental hypertension. 

In  man,  hypersecretion  of  aldosterone  has 
been  associated  with  hypertension  in  Conn’s 
syndrome  and  an  increased  secretion  of  deoxy- 
corticosterone has  been  implied  in  the  develop- 
ment of  hypertension  in  1 1 Beta-hydroxylase- 
deficient  types  of  cogenital  adrenal  hyper- 
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plasias.  Even  in  Cushing’s  syndrome,  in  which 
the  output  of  aldosterone  is  not  increased, 
when  hypertension  and  hypokalemia  occur  they 
have  been  attributed  either  to  the  mineralocor- 
ticoid  activity  of  the  high  levels  of  hydrocorti- 
sone which  characterizes  the  syndrome,  or  to 
the  hypersecretion  of  deoxycorticosterone. 

Perhaps  no  recently  described  hormonal 
aberration  has  so  caught  the  fancy  and  interest 
of  clinicians,  biochemists,  endocrinologists  and 
pathologists  as  the  syndrome  of  hyper-aldo- 
steronism. 

Hyper-aldosteronism 

The  dilute,  yet  very  potent  steroid  hormone, 
aldosterone,  stimulates  the  retention  of  sodium 
and  the  excretion  of  potassium,  magnesium, 
hydrogen  and  ammonium  ions  in  the  distal  seg- 
ment of  the  nephron1.  Despite  intensive  re- 
search in  the  fields  of  chemistry,  pharmacology 
and  medicine,  there  is  yet  not  a complete 
understanding  of  the  role  of  aldosterone,  rela- 
tive to  other  factors  in  the  control  of  electrolyte 
metabolism  and  in  hypertension2.  It  must  be 
appreciated  that  while  aldosterone  is  undoubt- 
edly the  most  potent  mineralocorticoid,  others 
exist  and  they  may  play  an  important  role  in 
the  overall  control  of  sodium  metabolism. 

An  understanding  of  the  normal  control 
mechanisms  of  aldosterone  is  a prerequisite  of 
an  evaluation  of  its  clinical  importance  and  also 
of  the  construction  of  diagnostic  and  therapeu- 
tic techniques1. 

The  role  of  the  anterior  pituitary.  The  an- 
terior pituitary,  by  means  of  ACTH,  controls 
the  secretion  of  cortisol  and  corticosterone  by 
the  adrenal  cortex.  It  is  not  unreasonable  to 
suspect  or  infer  that  a similar  relationship  exists 
between  the  pituitary  gland  and  aldosterone  se- 
cretion. This  controlling  role  is  however  far 
from  clear  and  the  exact  role  of  the  pituitary 
with  respect  to  the  zona  glomerulosa  has  not 
been  established. 

The  absence  of  ACTH,  either  due  to  hypo- 
physectomy  or  to  hypopituitarism,  does  not 
usually  lead  to  abnormalities  in  electrolyte  me- 
tabolism characteristic  of  adrenal  insufficiency. 
The  zona  glomerulosa  which  is  responsible  for 
aldosterone  biosynthesis  does  not  atrophy  in 
the  hypophysectomized  animal  as  quickly  as 
the  deeper  zones  of  the  adrenal  cortex  and  al- 
though atrophy  does  eventually  occur,  mineral 


metabolism  is  not  markedly  affected1.  Con- 
versely, Cushing’s  syndrome,  when  the  syn- 
drome is  the  result  of  oversecretion  of  ACTH, 
may  not  necessarily  be  associated  with  sodium 
retention  or  increased  secretion  of  aldosterone. 
The  infusion  of  ACTH,  at  what,  in  terms  of 
the  plasma  cortisol  response,  might  be  con- 
sidered to  be  physiological  levels,  has  only  a 
transient  effect  on  plasma  aldosterone'1.  The 
threshold  ACTH  dose  for  aldosterone  stimula- 
tion is  also  far  higher  than  that  for  cortisol  and 
corticosterone.  Likewise  suppression  of  ACTH 
by  cortisol  or  dexamethasone  has  little  immedi- 
ate effect  on  the  aldosterone  secretion  rate  or 
the  plasma  concentration. 

While  data,  such  as  outlined  above,  seem  to 
point  to  a negligible  influence  of  the  pituitary 
gland  on  aldosterone,  animal  experiments  are 
mixed  in  their  results  and  point  to  pituitary 
“factors”  other  than  ACTH  as  bearing  some 
influence  on  the  ability  to  synthesize  aldo- 
sterone1. 

The  role  of  the  kidney  and  the  renin-angio- 
tensin system : Renin,  probably  formed  in  the 
afferent  arteriole  of  the  renal  juxtaglomerular 
apparatus,  hydrolyses  leucyl-leucine  bonds  in  a 
plasma  protein  substrate,  releasing  a decapep- 
tide,  angiotensin  I,  which  is  further  hydrolyzed 
to  the  pressor  octapeptide,  angiotensin  II,  by  a 
converting  enzyme  located  in  the  lung,  plasma 
and  other  tissue  (Fig.  1 ). 

THE  RENIN -ANGIOTENSIN -ALDOSTERONE  SYSTEM 


+ 

RENIN —RENIN  SUBSTRATE 


Degradation 
(Via  Tissue  Clearance 
and  "Angiotensinoses") 


Figure  I 

The  recognition  of  the  ability  of  renin  to 
raise  blood  pressure  and  to  have  an  indirect 
effect  on  electrolyte  metabolism  independent  of 
its  blood  pressure  effect  was  followed  by  the 
postulate  that  renin,  by  means  of  angiotensin 
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release  might  act  as  an  aldosterone-stimulating 
agent  and  that  some  of  its  electrolyte  active 
properties  might  therefore  require  the  inter- 
vention of  the  adrenal  cortex4. 

Recognition  of  the  renin-angiotensin  system's 
ability  to  stimulate  aldosterone  secretion  ap- 
peared almost  concomitantly  with  the  investiga- 
tion of  the  “aldosteronism”  syndrome. 

It  is  certainly  clear  that  angiotensin  may 
play  some  part  in  the  physiological  control  of 
aldosterone  secretion.  The  magnitude  of  this 
role  is  however  not  settled  or  even  clarified  at 
this  time.  Angiotensin  II  is  capable  of  stimu- 
lating aldosterone  secretion  in  man  and  where 
there  is  a high  level  of  angiotensin  II,  there  is 
commonly  also  a state  of  hypertension.  By  con- 
trast, when  there  is  a primary  increase  in  the 
secretion  of  aldosterone,  plasma  renin  action 
and  circulating  angiotensin  II  levels  are  often 
secondarily  suppressed. 

Finally,  while  angiotensin  has  been  shown  to 
have  a specific  effect  on  aldosterone  secretion, 
its  activities  are  by  no  means  confined  to  the 
adrenal  cortex.  It  is  able  to  exert  influence  on 
sodium  retention  by  ( 1 ) direct  renal  action 
and  (2)  affecting  salt  and  water  appetite1'  2. 

The  role  of  electrolytes : There  is  now  con- 
siderable evidence  at  hand  to  suggest  that  the 
response  of  aldosterone,  either  to  ACTH  or  to 
angiotensin  II  may  be  modified  by  the  sodium 
balance  of  the  subject.  The  sodium  status,  for 
example,  may  determine  whether  the  predomi- 
nant effect  of  angiotensin  is  to  increase  the 
blood  pressure  or  aldosterone  secretion5.  In  the 
sodium  deprived  subject,  the  pressor  response 
to  angiotensin  is  reduced,  while  the  aldosterone 
response  is  increased1.  Most  likely  this  is  not  a 
direct  effect  of  the  electrolytes  on  the  cortex 
and  probably  represents  a combination  of 
stimuli  including  changes  at  some  other  focus 
such  as  the  renin-angiotensin  system. 

The  role  of  other  factors : Central  nervous 
system,  liver  stretch  receptor  system  and  the 
pineal  gland  have  all  been  investigated  without 
conclusive  evidence  of  their  part  as  control 
mechanisms1-2. 

Despite  the  many  missing  links  and  the  often 
“at-odds”  reports  in  the  medical  literature  con- 
cerning the  varied  clinical,  biochemical  and  in- 
vestigative aspects  of  aldosterone  and  the  renin- 
angiotensin  system,  the  definition  of  clinically 
useful  syndromes  has  evolved.  In  the  simplest 
form  of  presentation,  aldosteronism  may  be  di- 


vided into  two  major  categories:  primary  and 
secondary. 

Primary  Aldosteronism 

The  descriptions  of  the  clinical  spectrum  and 
the  diagnostic  criteria  of  primary  aldosteronism 
have  undergone  progressive  revision  since  its 
original  description  by  Conn'1.  This  now  classic 
syndrome  was  characterized  by  hypertension 
without  edema,  intermittent  tetany,  paresthesis, 
periodic  muscular  weakness,  polyuria,  polydyp- 
sia  and  biochemically  by  severe  hypokalemia, 
hypernatremia,  alkalosis  and  the  presence  in 
the  urine  of  excessive  amounts  of  sodium- 
retaining  corticoid  (Table  1).  This  syndrome 
was  subsequently  shown  to  be  due  to  the 
presence  of  an  aldosterone-producing  “adeno- 
ma” of  the  adrenal  cortex. 

When  the  features  of  the  classical  disorder 
are  present,  the  diagnosis  of  the  syndrome  is 
relatively  easy,  but  variant  forms  present  diag- 
nostic difficulties;  particularly  when  the  helpful 
feature  of  hypokalemia  is  not  present.  More 
recently,  Conn7'  8 has  suggested  that  the  find- 
ing of  a suppressed  plasma  renin  activity,  with 
or  without  hypokalemia,  may  serve  as  an  im- 
portant indicator  of  an  underlying  primary  al- 
dosteronism. Confirmation  of  this  has  subse- 
quently led  to  an  increased  recognition  of  this 
disorder. 

At  the  present  time,  the  triad  of  ( 1 ) elevated 
urinary  aldosterone;  (2)  suppression  of  plasma 
renin  in  the  ambulatory  state  before  and  after  a 
period  of  salt  restriction;  or  (3)  a normal  urine 
1 7-hydroxycorticoid  excretion  are  the  diagnos- 
tic hallmarks  of  primary  aldosteronism  (Table 
2). 

The  suppression  of  plasma  renin  activity  is 
in  sharp  contrast  with  the  findings  in  secondary 
aldosteronism  associated  with  renal  or  malig- 
nant hypertension  where  the  plasma  renin 
level  are  usually  elevated  above  the  normal 
range. 

Expansion  of  the  extracellular  fluid  volume 
is  most  likely  the  basis  for  the  suppression  of 
plasma  renin  activity2.  It  is  believed  that  the 
volume  expansion  is  an  adequate  stimulus  for 
suppression  of  the  renin  and  is  independent  of 
the  plasma  sodium  concentration.  Direct  inhi- 
bition of  renin  secretion  by  an  increased  level 
of  aldosterone  per  se  has  not  been  found  to 
occur  experimentally. 
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Not  a little  controversy  exists  over  the  inci- 
dence of  primary  aldosteronism.  Much  of  the 
controversy  arises  from  the  disputed  incidence 
of  an  increased  aldosterone  secretion  in  so- 
called  benign  “essential”  hypertension.  The  im- 
portance of  a subnormal  plasma  renin  activity 
has  also  provoked  controversy.  The  anatomical 
findings  in  the  adrenal  glands  at  the  time  of 
surgery  and  necropsy  are  also  varied  and  not 
constant911. 

The  importance  of  measuring  aldosterone 
under  standardized  conditions  including  posture 
and  relating  the  result  to  the  urine  volume,  pre- 
vailing level  of  sodium  or  potassium  cannot  be 
emphasized  enough.  If  this  is  carried  out,  the 
false  positives  and  false  negatives  should  be  re- 
duced. 

The  finding  of  a subnormal  plasma  renin 
activity  in  patients  who  do  not  manifest  the 
classical  features  of  primary  aldosteronism  does 
not  and  should  not  detract  from  its  diag- 
nostic importance.  Studies  such  as  that  by 
Gunnells  et  al11  point  to  the  fact  that  it  rather 
broadens  the  concept  of  “primary  aldosteron- 
ism” while  at  the  same  time  does  not  dilute  its 
significance.  The  clinical  expression  of  the 
clinical  form  of  hypokalemic  primary  aldo- 
steronism probably  constitutes  no  more  than  a 
portion  of  a larger  spectrum  of  disorders  of 
adrenal  cortical  function,  each  of  which  is  as- 
sociated with  the  appearance  of  a suppressed 
plasma  renin  activity. 

Support  for  this  concept  will  eliminate  the  di- 
vision of  opinion  in  reports  dealing  with  pa- 
tients manifesting  normokalemic  or  hypokale- 
mic primary  aldosteronism,  normal  or  in- 
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creased  excretion  of  aldosterone  and  the  vari- 
able anatomical  findings  in  the  adrenal  glands 
at  surgery.  The  syndrome  of  hypermineralo- 
corticism  proposed  by  Biglieri  et  al12  and  the 
question  of  the  autonomy  of  aldosterone  secre- 
tion in  response  to  a wide  variant  of  physio- 
logical stimuli  also  support  the  existence  of  a 
broad,  often  over-lapping  spectrum,  rather 
than  rigidly  compartmentalized  entities. 

Secondary  Aldosteronism 

Secondary  aldosteronism  refers  to  an  in- 
creased activity  of  the  renin-angiotensin  sys- 
tem in  association  with  an  increase  in  the  secre- 
tion of  aldosterone.  The  aldosterone  secretion 
is  increased  in  response  to  an  adrenal  stimula- 
tion that  originates  elsewhere  in  the  body.  The 
principal  physiologic  stimulus  and  probably  the 
“final  common  pathway”  for  the  aldosterone 
secretion  is  a reduction  in  the  extracellular 
fluid  volume.  The  hallmarks  of  secondary  aldo- 
steronism are  an  elevation  in  both  urinary  aldo- 
sterone and  plasma  renin  activity  (Table  3). 

The  sensitivity  of  aldosterone  secretion  to 
the  extracellular  fluid  volume  is  depicted  in 
Figure  1.  Renin  is  elaborated  and  released  fol- 
lowing a decrease  in  the  perfusion,  pulsation 
or  pressure  in  the  renal  afferent  arterioles. 
Mediation  of  this  phenomenon  in  man  is  pre- 
sumed to  be  through  a baroreceptor  mechanism 
in  the  juxtaglomerular  cells.  In  the  plasma, 
renin  acts  as  a proteolytic  enzyme  whose  sub- 
strate is  angiotensinogen  (a  component  of  the 
alpha-2  globulins).  Angiotensin  I is  an  inter- 
mediate product  which  is  converted  to  angio- 


Clinical  Signs 
and  Symptoms 

Hypertension 
Muscular  weakness 
Polyuria 
Headache 

Retinopathy  (mild) 

Polydypsia 

Cardiomegaly 

Paresthesias 

Visual  disturbance 

Intermittent  paralysis 

Tetany 

Fatigue 

Muscular  discomfort 


Table  1 

Clinical  Findings  in  Primary  Aldosteronism* 

Very  Common  Frequent  Occasional 

(100-75%)  (75-50%)  (50-25%) 

X 

X 

X 

X 

X 

X 

X 


♦From  Greenlee  et  al.  ’■* 


Seldom 

(less  than  25%) 


X 

X 

X 

X 

X 

X 
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tensin  II.  Besides  being  responsible  for  the  hy- 
pertension of  renal  origin  and  a powerful  peri- 
pheral vasoconstrictor,  angiotensin  II  has  been 
confirmed  as  the  stimulant  to  the  adrenal  gland 
to  produce  aldosterone. 

Many  of  the  conditions  of  so-called  “second- 
ary aldosteronism”  are  not  associated  with  hy- 
pertension and  it  is  therefore  convenient  to 
separate  them  into  hypertensive  and  non-hyper- 
tensive  states. 

Table  2 

Clinical  Laboratory  Findings  in 
Primary  Aldosteronism 

Increased  aldosterone  secretion  • excretion 

Decreased  plasma  renin  activity 

Normal  17-KS  and  1 7-DHCS 

Hypokalemia 

Alkalosis 

Decreased  body  exchangeable  potassium 
EKG  evidence  of  hypokalemia 
Mild  proteinuria 
Impaired  renal  concentration 

Non-hypertensive  Secondary  Aldosteronism 

This  category  includes  many  of  the  edem- 
atous states  such  as  the  nephrotic  syndrome, 
cirrhosis  with  ascites,  congestive  heart  failure 
and  exaggerated  physiological  conditions  such 
as  pregnancy. 

There  is  evidence  that  aldosterone  secretion 
(rather  than  excretion)  may  be  increased  in 
many  patients  with  the  above  mentioned  dis- 
orders, but  the  extent  to  which  this  is  due  to 
an  increased  activity  of  the  renin-angiotensin 
system  is  by  no  means  clear.  This,  despite  the 
fact  that  renin  activity  as  measured  in  the  plas- 
ma may  be  strikingly  increased  (particularly 
in  the  cirrhotic  with  ascites).  A not  inconsider- 
able part  of  the  difficulty  in  assessing  the  role 
of  the  renin-angiotensin  system  is  that  of  the 
two  compounds,  angiotensin  II  assays  are  less 
frequently  performed.  Even  this  measurement 
alone  may  be  deficient  for  it  does  not  take  into 
consideration  the  in  vivo  conversion  or  clear- 
ance rate  of  angiotensin2.  Finally  the  effect  of 
salt  restriction  or  salt  depletion  on  the  renin- 
angiotensin  system  must  always  be  considered. 
All  stimuli  to  aldosterone  production  arc  po- 
tentiated by  sodium  deficiency2. 

Hypertensive  Secondary  Aldosteronism 

Levels  of  renin,  angiotensin  and  aldosterone 


are  usually  all  within  the  normal  range  in  pa- 
tients with  so-called  “essential”  hypertension; 
particularly  in  the  “benign”  phases  of  the  dis- 
ease. In  the  advanced  or  malignant  phases,  all 
three  are  commonly  elevated. 

The  association  of  malignant  hypertension 
with  loss  of  weight,  polyuria,  polydypsia,  hypo- 
kalemia, hyponatremia  and  hyperaldosteronism 
has  long  been  recognized.  The  presence  of  the 
malignant  hypertension  and  hyponatremia  are 
the  points  of  difference  from  primary  aldo- 
steronism, but  it  is  the  almost  invariably  raised 
plasma  renin  activity  that  distinguishes  this  hy- 
ponatremic  hypertensive  syndrome  from  pri- 
mary aldosteronism. 

Renovascular  hypertension  still  remains  an 
enigma  as  far  as  the  role  of  the  renin-angio- 
tensin system  in  the  initiation  and  maintenance 
of  the  hypertension.  Although  renin,  angio- 
tensin and  aldosterone  levels  may  be  increased 
in  the  hypertension  of  renal  disease,  they  are 
not  invariably  so  and  the  elevations,  if  any, 
are  only  modest.  Of  the  three  measurements, 
aldosterone  levels  are  usually  not  increased. 

Pathological  Changes  in  the  Adrenal  Glands 
in  Primary  Aldosteronism 

The  diagnosis  of  primary  aldosteronism  has 
been  reserved  by  Conn6  for  patients  having 
the  clinical  features  mentioned  above  and  who 
also  have  adrenal  cortical  adenomas.  The  com- 
bination of  the  cortical  adenoma  and  the  clin- 
ical findings  are  commonly  referred  to  as 
Conn’s  syndrome.  These  tumors  tend  to  be 
small,  often  weighing  less  than  6 gms,  and 
range  in  size  from  0.2  cm  to  3.0  cm  in  di- 
ameter9. Size  of  the  tumors  does  not  appear 
to  be  correlated  with  the  preoperative  serum 
potassium  concentration  or  with  the  aldoster- 
one excretion.  There  is  a slight  tendency  for 
the  tumors  to  be  in  the  left  adrenal  gland. 
Their  golden  yellow  or  yellow  brown  color  is 
characteristic  and  said  to  be  highly  suggestive 
of  an  “aldosteronoma”9.  Different  and  varied 
histological  patterns  are  present  in  different  tu- 
mors and  within  fields  of  a single  lesion.  Many 
appear  to  be  composed  of  the  zona  fasiculata 
cell  type,  but  biochemically  they  manifest  fea- 
tures of  a mixture  of  zona  glomerulora  and 
zona  fasiculata  cells9. 

Bilateral  adrenocortical  hyperplasia  rather 
than  adenomas  has  also  been  discovered  in 
cases  of  primary  aldosteronism.  For  patients 
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Table  3 


Differential 

Diagnosis  of  Primary 

Aldosteronism 

by  Biochemical  Means 

Plasma 

Plasma 

Aldosterone 

Plasma  Renin 

Sodium 

Potassium 

Excretion  or  Secretion 

activity 

Primary  Aldosteronism 

N or  I 

I 

T 

l 

Secondary  Aldosteronism 
(Edematous  states) 

N or  1 

N or  1 

t t 

t 

Secondary  Aldosteronism 
(malignant  or  accelerated 
hypertension) 

N or  | 

i 

I t 

T t 

such  as  these,  Conn  suggested  the  diagnosis  of 
congenital  aldosteronism.  It  is  very  likely  these 
patients  belong  to  a heterogeneous  group  in- 
cluding acquired  aldosteronism,  dexamethasone 
— suppressible  hypertension  and  aldosteronism 
and  so-called  secondary  “primary”  aldosteron- 
ism. 

Adrenal  cortical  carcinomas  may  also  be  as- 
sociated with  primary  aldosteronism.  Finally, 
patients  with  a pre-operative  diagnosis  of  pri- 
mary aldosteronism,  may  infrequently  mani- 
fest adrenal  glands  which  are  normal. 

Practical  Diagnostic  Aspects  of 
Hyper-aldosteronism 

Diagnostic  use  has  been  made  of  the  fact 
that  the  renin-angiotensin  system  appears  to  be 
an  important  factor  in  the  control  of  aldo- 
sterone secretion  in  man  in  the  devising  meth- 
ods of  differentiating  between  the  two  mam 
categories  of  hyper-aldosteronism,  in  both  of 
which  hypertension  may  be  a feature. 

As  indicated  above,  the  diagnosis  of  these 
conditions  may  be  analyzed  into  the  following 
stages:  (1)  demonstration  of  an  excessive  al- 
dosterone secretion;  (2)  measurement  of  plas- 
ma renin  concentration  to  ascertain  to  the  type 
of  hyper-aldosteronism;  and  (3)  confirmation 
that  hypertension  and  hypokalemia  associated 
with  the  disease  are  in  fact  due  to  excessive 
secretion  of  aldosterone:  use  of  antagonists. 

If  after  these  investigations,  primary  hyper- 
aldosteronism is  diagnosed,  the  investigation 
may  be  continued  by:  (4)  location  of  the 
lesion;  and  (5)  surgical  removal  of  the  lesion, 
or  therapeutic  blockade  of  the  effects  of  aldo- 
sterone. 

At  this  point  we  remind  the  clinicians  that 
neither  plasma  renin  nor  aldosterone  assays 
are  necessary  in  the  work-up  of  the  majority  of 
hypertensive  patients.  These  should  be  reserved 


for  the  relatively  few  patients  in  which  the 
diagnosis  is  suggested  by  simpler  means. 

A serum  potassium  concentration  should  be 
obtained  on  every  hypertensive  patient  before 
treatment,  particularly  with  thiazides.  If  hypo- 
kalemia is  present,  the  24-hour  urinary  potassi- 
um excretion  should  be  measured  while  the  pa- 
tient is  on  a regular  salt  intake  (a  urinary  sodi- 
um concentration  of  greater  than  100  mEq/24 
hours)  and  not  receiving  supplemental  potas- 
sium. 

In  the  presence  of  hypokalemia,  a urine  po- 
tassium concentration  of  greater  than  30  mEq/ 
24  hours,  is  good  evidence  in  favor  of  the 
diagnosis.  A urine  concentration  of  less  than  20 
mEq/24  hours  is  strong  evidence  against  the 
diagnosis. 

Surgical  intervention  should  be  individual- 
ized. Kaplan13  states  that  the  question  as  to  the 
need  for  surgical  treatment  in  all  patients  in 
whom  the  diagnosis  has  been  firmly  established 
is  an  open  one.  It  is  a valid  question  since  the 
hypertension  of  primary  aldosteronism  is  al- 
most always  benign,  the  hypokalemia  can  be 
fairly  easily  controlled  and  the  surgery  may 
necessitate  total  bilateral  adrenalectomy.  Cer- 
tainly medical  therapy  should  be  considered  in 
patients  in  whom  the  risk  of  operation  is  high 
or  in  whom  the  disease  is  relatively  mild.  Prin- 
ciples of  treatment  may  be  found  in  the  re- 
ports of  Greenlee  et  al14  and  Smithwick  et  al15 
and  Gunnels  et  al11. 

Several  clinical  and  biochemical  findings  are 
however  essential  to  justify  exploration  of  the 
adrenal  glands.  Positive  findings  include  hyper- 
tension with  a relatively  mild  retinopathy,  hy- 
pokalemic alkalosis  associated  with  decreased 
renal  conservation  of  potassium,  increased  se- 
cretion of  aldosterone  and  suppressed  renin 
activity.  Negative  findings  include  normal  17- 
hydroxycorticosteroid  excretion,  normal  serum 


164 


March  1973  • The  Journal 


Endocrine  Causes  of  Hypertension — Batsakis 


sodium  and  an  apparently  normal  renal  angio- 
gram. 

Either  malignant  hypertension  with  grade 
IV  retinopathy  or  an  increased  excretion  of 
1 7-hydroxycorticosteroids  excludes  the  diag- 
nosis of  primary  aldosteronism  (except  for  the 
unusual  adrenocortical  carcinoma,  where  the 
1 7-hydroxysteroids,  17-ketogenic  steroids  and 
the  17-ketosteroids  are  elevated  in  the  urine). 

When  severe  renal  ischemia  or  sodium  losing 
pyelonephritis  coexists  with  primary  aldoster- 
onism, the  diagnosis  may  be  nearly  impossible 
unless  an  adrenal  tumor  is  visualized. 

Pheochromocytoma 

Pheochromocytomas  are  usually  benign  neo- 
plasms of  chromaffin  tissue  origin.  The  inci- 
dence of  pheochromocytoma  has  been  various- 
ly reported  and  has  ranged  from  a random 
necropsy  selection  of  0.1%  to  near  2%  in  hy- 
pertensive patients16- 17. 

Ninety  per  cent  of  pheochromocytomas  are 
located  in  or  near  the  adrenal  gland  with  a 
certain  preponderance  being  manifested  for  the 
right  adrenal  gland.  The  remainder  are  intra- 
abdominal, or  sometimes  in  the  thorax,  bladder 
or  neck.  As  a rule  the  neoplasm  is  benign,  but 
at  least  10%  are  bilateral  and  at  times  there  are 
co-existing  adrenal  and  extra-adrenal  tumors. 

There  has  been  shown  to  be  a significant  as- 
sociation of  pheochromocytoma  with  neuro- 
fibromatosis and  medullary  carcinoma  of  the 
thyroid  gland. 

The  diagnostic  story  of  pheochromocytoma 
at  the  present  time  relates  almost  exclusively  to 
its  biochemical  diagnosis.  Assays  of  the  hor- 
monal products  and  their  metabolites  produced 
by  the  neoplasm  have  almost  completely  super- 
seded pharmacological  tests.  The  pharmaco- 
logical tests  (diagnostic  accuracy  not  more  than 
75%),  retroperitoneal  pneumography,  aorto- 
graphy and  selective  catheterization  of  veins 
for  catecholamine  determinations  are  often  not 
only  inadequate,  but  also  the  cause  of  serious 
morbidity  and  mortality17' 18. 

The  diagnosis  of  pheochromocytoma  can  be 
established  by  measurements  of  the  urinary 
catecholamines  (noradrenaline  and  adrenaline) 
metanephrine,  and  normetanephrine  or  VMA. 

For  practical  purposes,  determination  of 
either  metanephrine  or  VMA  has  proved  equal- 
ly reliable  and  are  preferable  to  the  catechola- 
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mine  determination  because  the  latter  is  more 
difficult  and  costly  to  assay  and  offers  a great- 
er chance  for  technical  error.  Properly  per- 
formed and  with  appropriate  reagent  systems, 
a positive  diagnosis  should  be  obtained  in  more 
than  90%  of  the  patients  harboring  a func- 
tional pheochromocytoma  by  measurement  of 
any  of  the  above  mentioned  compounds  on 
a single  24-hour  specimen17. 

Estimation  of  free  catecholamines  is  also  of 
diagnostic  value,  provided  that  the  concen- 
trated urine  specimens  are  assayed  for  both 
epinephrine  and  norepinephrine.  There  is  also 
some  suggestions  that  the  ratio  in  urinary 
epinephrine/norepinephrine  patterns  provides 
preoperative  indication  of  the  type  of  tumor 
and  thus  its  probable  anatomical  location. 

Since  the  catecholamine  assays  are  primarily 
performed  by  fluorometric  techniques,  false 
positives  may  occur  in  patients  taking  the  anti- 
hypertensive drug,  methyldopa,  or  fluorescent 
drugs  such  as  tetracycline  and  chlorproma- 
zine16,  17' 18. 

Any  test  which  produces  an  acute  rise  or 
fall  in  arterial  pressure  and  any  potentially 
traumatic  procedure  should  not  be  used  in  the 
diagnosis  of  pheochromocytoma. 

The  biochemical  methods  available  for  the 
assay  of  urinary  catecholamines  and  their  meta- 
bolites offer  reasonable  simplicity,  a higher 
diagnostic  accuracy  and  no  morbidity.  The  im- 
portance of  these  techniques  are  highlighted 
by  two  aspects  of  the  disease:  (1)  the  clinical 
manifestations  of  pheochromocytoma  are  ex- 
tremely varied  and  mimic  other  conditions;  (2) 
prior  to  the  discovery  of  the  major  metabolic 
pathways  of  the  catecholamines  between  1956 
and  1959,  approximately  two-thirds  of  all  phe- 
ochromocytomas were  found  at  the  necropsy 
table17. 

Biochemical  assays  to  be  used  in  the  detec- 
tion of  a patient  with  a pheochromocytoma 
fall  into  two  categories;  “screening”  proce- 
dures and  definitive  quantitation. 

The  relative  ease  with  which  the  laboratory 
can  perform  some  “screening  assays”  has  led 
to  the  suggestion  that  all  hypertensives  require 
the  “screen”  in  the  course  of  their  diagnostic 
work-up.  In  practical  application,  however,  the 
highest  yield  of  positive  results  has  been  ob- 
tained when  the  patients  have  had  one  or  more 
of  the  following  indications:  (1)  hypertension, 
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labile  or  sustained;  (2)  paroxysmal  symptoms; 
(3)  a hypermetabolie  state  without  objective 
evidence  of  thyrotoxicosis;  (4)  a marked 
change  in  blood  pressure  or  pulse,  or  both,  in 
response  to  a minor  injury,  parturition  or  ad- 
ministration of  an  anesthetic;  (5)  a neuro- 
cutaneous  syndrome  (von  Recklinghausen’s 
syndrome,  etc.);  (6)  a familial  history  of  pheo- 
chromocytoma  and  (7)  evidence  of  a multiple 
or  pluriglandular  endocrine  disorder17. 

Metabolism  of  the  catecholamines 

There  are  four  naturally  occurring  catechol- 
amines: dopamine,  noradrenaline,  adrenaline 
and  N-methyl  adrenaline.  Clinical  interest  cen- 
ters principally  around  adrenaline  and  nora- 
drenaline. In  normal  individuals  there  is  a 
daily  release  of  the  catecholamines.  Most  of  the 
released  catecholamines  are  metabolized  prior 
to  their  secretion  in  urine.  Enzymatic  inactiva- 
tion is  catalyzed  principally  by  monoamine 
oxidase  (MAO)  and  by  catechol  O-methyl- 
transferase  (COMT),  but  the  relative  impor- 
tance of  these  two  enzymes  in  the  primary 
process  differs.  With  circulating  catechola- 
mines, COMT,  is  more  important  in  catalyzing 
the  initial  enzymatic  inactivation.  MAO  as- 
sumes greater  importance  in  the  dealing  with 
noradrenaline  released  from  tissue  stores. 
These  enzymatic  differences  are  reflected  in  the 
different  percentages  of  catecholamines  and 
their  metabolites  excreted  in  the  urine  of  nor- 
mal individuals  and  of  patients  with  pheo- 
chromocytoma19. 

Less  than  10%  of  endogenous  adrenaline  or 
noradrenaline  is  excreted  in  the  urine  in  an  un- 
altered form.  The  principal  metabolic  products 
of  these  two  catecholamines  in  man  are  the  3- 
O-methylated  amines,  metadrenaline  and  nor- 
metadrenaline,  their  conjugates  and  VMA20. 

The  acidic  metabolites  of  the  biologically  ac- 
tive monoamines  are  present  in  considerably 
higher  concentrations  than  other  catecholamine 
metabolites.  Unlike  the  other  catechols,  VMA 
is  relatively  stable,  largely  excreted  in  the  free 
state  and  hydrolysis  prior  to  its  estimation  is 
usually  not  needed.  Because  of  these  attributes, 
VMA  has  been  measured  more  commonly  than 
other  catecholamine  metabolites20-  21. 

There  are  numerous  ways  to  measure  vanil- 
lymandelic  acid  (VMA).  The  use  of  so-called 
screening  tests  which  nonspecifically  measure 
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urinary  phenolic  acids  should  be  discouraged. 

False  positive  assays  occur  in  patients  eating 
bananas,  certain  other  fruits  and  vegetables, 
chocolate,  tea,  coffee  and  foods  containing  va- 
nilla extract,  and  in  persons  taking  medica- 
tions, such  as  aminosalicylic  acid,  mephenesin 
and  glyceryl  guaiacolate. 

Since  the  VMA  “kit”  tests  are  crude  deter- 
minations and  require  the  dietary  restriction  of 
foods  rich  in  tyramine,  they  do  not  qualify  and 
should  not  be  used  as  “screening  tests”,  unless 
the  physician  is  willing  to  accept  as  high  as  a 
30%  false  positive  rate.  The  colorimetic  reac- 
tion in  common  use  in  these  kits  is  further 
interfered  with  by  prevalent  urinary  constitu- 
ents, especially  phosphate.  This  interference 
has  yielded  as  high  as  a 50%  false  negative 
rate. 

Preferred  methods  for  the  quantitative  esti- 
mation of  VMA  are  based  on  a specific  reac- 
tion with  the  vanillin  nucleus  of  VMA  follow- 
ing oxidation  of  the  side  chain.  The  methods  of 
Sunderman22  and  Pisano23  fulfill  these  labora- 
tory requirements  but  are  not  especially  suited 
for  screening  of  patients. 

For  the  past  four  years  we  have  been  screen- 
ing patients  at  the  University  of  Michigan 
Medical  Center  by  a thin-layer  chromatograph- 
ic separation  of  an  ethyl  acetate  extract  of 
urine  followed  by  specific  VMA  color  develop- 
ment with  diazotized  p-nitroaniline20-  21 . The 
method  is  that  of  Preston24  and  our  experience 
leads  us  to  consider  this  identification  of  an 
increased  VMA  excretion  to  be  superior  to  the 
measurement  of  total  VMA/24  hours  for  the 
following  reasons:  (1)  false  positives  have 
been  rare  to  absent,  (2)  the  patient’s  drugs 
(Aldomet,  Serpasil,  Diuril,  PAS,  isoniazid 
etc.)  need  not  be  discontinued  since  the  chrom- 
atography separates  these  compounds  from 
VMA  and  other  phenolic  acids  and  they  may 
further  be  distinguished  by  their  own  color  and 
Rf,  and  (3)  dietary  restrictions  are  not  re- 
quired. Bi-directional  chromatography  is  pre- 
ferred by  some  authors. 

Regarding  other  assays,  the  experiences  of 
Gitlow  and  his  associates17  are  perhaps  the 
best  documented.  Regarding  metanephrine  as- 
says, these  authors  and  others  have  indicated 
that  all  their  patients  with  pheochromocytoma 
excreted  increased  quantities  of  total  meta- 
nephrine. The  major  drawback,  however,  is  the 
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variability  of  excretion  during  illnesses  that 
subject  the  patient  to  severe  stress:  hemor- 
rhagic shocks,  sepsis,  widespread  metastatic 
disease,  etc.  Therefore  a normal  metanephrine 
level  rules  out  the  presence  of  a pheochromo- 
cytoma,  but  an  elevated  level  does  not  neces- 
sarily prove  its  presence. 

While  the  excretions  of  increased  quantities 
of  homovanillic  acid  and  dopamine  are  almost 
universally  observed  in  association  with  neuro- 
blastomas, the  value  of  their  measurement  in 
pheochromocytomas  is  limited  and  they  will  be 
found  elevated  only  in  the  occasional,  usually 
malignant  pheochromocytoma. 

The  assay  for  the  metabolite,  3-methoxy-4- 
hydroxyphenylethylene  glycol,  is  considerably 
more  complex  than  those  for  vanillylmandelic 
acid  or  metanephrine  and  does  not  appear  to 
offer  any  advantage  over  these  assays. 

Assessment  of  Cortisol 

Time  does  not  permit  an  indepth  study  of  the 
hypothalamic  pituitary-adrenocortical  system 
and  the  discussion  must  be  confined  to  the 
assays  and  significance  of  plasma  “cortisol”. 

Cortisol  (hydrocortisone)  is  quantitatively 
the  most  important  hormone  of  the  adrenal 
cortex  and  is  essential  for  life.  The  tissues  in- 
volved in  its  production  are  the  hypothalamus, 
the  anterior  lobe  of  the  hypophysis  and  the 
adrenal  cortex. 

Natural  ACTH,  released  into  the  systemic 
circulation  following  exposure  to  stress,  causes 
an  increased  secretion  of  cortisol  from  the 
adrenal  cortex.  It  is  to  be  noted  that  the 
adrenal  cortex,  unlike  the  anterior  pituitary, 
does  not  store  its  hormones.  An  increased  se- 
cretion of  cortisol  is  thus  synonymous  with  in- 
creased synthesis.  In  addition,  it  should  also 
be  noted  that  the  adrenal  medulla  is  activated 
by  all  forms  of  stress,  and  that  the  adrenaline 
released  in  these  situations  stimulates  the  re- 
lease of  ACTH,  enhancing  the  effect  of  corti- 
cotrophin  releasing  factor. 

Radioimmunoassays  have  indicated  that 
basal  plasma  ACTH  concentrations  vary  in  a 
cyclic  fashion  between  12  and  55  mg/ml25. 
This  rhythm  is  circadian.  As  Grant  and  Hall25 
point  out,  this  term  is  used  to  cover  periods 
not  exactly  24  hours,  and  is  more  accurate  than 
the  more  commonly  used  “diurnal  rhythm”. 
“Nyctohemeral  rhythm”  relating  to  day  and  to 


night,  may  also  be  used.  The  plasma  ACTH 
concentrations  show  a maximum  in  the  early 
hours  of  the  morning  (before  awaking)  and  a 
minimum  about  midnight.  This  circadian 
rhythm  is  a manifestation  of  the  cyclic  func- 
tioning of  the  hypothalamus  due  to  the  pres- 
ence of  a built-in  “biological  clock”,  regulated 
originally  no  doubt  by  the  alternating  light  and 
darkness  of  day  and  night.  The  cyclic  release 
of  ACTH  thus  brought  about  results  in  a 
maximum  concentration  of  plasma  “cortisol” 
of  about  25  mg/ 100  ml  in  the  morning,  falling 
to  a minimum  of  less  than  8 mg/ 100  ml  at 
midnight. 

In  addition  to  the  normal  circadian  rhythm 
of  hypothalmic  activity,  the  production  of 
cortisol  is  also  under  a negative  feedback  con- 
trol. This  form  of  control  can  be  overriden 
under  stress.  Thus  ACTH  secretion  may  con- 
tinue to  rise  despite  increasing  plasma  cortisol. 
This  phenomenon  is  observed  to  occur  in  re- 
sponse to  the  stress  of  major  surgical  pro- 
cedures. 

The  production  of  cortisol  does  not  exceed 
20  mg/24  hours  and  that  which  is  secreted  is 
transported  in  the  plasma,  mostly  bound  to 
protein. 

Transcortin  (cortisol  binding  globulin)  is  a 
specific  plasma  protein  with  a high  affinity  for 
cortisol.  It  is  almost  saturated  with  the  hormone 
at  normal  physiological  concentrations.  Al- 
bumin also  binds  cortisol,  less  specifically,  but 
with  a high  binding  capacity.  Thus,  under  con- 
ditions of  stress,  the  excess  cortisol  can  be 
taken  up  by  albumin  after  the  rapid  saturation 
of  transcortin. 

Despite  the  fact  the  protein  binding  is  rela- 
tively weak,  the  ability  of  cortisol  to  bind  to 
protein  has  been  used  by  Murphy26  to  develop 
a rapid,  sensitive  and  more  specific  method  for 
measuring  cortisol. 

The  usual  methods  for  determining  plasma 
cortisol,  however,  measure  all  the  cortisol  in 
the  plasma,  both  the  bound  and  free.  Since 
little  cortisol  is  lost  from  the  kidney,  free 
cortisol  measurements  in  the  urine  have  been 
also  recommended  as  sensitive  and  reliable 
tests  of  hyperadrenal  corticalism27. 

The  methods  that  have  been  developed  for 
the  measurement  of  the  circulating  adreno- 
cortical hormone  are  dependent  upon  the 
orientation  of  isomerically  active  groups  on 
the  common  nucleus  of  three  cyclohexane  rings 
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joined  to  a cyclopentane  ring28. 

Based  on  this  isomeric  orientation,  the  blood 
steroids  have  been  estimated  in  a variety  of 
ways: 

1 . as  reducing  steroids 

2.  as  isonicotinic  acid  hydrazone 

3.  as  Porter-Silber  chromagens 

4.  by  fluorescence,  both  soda  and  acid 

Steroids  with  a hydroxyl  group  on  the  1 1 
carbon  atom  share  the  property  of  fluorescence 
when  exposed  to  ultra-violet  light  in  a strong 
sulfuric  acid  solution.  Included  in  this  group 
are  cortisol,  corticosterone  and  the  20  beta-ol 
derivatives  of  cortisol  and  corticosterone. 

Initially,  the  only  method  which  offered  suf- 
ficient simplicity  to  merit  consideration  as  a 
clinical  chemical  procedure  was  the  colorimetric 
technique  of  Silber  and  Porter29.  Their  method 
and  its  modifications,  which  depend  on  the 
color  reaction  of  cortisol  and  phenylhydrazine, 
although  still  used,  is  difficult  to  operate,  re- 
quires considerable  technical  effort  and  skill,  is 
relatively  insensitive,  and  can  hardly  be  con- 
sidered sufficiently  robust  to  warrant  considera- 
tion as  general  screening  techniques30. 

The  recommended  method  for  the  clinical 
determination  of  plasma  corticosteroids  is  the 
relatively  simple  fluorometric  method  of  Mat- 
tingly30’ 31.  A report  by  the  Medical  Research 
Council  of  London  has  recently  substantiated 
this  assessment30. 

There  are  however  serious  drawbacks  in  its 
use  and  too  high  clinical  expectations  will  be 
thwarted  if  they  are  not  appreciated. 

There  is  a serious  lack  of  specificity  with 
only  55% -59%  of  the  total  fluorescence  pro- 
duced in  plasma  samples  being  due  to 
cortisol25’  30.  While  this  lack  of  specificity  is 
not  a major  disadvantage  for  clinical  investi- 
gation, it  does  mean  that  reliance  on  absolute 
values  are  not  reliable  nor  justified.  In  addition, 
the  administration  of  certain  drugs,  notably 
tetracycline  and  spironolactone,  causes  serious 
interference  with  the  method  and  should  be 
avoided  during  the  test  period.  If  the  drugs 
cannot  be  withdrawn,  the  laboratory  must  use 
alternative  ways  to  assess  the  hypothalamic- 
pituitary-adrenocortical  system.  Grant  and 
Hall25  also  note  that  the  extensive  normal  data 
compiled  for  the  urinary  1 7-oxosteroids 
(17-OS)  excretion  and  the  urinary  17- 


hydroxycorticosteroids  (17  OHCS)  excretion 
is  not  available  for  plasma  “cortisol”.  Indeed 
no  attempt  is  made  to  determine  absolute 
values,  and  single  measurements  are  worthless. 

Since  the  fluorometric  assay  is  not  a specific 
procedure  for  the  assay  of  cortisol — an  ap- 
propriate term  is  “plasma  corticosteroids”  to 
describe  the  results  obtained  with  this  method. 

The  test  should  be  used  in  the  following 
configuration:25’28’30  (1)  in  a paired-sample 
sequence  to  determine  the  presence  or  absence 
of  the  normal  circadian  changes  (regardless  of 
the  absolute  concentration),  (2)  in  conjunction 
with  provocative  or  suppressive  agents  to 
evaluate  the  responsiveness  of  the  adrenal  cor- 
tex and  (3)  evaluate  patient’s  adrenal  cortices 
during  or  after  long  term  exogenous  synthetic 
corticosteroid  therapy. 
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Vulvovaginitis  in  a Childt 

John  D.  Harhalson,  M.D.  and  Van  R.  Jenkins,  M.D. 

Lexington,  Kentucky 


An  unusual  case  of  a vulvovaginitis  in  a 
six-year-old  girl  is  presented  as  well  as  a 
review  of  other  causes  of  vulvovaginitis 
in  a child. 

C.  T.  is  a six-year-old  Caucasian  girl  whose 
mother  gave  the  history  that  over  the  past  two 
years  her  daughter  had  been  having  a vaginal 
discharge  which  was  occasionally  purulent  and 
blood  tinged.  The  daughter  had  not  complained 
of  either  lower  abdominal  or  vaginal  pain.  Be- 
cause of  soiling  and  unpleasant  odor,  the 
mother  had  changed  the  girl’s  underpants  as 
often  as  four  times  a day.  She  had  taken  the 
girl  to  two  different  physicians  during  these 
years  because  of  the  vaginal  discharge  and 
she  had  been  treated  with  antibiotics  and  AVC 
cream.  Although  none  of  these  medications 
helped  more  than  temporarily,  the  child  had 
never  had  a pelvic  or  rectal  examination.  One 
week  prior  to  her  hospitalization  she  was  seen 
by  a third  physician  who  had  given  her  a trial 
of  antibiotics  and  sitz  baths  for  four  days. 
Following  this,  upon  rectal  examination  a pel- 
vic mass  was  found  and  she  was  referred  to  a 
gynecologist. 

Her  childhood  had  been  within  normal 
limits  and  developmental  milestones  had  been 
reached  at  a normal  age.  She  was  in  second 
grade  and  doing  well  in  her  schoolwork.  Both 
mother  and  patient  denied  the  possibility  of 
introduction  of  a foreign  body  into  the  vagina. 

Physical  examination  was  normal  except  for 
the  rectal-pelvic  exam.  No  masses  could  be  felt 
abdominally.  The  patient  did  have  a small 
amount  of  light,  soft  pubic  hair.  On  rectal 
examination  a mass  could  be  palpated  in  the 
vagina  and  this  extended  into  the  right  adnexa. 
Because  the  patient  would  not  cooperate  for  a 
pelvic  examination  in  the  physician’s  office, 
she  was  hospitalized.  An  x-ray  of  the  pelvis 
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was  taken  and  interpreted  as  being  normal 
with  no  foreign  body  seen.  Admission  labora- 
tory data  were:  hemoglobin,  14.8;  WBC,  7,900; 
urinalysis,  within  normal  limits;  SMA  12,  nor- 
mal; and  a negative  pregnancy  test. 

Examination  under  anesthesia  was  done  on 
the  second  hospital  day.  A fixed,  firm  mass  in 
the  vagina  3-1/2  by  1 cm  was  found.  Using 
a nasal  speculum  the  vagina  was  inspected  and 
a top  to  a ballpoint  pen  was  extracted  with 
some  difficulty.  Following  the  removal  of  the 
pen  top,  there  was  still  a great  deal  of  indura- 
tion at  the  apex  of  the  vagina  and  in  the  right 
fornix.  Cultures  obtained  at  this  time  grew 
hemophilus  influenza,  diptheroids  and  beta 
hemolytic  streptococcus,  Lancefield  Group  C. 

The  patient  was  seen  six  weeks  later  for 
follow  up,  at  which  time  pelvic  and  vaginal 
examinations  were  normal  except  for  a minimal 
amount  of  induration  in  the  right  fornix.  The 
cervix  was  visualized  and  appeared  normal. 
The  uterus  and  adnexa  were  felt  to  be  normal. 

Discussion 

Vulvovaginitis  as  a result  of  a foreign  body 
accounts  for  one  to  two  per  cent  of  all  pediatric 
vaginitides1.  Blood  tinged  vaginal  discharge 
in  a premenarchal  girl  is  felt  to  be  pathogno- 
monic of  a foreign  body.  Vaginal  inspection 
and  rectal  examination  should  be  performed 
if  there  is  the  slightest  question  of  a vaginal 
or  pelvic  disorder. 

Huffman  classified  premenarchal  vulvovag- 
initis as  follows:2 

I.  Non-specific  Vulvovaginitis 

A.  Secondary  to  poor  perineal  hygiene 

B.  Secondary  to  respiratory  infection 

C.  Secondary  to  skin  infection 

D.  Secondary  to  intestinal  parasite 

E.  Secondary  to  foreign  bodies 

F.  Secondary  to  urinary  tract  infection 

G.  Etiology  undetermined 
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II.  Specific  Vulvovaginitis 

A.  Gonorrheal 

B.  Other  Neisseria 

C.  Mycotic 

D.  Trichomonas 

E.  Hemophilus  Vaginalis 

F.  Other  specific  infections 

G.  Exanthematous 

The  point  to  be  made  in  this  case  is  obvious. 
Vaginal  discharge  in  a premenarchal  girl  is 
abnormal  and  demands  a diagnosis  which  can 


only  be  accomplished  by  doing  a complete 
physical  exam  in  addition  to  a thorough  his- 
tory. The  youngster  must  be  examined  even  if 
this  necessitates  hospitalization  and  anesthesia. 
If  proper  diagnosis  and  treatment  cannot  be 
carried  out  by  the  original  investigator,  then 
the  case  deserves  a referral. 
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Skew  Deviation 

Guillermo  A.  Martinez,  M.D.1'  and  Gary  Fox,  M.D.'' 

Louisville,  Kentucky 


Skew  deviation,  in  which  one  eye  is 
deviated  medially  and  down,  while  the 
other  is  displaced  laterally  and  up,  is  a 
useful  clinical  sign  of  posterior  fossa 
pathology.  Autopsy  was  dotie  in  three 
patients  with  this  condition. 

Skew  deviation  of  the  eyes  is  considered  a 
useful  clinical  sign  of  a lesion  in  the 
posterior  fossa,  although  there  is  disagree- 
ment as  to  the  exact  location.  This  disorder  is 
described  as  a syndrome  associated  with 
posterior  fossa  disease  in  which  one  eye  is 
deviated  medially  and  down  (hypotropia), 
whereas  the  other  eye  is  displaced  laterally 
and  up  (hypertropia)1'2.  According  to  Cogan, 
the  condition  is  a hypertropia  which  is  not  due 
to  either  a neuromuscular  lesion  of  the  oculo- 
motor system  or  to  localized  orbital  disease3. 
There  may  be  variations  in  the  degree  of  ocular 
displacement  depending  on  the  direction  of 
gaze.  Differentiation  from  weakness  of  in- 
dividual extraocular  muscles  may  be  difficult 
and  possible  only  by  detecting  associated  signs 
of  brain  stem  disease. 

Because  very  few  patients  with  skew  devia- 
tion have  been  autopsied,  this  report  of  three 
such  patients  in  whom  postmortem  examina- 
tion was  performed  and  anatomical  location 
obtained  is  presented  in  order  to  clarify  the 
underlying  pathology. 

Case  Histories 

Case  #1 -^46-year-old  female.  This  woman 
suddenly  became  unresponsive  and  simultane- 
ously a left  hemiplegia  developed.  Both  eyes 
were  deviated  to  the  left  and  they  would  not 
pass  the  midline  either  with  passive  head  move- 
ments or  by  ear  canal  irrigation.  Skew  deviation 
with  her  right  eye  deviated  medially  and  down- 
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ward  and  her  left  eye  laterally  and  upward  was 
noted  24  hours  after  onset.  She  died  one  day 
later.  At  autopsy,  there  was  a right  intrapon- 
tine  hemorrhage  involving  the  right  brachium 
pontis  and  rupturing  into  the  fourth  ventricle 
(Fig.  1). 


FIG.  1.  Right  intrapontine  hemorrhage,  involving  the  right 
brachium  pontis,  extending  into  the  lower  midbrain  and 
rupturing  into  the  4th  ventricle. 

Case  #2 — 41 -year-old  female:  This  patient 
suddenly  became  unresponsive,  followed  by  a 
generalized  convulsion  and  paralysis  of  her 
right-sided  extremities.  On  initial  examination, 
her  left  eye  was  midline  but  slightly  above  the 
horizontal,  whereas  the  right  was  deviated 
down  and  in.  Doll’s  eye  movements  could  not 
be  elicited.  The  pupils  were  round,  equal  and 
reactive  to  light.  Her  condition  remained  un- 
changed and  she  expired  four  days  after  onset. 
At  autopsy,  a left  ponto-mesencephalic  hemor- 
rhage was  found,  sparing  the  brachium  pontis 
(Fig.  2). 

Case  # 3 — 40-year-old  male:  This  man 

noted  visual  blurring  and  at  that  time  his  right 
eye  was  found  to  be  deviated  down.  His  pupils 
were  equal  and  reactive  and  he  had  a full 
range  of  ocular  movements.  Two  days  later 
there  was  no  change  in  the  position  of  his  right 
eye  or  in  the  reactivity  of  his  pupils,  but  he 
was  unable  to  look  conjugately  in  either  direc- 
tion and  he  also  had  vertical  nystagmus.  He 
then  developed  progressive  lethargy  and  weak- 
ness of  his  right-sided  limbs.  Six  days  after 
onset,  he  was  found  to  have  bilateral  ptosis 
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FIG.  2.  Left  ponto-mesencephalic  hemorrhage,  sparing  the  brachium  pontis  on  both  sides;  minimal  btood  in  the  4th  ventricle. 


and  poorly  reactive,  unequal  pupils  with  the 
right  being  3 mm  and  the  left  6 mm.  He  died 
12  days  after  the  initial  symptoms.  At  autopsy, 
there  were  multiple  cerebral  abscesses  including 
a lesion  in  the  left  mesencephalon  (Fig.  3). 

Discussion 

Skew  deviation  was  first  produced  in  the 
experimental  animal  by  Hertwig  in  18254.  Potzl 
and  Sittig  described  a patient  in  1925  with 
skew  deviation  and  a lesion  in  the  ventral 
caudal  portion  of  the  vestibular  complex5.  In 
1954,  this  condition  was  described  in  one 
patient  with  the  Arnold-Chiari  malformation 
and  in  two  individuals  with  platybasia6.  Post- 
mortem study  of  the  latter  cases  was  done  but 
extensive  tissue  damage  prevented  adequate 
clinical-pathological  correlation.  In  1959,  Smith 
and  Cogan  described  58  cases  of  intern uclear 
ophthalmoplegia  in  which  12  had  skew  devia- 
tion and  in  10  of  these  the  eye  ipsilateral  to 
the  lesion  was  hypertropic7.  Cogan  and  Gold- 
stein in  1961  reported  28  patients  with 
unilateral  posterior  fossa  lesions  who  had  skew 
deviation8.  The  hypertropic  eye  was  ipsilateral 
to  the  pathologic  process  in  14  patients,  con- 
tralateral in  12  and  alternated  twice.  Allerand 
in  1962  described  paroxysmal  skew  deviation 
in  association  with  a brain  stem  tumor1'.  At 
autopsy,  widespread  brain  stem  involvement 
was  found.  In  1964,  Smith  and  David  reported 
25  cases  of  skew  deviation2.  The  etiology  was 
varied  but  only  one  postmortem  specimen  was 
obtained  and  in  this  case  there  was  a brachium 
pontis  lesion  ipsilateral  to  the  hypotropic  eye. 

Skew  deviation  following  posterior  fossa 
surgery  was  reported  in  animals  by  Luciani  in 
1 89 1 10  and  in  man  by  Holmes  in  191711.  This 
condition  has  been  reported  in  association  with 


the  lateral  medullary  syndrome12  and  in  patients 
with  transient  basilar  artery  ischemia13.  A 
patient  with  skew  deviation  whose  right  eye 
was  hypotropic  was  found  at  autopsy  to  have 
progressive  multifocal  lcukoencephalopathy 
with  a circumscribed  plaque  of  demyelination 
involving  the  right  middle  cerebellar 
peduncle14. 

Stimulation  of  the  ampullary  nerve  of  a 
semicircular  canal  will  produce  skew  devia- 
tion15. In  our  Case  #1,  the  lesion  involved 
the  right  middle  cerebellar  peduncle  and  was 
ipsilateral  to  the  hypotropic  eye.  Similar  find- 
ings occurred  in  patients  reported  by  Smith2 


FIG.  3.  Abscess  primarily  involving  the  left  mesencephalon 
with  brain  stem  distortion  and  extension  across  the  mid- 
line. No  involvement  of  the  pons. 


172 


March  1973  • The  Journal  of  t 


Skew  Deviation — Martinez  and  Fox 


and  Bolton14  suggesting  that  the  hypotropic 
eye  is  ipsilatcral  in  middle  cerebellar  peduncle 
disease.  In  Case  #2,  a lesion  occurred 
ipsilateral  to  the  hypertropic  eye,  affecting 
mainly  the  left  ponto-mesencephalic  junction 
and  the  medial  longitudinal  fasciculus  but 
sparing  the  middle  cerebellar  peduncle.  In 
Case  #3,  the  pathologic  process  was  located 


in  the  left  mid-brain,  including  the  medial 
longitudinal  fasciculus  on  that  side  and  pos- 
sibly on  the  other,  but  the  middle  cerebellar 
peduncle  was  again  normal.  It  appears  that 
when  skew  deviation  is  due  to  a disorder  in 
the  rostral  end  of  the  medial  longitudinal 
fasciculus,  the  hypertropic  eye  may  be 
ipsilateral. 
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The  University  of  Kentucky  College  of  Medicine 

This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Spinal  Cord  Injuries-Who  Does  What? 

Participants 

Gordon  Brocklehurst,  M.  Chir.,  M.B.,  F.R.C.S.,  England,  Moderator 
H.  Martin  Blacker,  M.D.,  Arthur  Hellebusch,  M.D.,  John  McCloskey,  M.D. 

and  Richard  Mortara,  M.D. 


Doctor  Brocklehurst : At  least  5,000  cases  of 
spinal  injuries  occur  yearly  in  the  U.S.A.  and 
some  50%  of  these  patients  have  neurological 
complications.  In  the  University  of  Kentucky 
Medical  Center  we  see  approximately  50  spinal 
injuries  a year  of  which  30  to  40  have  neuro- 
logical involvement1.  There  is  increasing  in- 
terest in  the  plight  of  these  patients  and  in  the 
possibility  of  limiting  or  preventing  the  spinal 
cord  damage,  and  the  emphasis  is  being  placed 
upon  the  rapid  transportation  of  these  patients 
to  the  special  centers  which  can  provide  maxi- 
mal comprehensive  treatment.  The  patient 
should  be  transported  without  either  flexing  or 
extending  the  spine  and  a good  and  neutral 
position  is  maintained  by  lying  the  patient 
supine  and  placing  some  sandbags  on  either 
side  of  the  head  and  neck,  if  the  injury  is 
thought  to  be  in  the  cervical  region.  If  the 
patient  is  unconscious  and  likely  to  have  upper 
airway  problems  a lateral  or  semi-prone  posi- 
tion is  better  so  that  the  oropharynx  can  drain 
and  the  tongue  fall  forwards,  and  a small  pillow 
is  used  to  keep  the  neck  in  line  with  the  trunk. 
Assessment  of  these  patients  in  the  emergency 
room  is  the  initial  problem  facing  the  surgeon. 

Doctor  Mortara : The  emergency  room  as- 
sessment must  pay  attention  to  the  history, 
physical  examination,  initial  neurological  ex- 
amination, radiographic  assessment  and  the 
early  resuscitative  measures. 

The  alert  patient  can  give  his  own  history, 

From  the  Divisions  of  Neurosurgery  and  Urology, 
Department  of  Surgery,  University  of  Kentucky  Medi- 
cal Center,  Lexington 


and  for  the  unconscious  patient  or  the  patient 
suffering  from  multiple  serious  injuries  the  his- 
tory should  be  obtained  from  relatives  and  the 
first  aid  workers  who  brought  him  from  the 
accident  site.  The  history  of  the  nature  of  the 
injury  may  indicate  the  mechanism  involved, 
e.g.,  the  patient  who  has  dived  into  a swimming 
pool  and  hit  the  bottom,  and  come  to  the  sur- 
face paralyzed.  Attention  must  be  paid  to 
whether  sensory  or  motor  symptoms  were 
present  immediately  after  the  accident  or  de- 
veloped later. 

In  the  physical  examination  the  whole 
patient  should  be  observed  in  particular  for 
respiratory  distress  and  shock.  A cervical  spinal 
cord  lesion  may  paralyze  the  intercostal  mus- 
cles and  accessory  muscles  of  respiration  but 
spare  the  diaphragm  (C-3,4,5).  Inspection  of 
the  chest  will  show  no  intercostal  movement 
and  the  diaphragmatic  pattern  of  the  breathing 
is  easily  observed.  Unconsciousness,  upper  air- 
way obstruction  or  chest  injuries  may  add  to 
the  neurological  problem  and  make  the  re- 
spiratory inadequacy  acute.  High  spinal  in- 
juries produce  autonomic  paralysis  and  there  is 
associated  hypotension.  Tachycardia,  pallor 
and  sweating  should  raise  the  suspicion  of  ad- 
ditional blood  loss  and  the  chest,  abdomen  and 
wounds  are  examined  with  this  in  mind.  The 
examination  of  the  abdomen  may  also  show  the 
distended  bladder  from  the  acute  retention  of 
urine  which  follows  most  spinal  injuries.  The 
spine  should  be  examined  by  palpation  rather 
than  by  turning  the  patient  over,  and  hema- 
tomas indicating  the  site  of  injury  should  be 
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noted:  it  is  not  uncommon  nowadays  to  detect 
the  marks  of  a seatbelt.  In  assessing  a patient 
with  a spinal  injury  we  should  constantly  re- 
mind ourselves  that  although  our  primary  in- 
terest may  be  in  the  neurological  aspects  of  the 
patient  we  are  physicians,  and  must  look  for 
other  injuries  which  have  a bearing  on  the 
patient’s  neurological  condition. 

In  the  neurological  examination,  which 
should  be  concise  but  brief,  motor  power  is 
assessed  by  asking  the  conscious  patient  to 
move  his  limbs,  or  assessing  the  response  of  the 
unconscious  patient  to  a painful  stimulus. 
Movement  at  the  shoulders,  elbows,  wrists, 
hips,  knees  and  ankles  should  be  recorded 
either  in  the  accepted  0 to  5 grading  or  in  a 
specific  descriptive  term.  Sensory  abnormality 
is  initially  sought  for  by  noting  the  response  to 
pinprick  or  the  pinwheel  which,  if  present,  will 
establish  a level  of  hypalgesia.  It  is  important  to 
note  that  when  a level  is  established  just  above 
the  nipple  this  may  mean  that  the  lesion  lies 
somewhere  between  T-5  and  C-4  (because  of 
the  overlap  from  the  supraclavicular  nerves) 
and  the  actual  level  must  be  looked  for  by 
examining  the  axilla  and  the  upper  limbs  fully. 
In  the  lower  limbs,  unless  the  back  of  the 
limbs  and  the  perineum  are  examined,  a limited 
saddle  hypalgesia  from  a cauda  equina  lesion 
may  be  missed,  or,  on  the  other  hand,  sparing 
of  sacral  sensation  in  an  otherwise  total 
paraplegia  may  be  overlooked.  If  the  level  is 
detected  below  which  there  is  dense  hypalgesia 
to  pinprick  then  deep  painful  stimuli  by  press- 
ing the  pretibial  or  iliac  crest  region  or  the 
tendon  Achilles  can  be  used  to  confirm  the 
finding.  Posterior  column  sensation  should  be 
specifically  checked  by  examining  position 
sense,  and  perhaps  vibration  sense,  from  the 
toes  upwards,  for  these  modalities  are  pre- 
served in  the  anterior  cord  syndrome  (see 
below).  Deep  tendon  reflexes  are  usually  ab- 
sent below  the  level  of  a complete  cord  trans- 
section in  the  first  few  hours  after  the  injury. 
Preservation  of  deep  tendon  reflexes  below  a 
sensory  or  motor  level  at  this  stage  may  indi- 
cate an  incomplete  lesion.  A definite  plantar 
response  may  have  the  same  significance,  but 
spontaneous  or  easily  elicited  priapism  occurs 
very  early  after  spinal  cord  transsection  and 
suggests  a poor  prognosis.  The  complaint  of 
radicular  pain  by  the  patient  or  the  finding  of  a 
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region  of  hyperpathia  on  the  sensory  examina- 
tion may  be  further  indications  of  the  neurolog- 
ical level  of  the  lesion.  The  cauda  equina  or 
low  conus  lesion  is  accompanied  by  absent 
deep  tendon  reflexes  in  the  ankle  if  the  S-l 
segment  is  involved.  At  the  end  of  the  initial 
neurological  examination  a good  baseline 
should  be  recorded  and  some  idea  of  the  na- 
ture and  severity  of  the  lesion  will  have  been 
obtained. 

Respiratory  insufficiency  from  a cervical 
spinal  cord  lesion  per  se  will  in  many  cases  re- 
quire assisted  ventilation  via  an  endotracheal 
tube.  The  latter  should  be  passed  by  an  expert, 
usually  through  the  nasal  route,  in  order  not  to 
disturb  further  the  alignment  of  the  cervical 
spine.  The  degree  of  assistance  in  oxygenation 
is  determined  by  obtaining  blood  gases  and  the 
patient  should  be  stabilized  from  this  point  of 
view  as  quickly  as  possible.  Superimposed  re- 
spiratory problems  from  associated  facial, 
maxillary  or  chest  trauma  make  the  situation 
more  acute  and  require  urgent  relief  in  the 
emergency  room.  Tracheostomy  should  be 
avoided  if  possible  because  it  interferes  with 
early  anterior  fusion  of  the  cervical  spine  (see 
below).  An  intravenous  infusion  is  set  up  and 
a baseline  hematocrit  obtained  and  the  hy- 
potension from  the  so-called  ‘neurogenic’ 
shock  is  treated  by  volume  expansion  with 
Ringer’s  lactate  followed  by  blood  if  associated 
hemorrhage  is  the  real  problem.  The  immediate 
resuscitation  of  the  patient,  and  control  of 
fluid  balance,  as  well  as  the  necessity  to  assess 
any  injuries  to  the  urinary  tract,  mean  that  a 
Foley  urethral  catheter  must  be  inserted  in  the 
emergency  room  under  sterile  conditions;  this 
also  has  the  desired  effect  of  relieving  the 
bladder  which  is  distended  from  acute  reten- 
tion (see  below — under  Urological  Manage- 
ment). Initial  radiographic  evaluation  is  then 
undertaken. 

Doctor  Blacker : The  measures  mentioned 
earlier  to  prevent  further  injury  to  the  spinal 
column  and  its  contents  may  be  worthless  if 
one’s  vigilance  flags  when  the  patient  is  in  the 
radiology  department.  The  patient  should  not 
leave  the  supervision  of  a physician  while  ra- 
diographs are  being  taken.  The  following  are 
some  useful  general  principles  of  spine  radio- 
graphy. 
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1.  The  films  should  be  approached  systemati- 
cally. One  notes  the  following: 

a.  The  alignment  of  the  anterior  edges  of 
the  vertebral  bodies 

b.  The  height  and  integrity  of  EACH 
vertebral  body  and  of  each  intervertebral 
disc  space 

c.  The  alignment  of  the  posterior  edges  of 
the  vertebral  bodies 

d.  The  integrity  and  alignment  of  the 
facets 

e.  The  contents  of  the  spinal  canal  (the 
area  between  the  posterior  edges  of  the 
vertebral  bodies  and  the  anterior  edges 
of  the  vertebral  arches) 

f.  The  spinous  processes  and  the  spaces  be- 
tween them 

g.  Soft  tissues 

2.  Repeat  radiographs  or  special  views  may  be 
absolutely  necessary  to  help  rule  out  a 
fracture.  The  cervical  region  in  particular 
harbors  these  pitfalls: 

a.  The  odontoid  process  may  be  fractured, 
an  abnormality  which  may  be  detected 
only  with  special  views  (open  jaw  AP 
view  and/or  laminograms  in  AP  and 
lateral  views). 

b.  On  the  lateral  view,  the  only  part  of  the 
cervical  spine  which  projects  anterior  to 
the  anterior  edges  of  the  vertebral  bodies 
is  the  anterior  arch  of  the  atlas.  The 
odontoid  process  should  lie  immediately 
posterior  to  the  atlas’  arch.  Occasionally 
the  transverse  ligament  of  the  atlas  may 
rupture  without  a fracture  of  either  the 
atlas  or  axis.  This  may  allow  an  atlanto- 
axial dislocation.  This  is  a potentially 
life-threatening  condition  since  the 
odontoid  process  acts  as  a mass  lesion 
impinging  on  the  ventral  aspect  of  the 
upper  cervical  cord.  When  the  neck  is 
extended  this  atlanto-axial  dislocation 
may  not  be  detectable.  If  such  an  injury 
is  suspected  careful  flexion  of  the  neck 
under  the  supervision  of  the  physician 
will  allow  the  dislocation  to  become  man- 
ifest on  a lateral  radiograph. 

c.  Not  infrequently,  especially  in  those  in- 
dividuals with  short  muscular  necks,  the 
lower  cervical  spine  will  not  be  visualized 
on  the  lateral  film.  One  must  see  the  C-7 
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and  preferably  the  C-7/T-1  articulation 
on  the  lateral  film  lest  a dislocation  be 
missed.  Two  techniques  may  bring  the 
lower  cervical  spine  into  view:  An  as- 
sistant may  firmly  exert  a downward 
sustained  pull  on  the  patient’s  wrists 
while  the  lateral  film  is  -being  taken.  It 
may  be  necessary  to  take  laminograms 
to  make  certain  that  this  critical  region 
does"  not  harbor  an  abnormality. 

d.  Facet  fractures  in  the  cervical  region  may 
be  disclosed  by  instructing  the  technician 
to  angle  the  tube  30  degrees  caudal  for 
the  AP  view. 

In  summary,  the  keys  to  radiographic  evalu- 
ation include  careful  supervision  of  the  patient 
while  the  radiographs  are  being  taken,  the  use 
of  a systematic  approach  to  interpretation  of 
the  films,  and  the  insistence  of  complete  visuali- 
zation of  the  various  areas  of  the  spine,  even  if 
it  means  special  views. 

Doctor  Brocklehurst : Would  you  have  all 
these  special  views  done  at  the  time  of  the 
initial  radiographic  evaluation? 

Doctor  Blacker:  Not  necessarily,  although 
most  of  them  would  be  obtained  by  diligent 
supervision  in  the  radiology  department  with 
the  knowledge  of  what  should  be  looked  for. 

Some  of  the  special  views  and  procedures  like 
laminograms  could  be  left  until  a later  stage. 

Doctor  Brocklehurst:  Doctor  Mortara,  sup- 
posing the  x-rays  show  an  unstable  fracture  or 
fracture  dislocation  of  the  cervical  spine.  What 
would  you  do  next? 

Doctor  Mortara : I would  shave  the  parietal 
regions  of  the  skull  and  use  Crutchfield  or 
Vinki  tongs  to  apply  traction.  The  hole  for  the 
tongs  is  made  at  the  parietal  eminence  in  line 
with  the  back  of  the  pinna  and  ten  pounds 
would  suffice  for  initial  traction. 

Doctor  Brocklehurst:  How  many  pounds 
would  you  use  ultimately  to  reduce  a fracture 
dislocation? 

Doctor  Mortara:  I would  increase  the  trac- 
tion, five  pounds  at  a time,  up  to  40  pounds  at 
least  and  in  a big  man  be  prepared  to  go  even 
higher  to  reduce  such  a fracture  dislocation. 

During  the  reduction,  however,  I would  re- 
peatedly examine  the  patient’s  neurological 
function  to  see  that  it  was  not  altering  for  the 
worse.  If  reduction  was  not  achieved  I would 
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study  the  x-rays  carefully  and  consider  the  pos- 
sibility of  interlocked  facets  which  would  have 
to  be  reduced  by  an  open  operation.  This  is  one 
good  indication  still  for  an  operation  from  the 
posterior  approach  and  would  have  to  be  un- 
dertaken as  soon  as  the  patient  was  otherwise 
stable. 

Doctor  Brocklehurst : What  about  the  gen- 
eral management  of  the  patient  over  the  first 
few  days,  Doctor  McCloskey? 

Doctor  McCloskey:  I would  like  to  charac- 
terize the  early  care  of  the  cervical  fracture 
patient.  The  patient’s  care  should  be  total  and 
well-planned  from  the  start.  He  should  not  be 
left  alone  and  should  almost  always  be  in  the 
ICU.  The  injury  is  usually  devastating  both 
from  the  psychological  and  the  physical  stand- 
point. Both  aspects  should  be  given  close  at- 
tention. Psychologically  the  patient  is  injured, 
in  pain  and  usually  in  respiratory  distress.  He 
is  frequently  having  trouble  with  his  secretions 
and  unable  to  talk.  He  often  has  no  useful 
extremity  movement  and  may  not  even  be  able 
to  feel  his  body.  He  is  suddenly  totally  de- 
pendent. Physically  aside  from  his  fracture  and 
possible  associated  injuries,  the  effects  of  acute 
quadriplegia  present  the  doctor  with  a whole 
set  of  difficult  problems.  From  the  start,  atten- 
tion should  be  given  to  pulmonary  care,  fluid 
and  electrolyte  balance,  the  GI  tract,  urinary 
tract  and  skin  care.  Rehabilitation  starts  im- 
mediately with  frequent  turning,  the  prevention 
of  bedsores  and  physical  therapy  to  prevent 
contractures.  An  NG  tube  is  usually  required 
for  several  days  because  of  ileus. 

The  most  dramatic  problem  encountered  in 
acute  quadriplegia  are  pulmonary  and  fluid  and 
electrolyte  management.  The  patient  with  a 
cervical  cord  injury  usually  has  a reduced  vital 
capacity,  initially  to  around  1,000  ml,  and  his 
cough  is  greatly  impaired.  We  think  that  with 
intensive  pulmonary  care  some  patients  with 
only  diaphragmatic  respirations  can  still  be 
managed  without  intubation  or  tracheostomy, 
but  most  will  require  ventilatory  help. 

Dysfunction  of  the  autonomic  nervous  sys- 
tem is  usually  present  and  frequently  a chal- 
lenging problem.  For  example:  a 22-year-old 
male  patient  whom  we  recently  treated  had  a 
C-8  quadriplegia.  He  presented  hypotensive 
with  a bradycardia;  his  skin  was  red  and  dry 
from  the  neck  down.  He  was  febrile  from 
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101°  to  102°  throughout  most  of  his  hospi- 
tal course  because  he  did  not  sweat.  He  re- 
quired four  units  of  blood  transfusions  to 
stabilize  his  hematocrit  at  35.  He  had  had  no 
external  blood  loss  and  no  serious  soft  tissue 
injury.  He  required  supplemental  albumin  ad- 
ministration to  keep  his  serum  protein  above 
6 gm%.  His  problems  were  further  complicated 
by  inappropriate  ADH.  Fluid  management 
must  be  very  well  thought  out.  If  the  patient  is 
initially  resuscitated  from  his  hypotension  with 
large  amounts  of  crystaloid  he  will  quickly  be- 
come peripherally  edematous  and  his  already 
compromised  pulmonary  status  may  be  further 
damaged  by  the  sequestration  of  fluid  in  his 
lungs.  The  patient  with  acute  quadriplegia  as 
you  can  see  has  several  special  problems  which 
require  at  best  a few  days  to  stabilize. 

Doctor  Brocklehurst:  How  do  you  identify 
the  inappropriate  ADH  syndrome? 

Doctor  McCloskey:  Hyponatraemia,  renal 
excretion  of  sodium,  hyperosmolar  urine,  hypo- 
osmolar  serum,  normal  renal  and  adrenal  func- 
tion. It  is  due  either  to  the  cervical  spinal  cord 
injury  per  se,  or  to  prolonged  intermittent  posi- 
tive pressure  respiration.  It  is  treated  by  care- 
fully restricting  the  fluid  intake  until  it  corrects 
itself. 

Doctor  Brocklehurst:  During  this  period  of 
initial  stabilization  and  intensive  general  care, 
and  reduction  of  fracture  dislocations  of  the 
cervical  spine  there  is  an  opportunity  to  re- 
examine the  patient  frequently  and  confirm  the 
neurological  situation.  Which  neurological  syn- 
dromes of  spinal  injury  do  you  think  are  im- 
portant, Doctor  Blacker? 

Doctor  Blacker:  There  are  approximately 
30  ascending  and  descending  tracts  in  the 
spinal  cord,  yet  the  clinician  need  remember 
three  in  assessing  spinal  cord  injury:  a)  The 
spinothalamic  pathway  at  any  given  level  con- 
ducts impulses  having  to  do  with  the  sensations 
of  temperature,  pain  and  crude  touch  from  the 
opposite  side  of  the  body,  b)  The  posterior 
columns  conduct  impulses  relating  to  light 
touch,  vibration  and  position  sense  from  the 
SAME  side  of  the  body,  c)  The  corticospinal 
tracts  are  concerned  with  voluntary  motor  con- 
trol of  the  same  side  of  the  body. 

The  clinician  also  needs  to  remember  that 
the  spinal  cord  is  a segmented  organ  with  lower 
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motor  neuron  assemblies  arranged  in  the  fol- 
lowing rostro-caudal  relationships: 

BONY  SPINAL  SPINAL  CORD 


BODY  PART 

LEVEL 

LEVEL 

Neck 

C1-C4 

C2-C4 

Upper  extremities 

C5-T1 

C5-T1 

Intercostals  and  abdominals 

T2-T10 

T2-L1 

Lower  extremities 

T10-L1 

L2-S2 

Sphincters 

LI 

S2-S4 

It  is  also  important  to  remember  that  vertebral 
injuries  below  LI  may  be  associated  with  in- 
juries of  the  roots  of  the  cauda  equina  only, 
since  the  cord  terminates  at  the  L1-L2  level  in 
most  people. 

Deducing  the  location  and  extent  of  a given 
cord  lesion  involves  two  processes.  The  first  is 
the  determination  of  the  “longitudinal  ad- 
dress” of  the  lesion.  To  do  so,  one  invokes  the 
segmental  concept  of  the  anatomy  of  the  cord. 
For  example,  if  the  upper  extremities  are 
spared  but  the  intercostals,  lower  extremities, 
and  sphincters  are  paralyzed,  the  lesion  is  just 
below  the  outflow  of  cord  segment  Tl. 

Two  general  types  of  lesions  are  recognized: 
the  “complete”  and  the  “incomplete”.  The 
complete  lesion  means  an  anatomic  or  func- 
tional transsection  of  the  cord  giving  rise  to 
total  disappearance  of  motor  and  sensory  func- 
tion below  the  lesion.  If  there  is  any  evidence 
of  function  below  an  injury,  the  lesion  is  “in- 
complete”. Incomplete  lesions  may  fall  into  one 
of  several  possible  patterns  giving  rise  to  a 
spinal  cord  syndrome.  We  need  discuss  only 
two  types  here. 

The  first  type  is  the  “anterior  cord  syn- 
drome”. This  involves  loss  of  function  of  the 
anterior  two-thirds  of  the  cord  which  includes 
the  spinothalamic  tracts  and  the  corticospinal 
pathways  bilaterally.  The  patient  exhibits  ab- 
sence of  deep  pain  and  temperature  sensation 
as  well  as  loss  of  voluntary  motor  activity  be- 
low the  lesion.  Because  the  posterior  columns 
are  spared,  the  patient  retains  light  touch 
localization,  vibratory  and  position  sense 
bilaterally.  This  anterior  cord  syndrome  may 
be  produced  by  a ventral  mass  such  as  an 
acutely  herniated  disc,  and/or  by  interference 
with  the  circulation  through  the  anterior  spinal 
artery.  The  presence  of  this  syndrome  is  con- 
sidered by  some  to  be  an  indication  for  opera- 
tion— usually  an  anterior  approach  to  remove 
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the  offending  mass.  All  too  often,  the  deficit, 
once  established,  is  irreversible. 

The  second  type  of  incomplete  lesion  is  the 
“central  cord  syndrome”.  In  this  condition  the 
more  peripheral  tracts  of  the  cord  are  relative- 
ly spared,  i.e.  those  parts  of  the  corticospinal 
and  spinothalamic  tracts  to  the  lower  ex- 
tremities as  well  as  most  of  the  dorsal  columns. 
Thus,  the  patient  has  profound  weakness  of  the 
upper  extremities  with  intact  position  sense 
and  retention  of  more  strength  in  the  lower  ex- 
tremities. 

The  central  cord  syndrome  is  thought  to  re- 
sult from  a hyperextension  injury  in  the  cervical 
region.  Older  people  are  especially  vulnerable 
to  this  kind  of  injury.  This  obtains  because  the 
presence  of  spondylosis  produces  a potentially 
compressive  force  from  anteriorly  while  the  in- 
folding of  an  often  hypertrophic  and  rigid 
ligamentum  flavum  produces  a compressive 
force  posteriorly.  The  ligamentum  flavum  may 
infold  so  markedly  with  extreme  extension  of 
the  neck  that  a complete  block  of  the  spinal 
canal  is  produced,  thus  “squeezing”  the  cervical 
cord.  It  is  this  AP  compression  which  has  been 
shown  to  inflict  damage  on  the  more  central 
portions  of  the  cord.  The  presence  of  the  cen- 
tral cord  syndrome  is  thought  to  be  a contrain- 
dication to  operation. 

The  prognosis  of  spinal  cord  injuries  for 
neurological  recovery  involves  essentially  three 
factors:  a)  The  time  course  of  the  onset  of  the 
deficit — the  shorter  the  onset  the  graver  the 
prognosis,  b)  The  completeness  of  the  deficit — 
generally  total  sensorimotor  paralysis  has  a 
worse  prognosis  than  partial  paralysis,  c)  The 
presence  of  early  improvement — in  general  if 
the  patient  exhibits  some  return  to  function 
within  the  first  24-48  hours  he  may  continue  to 
improve  to  the  point  of  full  recovery.  Thus,  at 
the  two  extremes  we  find  that  immediate,  com- 
plete sensorimotor  paralysis  with  no  return  to 
function  within  the  first  48  hours  has  a virtually 
hopeless  prognosis,  while  a neurological  deficit 
which  evolves  over  a period  of  hours  and  which 
is  incomplete,  and  which  after  reduction  of  a 
dislocation  or  performance  of  a decompression 
begins  to  improve  in  the  first  24  hours,  will 
very  likely  go  on  to  marked  improvement  and 
even  a complete  recovery. 

Doctor  Brocklehurst:  There  are  very  few 
indications  for  such  procedures  as  spinal  tap 
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and  myelography  in  the  management  of  spinal 
injuries.  A spinal  tap  is  obviously  of  value  when 
there  is  a compound  wound  of  the  spine  and 
meningitis  is  suspected.  Sometimes  one  meets 
an  infant  or  young  child  with  an  obvious  spinal 
cord  lesion  on  clinical  examination,  and  it  is  not 
clear  from  the  history  whether  the  child  has 
been  injured  or  not.  The  radiographs  may 
show  no  bony  abnormality,  but  a spinal  tap 
may  show  that  there  is  blood  in  the  CSF  which 
is  strong  evidence  in  favor  of  trauma. 

The  myelogram  is  most  helpful  and  indicated 
when  the  neurological  syndrome,  particularly  if 
it  is  progressive,  does  not  look  compatible  with 
the  level  or  degree  of  spinal  column  abnormali- 
ty shown  on  the  plain  radiographs.  Conditions 
such  as  extradural  impingement  by  large  pro- 
lapsed disc  fragments,  or  an  increasing  extra- 
dural hematoma  should  show  on  a myelogram 
and  lead  to  surgical  treatment.  The  demon- 
stration of  a block  on  a myelogram  due  to  an 
intramedullary  lesion  in  the  presence  of  a com- 
plete or  indeed  even  an  incomplete  spinal  cord 
lesion  on  clinical  examination  is  no  real  help  to 
management. 

We  mentioned  the  insertion  of  a urethral 
Foley  catheter  in  the  emergency  room  to  aid 
with  the  initial  evaluation  and  general  care  of 
the  patient  with  a spinal  injury,  but  what  do 
you  propose,  Doctor  Hellebusch,  as  the  impor- 
tant principles  of  management  of  the  urinary 
tract  in  the  patient  with  a spinal  cord  injury? 

Doctor  Hellebusch : The  approach  at  the 
University  of  Kentucky  Medical  Center  to  the 
management  of  the  urinary  tract  in  patients 
with  spinal  cord  injury  stems  from  our  ex- 
perience with  both  the  acute  and  the  long-term 
situation,  the  latter  being  rather  more  important 
from  the  urological  standpoint.  Immediately 
after  an  injury  to  the  spinal  cord  the  bladder  is 
initially  atonic,  even  if  the  neurological  deficit 
is  actually  an  upper  motor  neurone  lesion.  The 
initial  requirement,  therefore,  is  some  form  of 
bladder  drainage.  The  best  overall  management 
is  intermittent  catherization,  on  a four  to  six 
hour  basis,  using  an  aseptic  technique  which 
has  been  shown  to  be  very  effective  in 
paraplegic  centers.  This  approach,  however, 
for  most  general  hospitals,  and  any  small  hos- 
pital, is  not  feasible  because  of  the  lack  of  24- 
hour  coverage  by  personnel  specially  trained  in 
this  technique.  The  indwelling  urethral  catheter 
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has  been  the  longstanding  alternative  approach 
and  we  feel  that  this  is  wrong  for  two  rea- 
sons: 1)  spinal  injury  patients  are  usually  men 
and  the  problems  from  urethritis  and  chronic 
prostatitis  predispose  to  long-term  complica- 
tions, and  2)  the  indwelling  urethral  catheter 
precludes  the  development  of  any  kind  of  satis- 
factory reflex  emptying  at  an  early  stage.  Our 
approach,  therefore,  has  been  to  insert  a 
suprapubic  tube  either  straightaway  in  the 
emergency  room  or  when  the  patient  already 
has  had  a urethral  catheter  inserted,  to  replace 
this  by  a suprapubic  tube  within  the  first  24 
hours.  The  suprapubic  tube  is  usually  inserted 
using  a blind  technique  through  a suprapubic 
trocar  or  cutting  down  upon  a sound  passed  per 
urethram  up  into  the  fundus  of  the  bladder.  A 
relatively  small  gauge  sialastic  suprapubic  tube 
with  a self-retaining  balloon  is  used  and  the  aim 
is  to  keep  the  skin-tube  junction  immobile  and 
well  sealed  off.  The  patient  is  then  managed 
with  a suprapubic  tube  until  ‘spinal  shock’ 
(autonomic  paralysis)  is  over. 

At  approximately  two  weeks  the  patient  is 
then  evaluated  by  cystometry  and  voiding 
cystograms  to  ascertain  whether  a spastic  or 
flaccid  bladder  has  resulted  from  the  injury.  In 
the  case  of  a flaccid  bladder,  especially  in  men, 
the  suprapubic  tube  is  left  indwelling  until  the 
patient  and  physician  are  certain  that  no 
further  motor  recovery  will  occur.  Some  type  of 
supravesical  diversion  is  then  recommended, 
usually  an  ileal  loop.  Women,  on  the  other 
hand,  can  be  taught  to  evacuate  a flaccid  blad- 
der using  the  Crede  technique.  When  a 
spastic  bladder  is  the  situation,  and  usually  the 
patient  has  a neurological  deficit  of  upper 
motor  neurone  lesion  type,  the  suprapubic  tube 
is  clamped  periodically  and  the  patient  allowed 
to  void  per  urethram.  The  residual  urine  after 
voiding  can  then  be  checked,  using  the  supra- 
pubic tube.  If  emptying  of  the  bladder  be- 
comes adequate  (residue  under  50  cc)  the 
suprapubic  tube  is  removed  and  some  external 
drainage  system  is  used  to  keep  the  patient 
socially  dry.  During  this  period  vigorous  and 
specific  antibiotic  treatment  for  associated 
cystitis  and  prostatitis  must  be  undertaken. 
This  technique  is  satisfactory  in  men,  but  needs 
long-term  outpatient  follow-up  to  maintain  ef- 
ficient emptying  of  the  bladder  and  a check  of 
residual  urine  and  recurrent  infection. 
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Women  with  a spastic  bladder  cannot  be 
treated  in  this  fashion  because  the  lack  of  an 
external  device  makes  the  patient  socially  un- 
acceptable. The  indwelling  urethral  catheter 
can  only  be  avoided  by  some  type  of  su- 
pravesical diversion. 

In  the  assessment  of  bladder  emptying  un- 
dertaken in  the  subacute  state  some  patients 
will  show  a good  voiding  pressure  but  residual 
urine  persists  because  there  is  partial  obstruc- 
tion from  the  external  sphincter,  which  can  be 
visualized  in  the  voiding  cystogram;  external 
sphincterotomy  is  done  to  relieve  this  urethral 
resistance,  and  this  has  been  quite  successful 
in  other  institutions,  and  our  own.  If  external 
sphincterotomy  does  not  succeed  in  allowing 
the  patient  to  empty  his  bladder,  and  residual 
urine  with  infection  persists  at  approximately 
six  months,  a supravesical  diversion  is  again 
recommended. 

The  importance  of  early  ambulation  has 
been  stressed  from  a neurological  and  rehabili- 
tation standpoint,  and  this  is  also  important  in 
the  prevention  of  persistent  urinary  tract  infec- 
tion and  hypercaluria;  stone  formation  must  be 
closely  looked  for  in  the  long-term  management 
of  any  immobile  quadriplegic  patient. 

The  importance  of  some  type  of  initial  blad- 
der drainage  performed  as  an  emergency  after 
the  acute  spinal  injury  cannot  be  overem- 
phasized because  if  such  a patient  is  allowed  to 
develop  full-grown  urinary  tract  retention  with 
two  liters  in  the  bladder,  a detrusor  which 
might  have  developed  automatic  emptying  will 
become  flaccid  from  the  massive  distention. 

In  summary,  the  urological  management  of 
the  bladder  in  spinal  cord  injuries  consists  of 
preventing  retention  of  urine  within  the 
neurologically  impaired  bladder,  avoidance  of 
infection  and  early  ambulation  to  prevent  cal- 
culus formation. 

Doctor  Brocklehurst:  This  is  probably  the 
right  point  to  mention  rehabilitation.  The  em- 
phasis in  using  this  word  is  upon  getting  the 
patient  back  to  a state  of  useful  livelihood,  and 
this  is  best  achieved  by,  on  the  one  hand, 
avoiding  any  increase  in  the  neurological  defi- 
cit, and  preventing  such  complications  as  pres- 
sure sores,  contractures,  and  renal  failure,  and 
on  the  other  hand  achieving  a reduction  and 
stabilization  of  the  injury  to  the  spinal  column 
in  the  quickest  and  most  efficient  manner.  The 
rehabilitation  begins  therefore  in  the  Emergency 


Room,  and  should  be  the  outcome  of  the  kind 
of  detailed  comprehensive  care  which  pays  at- 
tention to  nursing  of  the  skin,  physical  therapy 
of  the  joints,  catheter  and  bladder  care,  and  the 
total  psychological  outlook  of  the  patient  from 
this  point  onwards.  It  is  important  to  reconcile 
the  patient  to  his  or  her  neurological  deficit, 
particularly  when  there  is  no  chance  of  re- 
covery. 

The  other  aspect  of  rehabilitation  is  the  main 
reason  why  in  the  past  few  years  we  have  un- 
dertaken early  surgical  fusion  of  these  cervical 
injuries  using  an  anterior  approach  to  the  spine. 

This  has  enabled  us  to  achieve  interbody  fusion 
of  the  fracture  dislocations,  and  to  undertake 
total  vertebral  body  replacement  for  the  severe- 
ly crushed  vertebral  body  fracture  with  increas- 
ing efficiency  and  success.2  The  fixation  is 
sufficiently  stable  to  enable  the  patient  to  get 
up  and  to  be  mobilized  early  whatever 
neurological  deficit  he  has,  and  we  have  found 
no  increase  of  neurological  deficit  from  these 
procedures.  The  operations  are  best  undertaken 
after  the  first  two  to  three  days,  and  if  assisted 
ventilation  has  been  necessary  up  to  this  stage 
the  sialastic  endotracheal  tube  is  left  in  place, 
renewed  during  the  operative  procedure,  and 
left  for  two  or  three  days  afterwards,  without 
ill  effects  to  trachea  or  larynx.  A tracheostomy 
can  then  be  done,  if  necessary,  because  the 
surgical  wound  will  have  sealed  off. 

The  application  of  the  same  principles  of 
reduction,  early  anterior  fixation  and  early 
patient  mobilization  to  the  lower  thoracic  and 
thoraco-lumbar  injuries  is  less  successful  be- 
cause the  degree  of  stability  which  can  be 
achieved  by  internal  fixation  cannot  withstand 
the  disruptive  forces  of  a very  unstable  fracture 
dislocation  in  that  region,  and  early  mobiliza- 
tion will  be  accompanied  by  re-dislocation,  in- 
creasing deformity,  pain  and  possibly  an  in- 
creased neurological  deficit.  Early  fixation  of 
these  fractures  still  must  be  accompanied  by  a 
period  of  conservative  management  from  six  to 
12  weeks  until  the  healing  fracture  site  restores 
stability.  Such  treatment  is  little  advance  upon 
the  method  of  managing  these  patients  without 
attempting  surgical  reduction  and  fixation,  as 
advocated  by  Guttman.3  Severe  crush  injuries 
at  the  thoraco-lumbar  junction,  which  have  in 
themselves  some  residual  stability,  can  how- 
ever, be  treated  by  early  anterior  spinal  fusion 
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and  followed  by  mobilization  of  the  patient 
within  two  to  three  weeks. 

It  will  be  seen  that  the  main  principles  in  the 
management  of  the  patient  with  a spinal  injury 
are  the  general  ones  behind  the  ideas  of  suc- 
cessful rehabilitation.  Surgical  procedures  are 
at  present  to  be  seen  primarily  in  this  context, 
and  only  in  the  relatively  rare  circumstances  of 
an  increasing  neurological  deficit,  or  the  clear 
demonstration  of  cord  compression  related  to 
fragments  knocked  off  the  back  of  the  vertebral 
bodies  (the  ‘tear-drop’  fracture  of  Schneid- 
er)4 can  surgical  decompressive  procedures 
be  regarded  as  an  urgent  necessity.  In  these 
circumstances,  we  still  advocate  achieving  the 
decompression  by  the  anterior  route,  and  con- 
tinue the  procedure  into  an  anterior  fusion. 

The  recent  experimental  evidence  of  the  na- 
ture of  the  detailed  pathology  of  spinal  cord  in- 
jury, and  the  beneficial  effects  of  early  cooling 


of  the  spinal  cord,  may  lead  to  very  early  oper- 
ations undertaken  to  expose  and  treat  the 
damaged  cord.  Such  procedures  are  likely  to 
be  developed  only  in  some  regional  centers, 
and  for  their  success  will  still  require  extremely 
rapid  referral  and  transportation  of  the  patients 
to  such  centers,  and  the  coordination  of  such 
advanced  surgical  treatment  with  the  kind  of 
comprehensive  care  which  we  have  discussed, 
and  a rehabilitation  program  and  followup  ex- 
tending over  many  months  and  years  after  the 
time  of  injury. 
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IN  January,  1968,  a student  brought  to  a 
seminar  on  underdeveloped  countries,  held 
at  the  University  of  Kentucky,  a community 
worker  from  the  north  side  of  Lexington.  This 
worker  was  amused  that  the  class  devoted  itself 
to  problems  of  development  in  Africa,  Asia  and 
South  America,  when  it  did  not  know  what  was 
happening  a mile  away,  in  the  north  of  Lexing- 
ton. Soon  thereafter  members  of  the  seminar 
received  invitations  to  attend  meetings  of  a 
neighborhood  action  group  of  Community  Ac- 
tion Lexington-Fayette.  From  these  meetings 
emerged  a picture  of  the  nature  of  health  care 
available  to  low-income  families  in  Lexington. 

In  the  north  part  of  Lexington,  where  most 
low-income  families  are  situated,  nearly  all 
health  resources  had  migrated  away  over  the 
previous  20  years  to  the  southern,  predomi- 
nantly middle-class  part  of  the  city.  Even  the 
Health  Department,  which  has  been  situated  in 
a low-income  area  on  the  north  side,  and  had 
had  physicians  available  for  the  sick,  moved  to 
the  south  side  of  town  to  a location  initially 
lacking  sidewalks  or  bus  service,  and  termi- 
nated its  physician  services,  with  the  exception 
of  a number  of  specialized  clinics.  As  a result  of 
rising  costs,  the  three  private  hospitals  in  the 
city  only  admitted  to  their  emergency  rooms 
persons  who  were  true  emergencies,  or  those 
who  could  pay  the  emergency  room  fee.  Fayette 
County  funds  allocated  for  providing  physician 
services,  drugs,  hospitalization  and  diagnostic 
tests  to  persons  who  were  poor  and  lacked 
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coverage,  averaged  an  estimated  $7  per  year 
per  needy  person.  Concurrent  with  these 
changes  the  University  of  Kentucky  Medical 
Center  was  established.  The  Medical  Center, 
which  was  assigned  statewide  responsibilities 
for  health  care,  carried  a large  part  of  the  local 
health  care  load.  Everyone  was  seen  in  its 
emergency  room  irrespective  of  ability  to  pay. 
Its  clinics,  however,  operated  only  five  days  a 
week,  from  9 a.m.  to  4 p.m.,  and  required  the 
patient  to  spend  many  hours  awaiting  services. 
The  problem  grew  rapidly  with  16,000  local 
persons  cared  for  in  the  emergency  room  in 
1968,  40,000  (projected)  in  1972. 

Lexington  has  a relatively  high  concentration 
of  physicians  and  hospital  beds.  It  might,  there- 
fore, be  thought  that  the  problem  was  one 
primarily  of  transporting  patients  from  the 
north  side  of  town  to  health  facilities  on  the 
south  side. 

It  is  true  that  for  a low-income  family,  trans- 
portation is  one  barrier  to  health  care;  however, 
there  are  many  others.  Consider  the  case  of  a 
mother  whose  child  awakens  at  night  with  a 
high  fever  and  earache.  There  is  a transporta- 
tion problem:  how  is  she  to  bring  the  child  to 
the  emergency  room  of  the  Medical  Center  on 
a cold,  winter  night  with  no  buses  running,  no 
car  available,  and  taxi  fare  prohibitive?  If  she 
does  get  to  the  emergency  room  she  will  most 
likely  be  given  a prescription.  Where  is  she  to 
find  the  money  for  the  prescription?  She  will 
also,  almost  certainly  be  asked  to  return  several 
days  later  to  the  Pediatric  Clinic.  At  the  Clinic 
she  will  be  seen  by  a medical  student — and 
follow-up  is  frequently  poor,  either  due  to  ro- 
tation of  student,  house  staff  and  faculty,  or  the 
failure  of  the  patient  to  return  as  scheduled. 

In  discussing  these  problems,  representatives 
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of  the  community  suggested  that  many  of  the 
local  health  needs  cited  could  probably  be  best 
met  by  bringing  health  services  into  their 
neighborhood.  In  following  this  suggestion,  the 
following  philosophical  features  of  the  then 
newly  developed  OEO  neighborhood  health 
centers  were  adopted: 

1 — There  would  be  community  (neighbor- 
hood) involvement  in  the  planning,  develop- 
ment and  operation  of  the  proposed  health  sys- 
tem. 

2 — As  many  positions  as  possible  in  the 
proposed  health  system  would  be  filled  by  per- 
sons from  the  neighborhood.  The  health  system 
would  operate  an  educational  program  to  train 
neighborhood  people  for  jobs,  and  provide  up- 
ward mobility  for  members  of  the  staff. 

3 — The  system  would  provide  comprehen- 
sive health  services  at  times  convenient  to 
patients. 

4 — Primary  health  services  would  be  de- 
livered by  a full-time,  paid  staff. 

5 — Health  care  would  be  oriented  to  the 
family. 

6 —  - “Family  health  workers”  would  help  to 
couple  the  health  system  to  the  families  it 
served. 

It  was  recognized  at  this  point  that  the  hopes 
of  low-income  communities  had  often  been 
raised  only  to  be  subsequently  dashed.  Thus,  it 
was  reasoned,  either  the  project  should  be 
dropped  or  else  it  should  be  pursued  no  matter 
how  much  time  or  effort  would  be  required.  It 
was  decided  to  proceed,  and  to  persist.  An 
immediate  problem  arose.  If  the  community 
were  to  be  involved  in  the  planning,  develop- 
ment and  operation  of  the  proposed  health  sys- 
tem, who  represented  the  community?  The  fol- 
lowing strategy  was  devised: 

1.  A neighborhood  health  council  would  be 
formed.  This  became  the  Northeast  Lexington 
Health  Council  Inc.,  organized  under  by-laws 
which  stipulated  that  all  voting  members  of  the 
council  be  residents  of  the  target  area.  The  by- 
laws also  required  that  at  least  2/3  of  the 
members  of  the  Board  of  Directors  of  the 
Health  Council  be  residents  of  the  target  area. 

2.  The  Council  would  aim  at  having  at  least 
one  representative  on  every  block  of  the  target 
area. 

3.  Any  neighborhood  person  could  become  a 
block  representative  and  member  of  the  Health 


Council,  provided  (a)  he  completed  a training 
program  on  community  health  services  and  the 
principles  of  organization  of  the  Health  Coun- 
cil, and  (b)  he  went  door-to-door  on  his  block 
discussing  the  proposed  health  system  with 
each  family,  filling  out  a health  survey  form  for 
each  household. 

These  stringent  requirements  for  admission 
to  the  Health  Council  caused  the  recruitment 
process  to  be  slow.  At  the  end  of  two  years  the 
Health  Council  had  16  members.  There  were 
advantages  to  this,  however.  Members  of  the 
Council  tended  to  be  exceptionally  dedicated, 
patient  and  hard-working,  and  had  strong  com- 
mitments to  the  goals  of  the  project.  It  is  in- 
teresting to  note  that  nearly  all  the  members  of 
the  Health  Council  were  individuals  who  had 
not  previously  been  active  in  community  af- 
fairs. Although  many  attempts  were  made  to 
recruit  them,  persons  already  in  leadership 
roles  in  the  community  were  not  attracted  to 
the  work  of  the  Health  Council. 

It  was  felt  from  the  very  beginning,  that  a 
health  system  of  this  magnitude  would  not  be 
viable  or  effective  unless  it  had  deep  roots  in 
the  community.  A systematic  effort  was  there- 
fore developed  to  bring  churches  and  service 
clubs  behind  the  effort.  These  organizations 
were  asked  for  moral,  not  material  support. 
The  motley  crew  of  representatives  of  churches, 
service  clubs,  the  University  of  Kentucky,  the 
wider  community,  the  Health  Council  and  va- 
rious community  action  groups,  formed  an  in- 
formal association  called  “Healthy  Neighbor- 
hoods”. Healthy  Neighborhoods  was  not  an 
organization  in  the  usual  sense;  it  did  not  have 
a set  of  elected  officers.  Its  structure  was  kept 
purposely  loose  to  enable  it  to  ultimately  turn 
the  work  over  to  a more  appropriate  body. 

In  the  fall  of  1969,  biweekly  “Discussions  on 
the  Delivery  of  Health  Care  (with  special  refer- 
ence to  poverty  problems)”  were  instituted. 
The  function  of  these  discussions  was  to  focus 
professional  expertise  on  health  problems  of 
low-income  communities. 

Directors  and  other  representatives  of  health 
institutions  in  the  county,  as  well  as  representa- 
tives from  the  target  community,  were  invited 
to  attend  a first  meeting  which  was  to  be 
devoted  to  how  these  discussions  might  be 
organized.  The  first  meeting  was  turbulent  as 
divergent  lines  of  thinking  clashed.  This  led 
some  to  doubt  whether  it  would,  in  fact,  be 
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possible  to  have  discussions  with  such  a wide 
range  of  participants.  Inexplicably,  the  second 
meeting  was  peaceful  and  constructive.  There- 
after harmony  reigned  throughout  the  series,  a 
period  of  over  a year.  Possibly  the  following 
quotation  appearing  on  the  notice  which  an- 
nounced the  second  meeting  was  an  influence 
for  the  good:  “I  will  give  you  a talisman. 
Whenever  you  are  in  doubt,  or  when  the  self 
becomes  too  much  ...  try  the  following  . . .: 
Recall  the  face  of  the  poorest  and  most  helpless 
man  whom  you  may  have  seen,  and  ask  your- 
self if  the  step  you  contemplate  is  going  to  be 
of  any  use  to  him.  Will  he  be  able  to  gain  any- 
thing by  it?  Will  it  restore  to  him  control  over 
his  own  life  and  destiny?  In  other  words  will  it 
lead  to  . . . self-rule  for  the  hungry  and  also 
spirtually  starved  ...  of  our  countrymen?  Then 
you  will  find  your  doubts  and  your  self  melting 
away.”  ( M . K.  Ghandi  in  a letter  to  a friend.) 

Out  of  these  discussions  the  general  outlines 
of  the  proposed  health  system  began  to  emerge. 

It  was  during  this  period,  also,  that  professional 
societies  were  invited  to  appoint  advisory  com- 
mittees. Representatives  of  the  Pharmaceutical 
Society  and  the  Dental  Society,  for  example, 
outlined  policies  for  pharmacy  and  dental  serv- 
ices, respectively.  These  policies  were  so  funda- 
mental and  sound,  that  they  still  dominate  cur- 
rent thinking.  During  this  period  new  features 
of  the  proposed  health  system  emerged:  1 — 
Every  person  using  the  system  would  be  asked 
to  pay  something  according  to  his  means.  2 — 

To  assure  that  families  would  be  able  to  get 
health  services  when  they  are  sick,  the  system 
should  operate  on  a prepaid  basis,  with  en- 
rolled families  paying  a certain  amount  each 
month  to  maintain  enrollment,  just  as  they  pay 
rent  on  a monthly  basis  to  maintain  shelter. 

3 — To  avoid  a dual  health  system  the  pro- 
posed system  would  be  open  to  non-poor  fami- 
lies. This  would  help  to  bring  about  one  stand- 
ard of  health  care.  Families  with  low  incomes 
would  have  their  premiums  subsidized;  others 
would  be  expected  to  bear  the  full  cost. 

Under  the  leadership  of  the  Fayette  County- 
Lexington  Health  Department,  and  in  collabor- 
ation with  the  Ohio  Valley  Regional  Medical 
Program,  the  Blue  Grass  Regional  Health 
Planning  Council  and  the  Department  of  Com- 
munity Medicine  of  the  University  of  Ken- 
tucky, a health  survey  was  made  in  Fayette 
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County  to  obtain  the  data  needed  for  the  de- 
sign of  the  proposed  health  system. 

In  February,  1970,  a representative  group 
of  health  professionals  began  meeting  one 
afternoon  each  week  to  work  on  the  actual 
design  of  the  proposed  health  system.  This 
planning  group,  in  spite  of  its  efforts,  was  not 
able  to  devise  a concrete  plan  and  budget  for 
the  proposed  health  system.  In  retrospect  this 
was  possibly  due  to  the  fact  that  no  one  in  the 
group  had  had  practical  experience  with  a 
health  system  of  this  kind. 

In  April,  1969,  a federal  agency  suggested 
that  an  application  for  a planning  grant  be 
submitted  to  it.  Such  an  application  was  filed 
but  was  neither  approved  nor  rejected.  Several 
months  later  the  agency  requested  that  a de- 
scription of  the  proposed  health  system  be 
submitted  to  it.  The  Council  approached  a new 
faculty  member  of  the  Department  of  Com- 
munity Medicine,  University  of  Kentucky  Col- 
lege of  Medicine,  to  write  a description  be- 
cause of  his  experience  with  neighborhood 
health  centers.  This  individual  agreed  to  draft, 
in  his  free  time,  a proposal  incorporating 
policies  developed  by  the  Council  over  the 
previous  two-and-a-half  years.  A plan  and 
budget  for  a neighborhood  health  center  to 
serve  15,000  persons  on  the  northeast  side  of 
Lexington  emerged  from  this  effort.  After  this 
proposal  was  submitted,  the  agency  advised  the 
Health  Council,  however,  that  it  would  serious- 
ly consider  such  a proposal  only  if  there  were 
a group  of  local  physicians  willing  to  take  the 
responsibility  for  the  development  of  the  pro- 
posed system,  and  for  the  recruitment  of  phy- 
sicians. 

In  December,  1970,  a meeting  between  a 
representative  of  the  Office  of  Health  Affairs 
of  the  Office  of  Economic  Opportunity  (OEO) 
and  representatives  of  key  local  health  organi- 
zations was  held  at  the  office  of  the  Dean  of 
the  College  of  Medicine,  University  of  Ken- 
tucky. The  assembly  was  informed  that  OEO 
was  less  interested  in  developing  isolated  neigh- 
borhood health  centers,  than  in  developing  re- 
gional health  networks.  The  latter  would  utilize 
existing  local  health  resources  to  the  greatest 
possible  extent,  and  would  provide  to  the  en- 
rolled population  full  health  services,  including 
hospitalization,  on  a capitated  basis.  An  organ- 
ization (“foundation”)  representative  of  the 
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region  to  be  served,  would  have  to  be  formed. 
The  physicians  (“providers”),  who  formed  the 
nucleus  of  the  proposed  health  system,  would 
occupy  a portion  of  the  seats  of  the  board  of 
trustees  of  the  new  foundation.  If  the  project 
wished  to  compete  for  a health  network  grant, 
a preliminary  draft  of  a grant  proposal  would 
have  to  be  submitted  to  OEO  before  February 
1,  1971. 

The  Northeast  Lexington  Health  Council 
considered  these  possibilities.  In  its  previous 
plans,  health  services  were  restricted  to  families 
living  within  specified  geographic  boundaries. 
This  restriction  led  to  some  uneasiness  among 
project  participants,  as  it  would  mean  having 
to  turn  away  needy  persons  residing  outside 
the  boundaries.  The  new  plan  would  not  suffer 
from  this  disadvantage.  It  would,  however, 
require  either,  that  the  Health  Council  turn 
over  the  entire  project  to  a new  organization, 
or  that  it  itself  reorganize,  and,  in  the  process 
lose  its  identity.  In  spite  of  the  real  and  deep 
disappointment  in  not  being  able  to  operate 
the  new  health  system,  the  Health  Council 
decided  to  help  form  a new  organization,  and 
called  a public  meeting  for  this  purpose.  In 
early  January  a new  organization,  later  called 
the  Hunter  Foundation  for  Health  Care,  Inc., 
came  into  being.  The  University  of  Kentucky 
Medical  Center,  the  Fayette  County  Medical 
Society  and  a group  of  physicians  operating  a 
group  practice  in  Lexington,  were  invited  to 
become  the  “provider”  part  of  the  proposed 
network.  The  Medical  Center  and  the  Medical 
Society  accepted  this  invitation. 

The  Hunter  Foundation  has  a Board  of 
Trustees  containing  36  seats.  Six  seats  are 
occupied  by  persons  appointed  by  the  Univer- 
sity of  Kentucky  Medical  Center.  Six  others 
are  occupied  by  persons  appointed  by  the 
Fayette  County  Medical  Society.  These  12 
seats  constitute  the  Provider  Section  of  the 
Board.  The  Consumer  Section  consists  of  12 
seats.  At  present  these  are  filled  at  an  annual 
meeting  of  representatives  of  organizations 
representing  the  low-income  sector  of  our 
county.  When  the  Foundation  begins  to  de- 
liver health  care,  persons  enrolled  in  the  Hunter 
Foundation  will  select  the  Consumer  Section 
representatives  from  among  themselves.  The 
last  12  seats  constitute  the  At-Large  Section 
of  the  Board.  Two  of  these  seats  are  filled 
by  County  and  City  government.  The  balance 


are  filled  upon  recommendation  of  a nominat- 
ing committee  consisting  of  the  At-Large 
Board  Members  plus  four  Consumer  and  four 
Provider  Board  members.  Exactly  one  third  of 
the  seats  of  each  committee  of  the  Board  are 
allocated  to  each  of  the  three  sections  of  the 
Board,  and  each  section  of  the  Board  appoints 
its  own  representatives  to  each  committee. 

At  the  very  same  time  that  the  Hunter 
Foundation  saw  its  beginnings,  work  was  be- 
gun on  a grant  proposal  for  the  proposed 
health  network.  A preliminary  draft  of  this 
proposal,  containing  a complete  budget,  was 
submitted  February  1,  1971.  The  final  draft 
was  submitted  April  15,  1971.  In  July,  1971, 
the  grant  was  approved  and  funded. 

It  is  of  interest  that  the  program  received  a 
remarkable  amount  of  local  support  during  the 
relatively  long  period  of  its  development,  and 
encountered  no  opposition.  Although  no  fund- 
raising was  carried  out,  material  support  was 
showered  upon  the  project. 

1 ) In  the  early  stages  of  development,  the 
Lexington  Friends  Meeting,  a local  church 
group  provided  the  small  sums  necessary  for 
mailing  and  incorporation. 

2)  Subsequently,  without  applying  for  this, 
the  Northeast  Lexington  Health  Council  found 
itself  recipient  of  a grant  of  approximately 
$1,000  a month  to  help  its  planning  efforts. 

3)  Contributions  in  terms  of  meeting  places, 
office  space,  professional  assistance,  health 
surveys,  etc.  probably  exceeded  $50,000. 

4)  Robert  Stephens,  Judge  of  the  Fayette 
County  Fiscal  Court,  offered  to  help  obtain  a 
building  in  which  the  Hunter  Foundation  could 
begin  to  deliver  services. 

5)  Louie  B.  Nunn,  then  Governor  of  the 
Commonwealth  of  Kentucky,  warmly  endorsed 
the  Hunter  Foundation  proposal,  and  stated 
that  he  would  do  everything  in  his  power  to 
help  Judge  Stephens  obtain  the  proposed 
building  for  the  Foundation. 

In  the  course  of  our  work  we  learned  a few 
principles  conducive  to  good  human  relation- 
ships in  the  development  of  a community  proj- 
ect: 

Openness.  Nearly  all  meetings  were  well- 
publicized,  held  in  public  buildings  (mostly  in 
the  target  area),  and  were  open  to  anyone. 
The  project  also  published  a bulletin,  “The 
Health  Herald”,  which  detailed  the  transactions 
of  each  meeting  and  the  viewpoints  presented. 
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All  new  ideas,  as  they  arose,  were  immediately 
ventilated  to  the  whole  mailing  list  which  in- 
cluded names  of  potential  adversaries.  There 
was  no  attempt  to  suppress  or  hide  ideas  which 
might  be  unpalatable  to  powerful  groups  in  the 
community.  There  was  no  secrecy:  all  of  the 
information  was  available  to  anyone. 

Avoidance  of  Criticism.  In  the  course  of 
this  work  project  participants  came  into  con- 
tact with  many  institutions.  These  institutions, 
as  do  all  institutions,  had  many  obvious  short- 
comings. The  project  made  it  a point  not  to 
criticize  institutions,  or  to  put  pressure  on  them 
to  change.  This  policy  was  not  merely  a matter 
of  prudence,  but  reflected  a certain  philosophi- 
cal understanding.  It  is  much  easier  to  criticize, 
than  to  do  better.  The  proposed  health  system 
would,  no  doubt,  also  fall  far  short  of  its  ideals, 
and  have  many  shortcomings.  Finally,  if  you 
think  you  know  how  to  do  something,  do  it 
yourself,  don't  expect  someone  else  to  do  it  for 
you. 

Time.  Until  December  15,  1970,  that  is  for 
the  first  three  years  of  its  history,  the  project 
moved  at  a leisurely  pace.  No  one  worked 
under  pressure  of  time,  and  it  was  jokingly 
assumed  that  it  would  require  a hundred  years 
to  achieve  the  stated  objectives.  This  slow  de- 
velopment turned  out  to  be  a blessing,  though 
quite  a number  of  well-meaning  persons, 
criticized  the  project  for  not  getting  anything 
done.  (Predictions  were  made,  that  if  some 
concrete  results  were  not  soon  achieved,  the 
target  community  would  lose  interest.  Inter- 
estingly enough,  the  target  community  showed 
seemingly  limitless  patience;  it  was  middle-class 
participants  and  onlookers  who  were  dis- 
turbed.) Why  was  a slow  but  steady  pace  so 
important?  A project  of  this  kind  requires  an 
inordinate  amount  of  communication,  yet  in- 
formation develops  and  disseminates  only  very 
slowly.  There  must  be  ample  time  for  feed- 
back. Hence,  the  greater  the  effort,  the  more 
people  one  wants  to  involve,  the  more  time  is 
required  if  one  seeks  genuine  involvement,  and 
wishes  to  avoid  misunderstandings.  There  is  a 
good  deal  of  injustice  in  writing  off,  as  re- 
actionary, a person  who  is  initially  opposed  to 
a seemingly  humanitarian  effort.  His  opposition 
is  likely  to  be  based  on  some  truths.  There  is 
a need  for  time  to  allow  him  to  modify  his 
views;  or  for  him  to  modify  the  views  of  the 
project. 
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Equality  of  participation.  Great  pains  were 
taken  to  see  that  the  project  did  not  become 
identified  with,  or  the  property  of,  any  pre- 
viously existing  institution.  This  permitted  these 
institutions  to  participate  side-by-side  on  an 
equal  plane,  and  led  to  a fine  working  rela- 
tionship among  their  representatives. 

Only  the  newly  formed  Northeast  Lexington 
Health  Council  had,  by  general  agreement,  a 
proprietary  relationship  to  the  outcome  of  the 
work. 

“The  Sense  of  the  Meeting ”.  Policies  were 
evolved  by  developing  consensus,  rather  than 
by  formal  vote.  This  avoided  the  development 
of  hostile  minorities  within  the  group.  The  de- 
velopment of  a consensus  was  easier  to  achieve 
than  might  be  thought.  There  are  so  many 
constraints  on  developing  a comprehensive 
health  care  system  for  low-income  families, 
that  if  there  is  sufficient  time  for  reasoning, 
there  is  generally  only  one  solution  at  a given 
time  that  is  clearly  optimum  for  a given  prob- 
lem. No  viewpoint  was  ever  immediately 
turned  down  or  suppressed.  Many  conflicting 
proposals  co-existed  for  long  periods  of  time. 

It  was  interesting  to  observe  startling  changes 
in  viewpoint  occurring  in  a number  of  partici- 
pants. Toward  the  beginning  of  the  project,  for 
example,  quite  a number  of  persons  felt  that 
the  given  problem  could  best  be  solved  by 
providing  transportation  to  existing  clinics  and 
emergency  rooms.  This  idea  faded  as  more 
innovative  solutions  came  into  focus. 

Freedom.  Individual  project  participants 
were  given  great  freedom  as  to  what  they  did 
in  the  project  and  how  they  did  it.  If  someone 
thought  a certain  course  of  action  desirable, 
he  did  not  have  to  spend  time  convincing 
others,  but  was  able  to  pursue  the  idea  himself, 
and  if  successful,  would  win  over  the  support 
and  assistance  of  others.  This  led  to  a re- 
laxed, creative  atmosphere  with  a great  deal  of 
camaraderie,  affection  and  trust  among  par- 
ticipants. 

Working  from  the  bottom  up.  In  the  early 
stages,  most  of  the  energy  and  resources  of 
the  project  were  devoted  to  organizational  de- 
velopment and  conceptual  clarification  in  the 
target  community.  No  attempts  were  made  to 
obtain  publicity,  or  to  obtain  the  backing  of 
powerful  groups.  As  each  level  developed,  a 
natural  pathway  developed  to  the  next  higher 
level.  As  this  course  was  followed,  it  was  never 
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anticipated,  as  actually  was  the  case,  that  the 
County  Judge  and  the  Governor  of  the  State 
would  become  involved.  Conservative  indi- 
viduals, who  often  tend  to  be  critical  of  proj- 
ects of  this  kind,  became  supportive  when 
they  found  that  the  people  who  were  to  benefit 
by  the  project  were  in  true  need,  and  were 
working  hard  toward  its  goals.  Political  power 
is  arranged  in  the  form  of  a pyramid,  the 
higher  one  goes,  the  greater  its  concentration. 
Moral  power,  however,  can  be  found  at  every 
level. 

The  short  history  presented  here  might  lead 
readers  to  believe  that  Lexington,  Kentucky 
is  a heavenly  city  where  goodwill  exists  among 
citizens  to  an  extent  not  known  elsewhere  in 
our  world.  While  Lexington  is  indeed  a very 
nice  city,  readers  might  reflect  upon  the  fact 
that  shortly  prior  to  the  beginning  of  the  proj- 
ect, two  attempts  at  developing  very  limited 
improvements  to  the  health  system  for  low- 
income  families  rapidly  aborted.  A highly  ex- 
perienced local  community  organizer  advised 
project  participants  that  they  were  wasting 
their  time,  for  it  would  be  impossible  to  develop 
the  proposed  health  system  under  existing  po- 
litical conditions.  A community  health  special- 
ist agreed  with  this  assessment;  he  felt  that  the 
local  health  profession  societies  were  “the  most 


— Engelberg,  Mitchell  and  Carter 

conservative  in  the  country.”  Yet,  a member 
of  the  Fayette  County  Medical  Society,  who 
was  to  become  one  of  its  presidents,  became 
actively  involved  in  the  project  early  in  its 
history.  He  was  one  of  the  architects  of  the 
health  plan  which  was  devised,  and  served  in  a 
liaison  capacity  between  the  project,  the  Medi- 
cal Society  and  other  institutions.  In  February, 
1971,  members  of  the  Fayette  County  Medical 
Society  voted  by  a ratio  of  5 to  1 to  become 
a part  of  the  nuclear  provider  group  of  the 
Hunter  Foundation  health  system,  and  pledged 
their  full  support  to  its  development. 

The  ability  of  our  citizens  to  work  together 
in  harmony  and  friendship  has  been  greatly 
underestimated. 

This  is  how  a group  of  low-income  persons, 
in  search  of  better  health  care,  brought  a new 
concept  of  health  care  to  a whole  community. 

Among  the  health  organizations  which 
played  a considerable  role  in  the  project  were 
the  University  of  Kentucky  Medical  Center, 
the  Fayette  County-Lexington  Health  Depart- 
ment, the  Ohio  Valley  Regional  Medical  Pro- 
gram, the  Fayette  County  Medical  Society,  the 
Blue  Grass  Pharmaceutical  Association,  the 
Blue  Grass  Dental  Society  and  the  Blue  Grass 
Regional  Health  Planning  Council. 


You  won’t  want  to  miss  Doctor  Leslie  Blakey 
speak  on  the  Hunter  Foundation  at  the  KMA 
Interim  Meeting,  March  29-30.  See  program 
pages  192-193. 
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Medicare  Appeals  Process  First  Level 


Recent  changes  in  the  appeals  process 
available  to  Medicare  beneficiaries 
when  they  disagree  with  an  adverse  de- 
termination on  their  claim  for  Part  A benefits 
demand  some  discussion  and  clarification  to 
avoid  any  misunderstanding  of  the  Interme- 
diary’s role  in  the  administration  of  the  Med- 
icare program  in  Kentucky. 

When  Medicare  came  into  being  in  1966, 
the  Kentucky  Medical  Association  through  its 
Title  XVIII  Committee,  insisted  that  the  au- 
thority to  reject  claims  be  vested  in  a physician 
rather  than  in  paramedical  or  lay  personnel. 
This  recommendation  was  implemented  and 
no  claim  is  rejected  until  it  has  been  reviewed 
and  a determination  made  by  the  Medical  Con- 
sultant. 

If  the  beneficiary  disagrees  with  that  deter- 
mination, a request  for  reconsideration  may  be 
filed  with  the  Social  Security  Administration. 
Although  not  provided  for  in  the  Medicare 
law,  SSA,  by  administrative  action,  established 
a Reconsideration  Branch,  in  Baltimore,  to 
provide  a second  level  of  review  on  the  basis 
that  this  process  parallels  their  policy  in  other 
Social  Security  programs.  When  such  an  appli- 
cation was  received,  the  entire  medical  records, 
together  with  related  correspondence,  was  for- 
warded to  Baltimore.  The  beneficiary  was  then 
notified  of  the  results  of  this  reconsideration 
— to  affirm,  to  reverse  or  to  partially  reverse 
the  Intermediary’s  determination. 

Now,  all  of  this  has  been  changed.  The 
Social  Security  Administration  decided  that, 
effective  February  12,  1973,  the  Intermediary 
must  perform  its  own  reconsiderations.  If  it 
refuses,  or  proves  to  be  incapable  of  perform- 
ing this  task,  the  responsibility  would  be  dele- 
gated to  the  state  agency  or  some  other  Inter- 
mediary. 

Kentucky  Blue  Cross  opposed  this  con- 
cept, but,  as  with  many  other  Federal  pro- 
grams, had  no  choice.  Every  effort  will  be 
made  to  assure  a completely  independent  and 


objective  review  of  claims  when  reconsidera- 
tion is  requested. 

The  complete  medical  record,  correspon- 
dence and  any  additional  information  provided 
by  the  patient,  the  facility  or  the  attending 
physician,  will  be  reviewed  by  a different  nurse 
than  the  one  who  performed  the  initial  review. 
Pertinent  new  information  affecting  the  level 
of  care  or  ancillary  services  required  or  re- 
ceived by  the  beneficiary  will  be  referred  to 
the  Medical  Consultant  or,  when  possible,  to 
another  physician  before  a decision  is  reached. 

The  Intermediary  shares  the  concern  which, 
no  doubt,  will  be  voiced  by  many  that  this  pro- 
cedure really  does  not  represent  an  indepen- 
dent review.  That  we  have  tried  very  conscien- 
tiously in  the  past  to  make  certain  that  our 
initial  determinations  were  fair,  equitable  and 
in  accordance  with  the  provisions  of  the  law, 
may  be  attested  to  by  the  fact  that  our  judge- 
ments have  been  reversed  by  the  Reconsidera- 
tion Branch  in  only  one  per  cent  of  the  cases 
sent  to  Baltimore.  We  will  continue  to  try  just 
as  conscientiously  to  fulfill  this  new  responsi- 
bility in  the  administration  of  an  increasingly 
complex  Medicare  program. 

Further  levels  of  appeal  are  provided  in  the 
law.  If  the  beneficiary  disagrees  with  the  re- 
consideration decision,  request  may  be  made 
for  review  by  the  Bureau  of  Hearings  and  Ap- 
peals. If  that  decision  is  unacceptable,  and 
certain  dollar  minimums  are  involved,  the  mat- 
ter may  be  taken  to  the  Court  of  Appeals.  At 
each  stage  in  the  processing  of  a Medicare 
claim,  in  the  event  of  an  adverse  determina- 
tion, the  beneficiary  is  informed  of  the  next 
step  in  the  appeals  mechanism  available  to  him 
or  her. 

We  will  be  pleased  to  answer  any  questions 
of  KMA  members  on  this  or  other  matters  re- 
lated to  the  Medicare  Part  A program. 

Henry  B.  Asman,  M.D. 

Medical  Consultant,  Medicare  Division 
Kentucky  Blue  Cross 
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The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes.,  .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a 'roller-coaster''  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 


These  are  four'good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that's  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

“Based  on  surveys  of  average  daily  prescription  costs. 


Butisoll 

^^MBARBITAl) 


SODIUM* 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease: 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover"  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d  or  q.i.d.  For  hypnosis,  50  mg  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 
50  mg.,  100  mg. 


Me  NEIL ) McNeil  Laboratories.  Inc.,  Fort  Washington,  Pa  19034 


Placidyl 

ETHCHLORVYNOL) 

Brief  Summary 

Indications-Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contralndications-Drug  hypersensitivity  and  por- 
! phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  Administer  with  caution  to 
patients  with  suicidal  tendencies  and  do  not  pre- 
scribe large  quantities  of  the  drug.  Adjustment  of 
the  dosage  of  oral  anticoagulants  might  be  neces- 
sary when  beginning  ethchlorvynol  therapy,  during 
therapy,  or  after  stopping  therapy.  This  drug  is 
not  recommended  for  use  in  children.  PLACIDYL 
HAS  THE  POTENTIAL  FOR  THE  DEVELOPMENT 
OF  PSYCHOLOGICAL  AND  PHYSICAL  DEPEND- 
ENCE. INSTANCES  OF  SEVERE  WITHDRAWAL 
SYMPTOMS,  INCLUDING  CONVULSIONS  AND 
DELIRIUM  CLINICALLY  SIMILAR  TO  THOSE  SEEN 
WITH  BARBITURATES,  HAVE  BEEN  REPORTED 
IN  PATIENTS  TAKING  REGULAR  DOSES  AS  LOW 
AS  1000  MG.  PER  DAY  OVER  A PERIOD  OF 
TIME  WHEN  THE  DRUG  WAS  SUDDENLY  DIS- 
CONTINUED. PROLONGED  ADMINISTRATION  OF 
THE  DRUG  IS  NOT  RECOMMENDED.  Addiction- 
prone  patients  or  those  who  are  likely  to  increase 
dosages  of  the  drug  on  their  own  initiative  should 
be  observed  for  evidence  of  signs  or  symptoms 
which  may  indicate  possible  early  withdrawal  or 
abstinence  symptoms.  Signs  and  symptoms  asso- 
ciated with  withdrawal  and  abstinence  include  un- 
usual anxiety,  tremor,  ataxia,  slurring  of  speech, 
memory  loss,  perceptual  distortions,  irritability, 
agitation  and  delirium.  Other  less  well  defined 
signs  and  symptoms,  not  necessarily  due  to  with- 
drawal and  abstinence,  may  include  anorexia,  nau- 
sea or  vomiting,  weakness,  dizziness,  sweating, 
muscle  twitching  and  weight  loss.  Abrupt  discon- 
tinuance of  Placidyl  following  prolonged  overdos- 
age may  result  in  convulsions  and  delirium. 
Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
; exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting,  gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  302430R 


. 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  associated  with  emotional 
disturbance.  Emotional  problems  might  be  the  cause 
...  or  the  effect.  In  time  that  can  be  determined.  But 
tonight,  one  fact  is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  1 7 years. 

If  time  is  the  criterion  to  inspire  your  confidence.-., 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 


Placidyl 


® 


(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


© 


ORGANIZATION  SECTION 


KMA  1973  Interim  Meeting  Program  Is  Highlighted 
By  Qualified  Speakers  and  Informative  Discussions 


Congressman  M.  Gene  Snyder,  Louisville,  will  be 
a featured  speaker  at  the  1973  KMA  Interim  Meet- 
ing held  March  29  and  30  at  Lake  Barkley  Lodge 

in  Cadiz. 

A member  of  the 
U.  S.  House  of  Repre- 
sentatives from  the 
Fourth  District,  Con- 
gressman Snyder  will 
speak  on  “Congress’ 
Continuing  View  of 
Health  Care”  during  the 
dinner  session  on  Thurs- 
day evening,  March  29. 

The  KMA  Interim 
Meeting,  which  will  of- 
ficially begin  with  registration  beginning  at  8:00 
a.m.  on  March  29,  will  primarily  deal  with  discus- 
sions on  the  challenges  faced  by  the  medical  pro- 
fession in  the  delivery  of  quality  health  care. 

A panel  discussion  on  Thursday  morning  will  look 
at  various  approaches  to  health  care  delivery.  Mod- 
erated by  Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  the 
panel  is  composed  of  five  Kentucky  physicians  who 
will  deal  with  foundations,  small  and  large  society 
approaches,  private  health  care  and  group  practice. 

Tom  E.  Nesbitt,  M.D.,  Nashville  will  present 
AMA’s  view  on  the  delivery  of  health  care.  Doctor 
Nesbitt  is  the  Vice-Speaker  of  the  AMA  House  of 
Delegates  and  is  a Past  President  of  the  Tennessee 
Medical  Association. 

How  the  health  profession  “measures  up”  in 
health  manpower,  costs  and  insurance  will  be  the 
topic  of  discussion  by  Joseph  C.  Hamburg,  M.D., 
Lexington;  Lowell  H.  Steen,  M.D.,  Hammond,  Ind.; 
and  Harold  B.  McGuffey,  Commissioner  of  Insurance 
for  Kentucky. 

The  afternoon  will  be  free  of  meetings  so  that 
physicians  and  their  families  may  take  advantage  of 
the  recreational  facilities  offered  by  the  resort  park. 

Friday  morning’s  session  will  begin  with  opening 
remarks  by  Fred  C.  Rainey,  M.D.,  Elizabethtown, 
KMA  President-Elect.  “Current  Trends  in  Health 
Care”  will  be  the  theme  of  the  morning  program  and 
will  be  expounded  through  talks  about  consumer  in- 
terests, the  hospital’s  role,  the  physician’s  role  and 
Congress’  attitudes.  Participants  in  this  discussion  will 
be  Robert  V.  Bullock,  Frankfort;  Wade  Mountz, 
Louisville;  John  H.  Budd,  M.D.,  Cleveland,  and 
James  W.  Foristel,  Washington,  D.C. 

Robert  E.  Rinehiemer,  President  of  Pennsylvania 


Blue  Shield,  will  discuss  the  role  of  the  insurance 
commissioner  at  10:30  a.m.  on  March  30,  followed 
by  a challenging  address  on  “Where  Do  We  Go 
From  Here”  by  David  A.  Hull,  M.D.,  Lexington, 
President  of  the  Kentucky  Foundation  for  Medical 
Care. 

A question  and  answer  period  will  follow  at  the 
close  of  the  Friday  morning  program. 

Lee  C.  Hess,  M.D.,  Florence,  KMA  President, 
urges  all  Kentucky  physicians  to  attend  this  important 
and  informative  Interim  Meeting  and  to  bring  their 
families  to  enjoy  the  facilities  at  Lake  Barkley  Lodge. 
A reservation  form  for  the  Lodge  is  on  page  199  for 
your  convenience. 

KAFP  Plans  22nd  Annual  Meeting 
May  9-12  in  Louisville 

The  Kentucky  Chapter,  American  Academy  of 
Family  Physicians  will  hold  its  22nd  Annual 
Scientific  Assembly  May  9-12  at  Ramada  Inn/Blue- 
grass  Convention  Center,  Louisville,  according  to 
D.  V.  Hollingsworth,  M.D.,  Georgetown,  Chairman 
for  the  1973  Assembly. 

Adolph  Rupp,  former  University  of  Kentucky 
basketball  coach,  will  be  the  featured  speaker  of  the 
annual  banquet  held  Friday  evening.  May  11.  Other 
well-known  guest  speakers  include  William  J.  Myers, 
from  the  AAFP  Headquarters  in  Kansas  City,  Mo.; 
Gerald  Kien,  M.D.  and  Wei-Chi  Liu,  M.D.,  both 
of  Chicago,  and  Ed  Tyler,  M.D.,  Madison,  Wis. 

Some  of  the  topics  to  be  discussed  during  the 
scientific  session  by  state  and  national  speakers  in- 
clude acupuncture,  computer  electrocardiography, 
genetics,  fertility  evaluation  and  osteopathy.  Lunch- 
eon seminars  will  be  offered  on  Thursday  and  Friday 
at  which  pre-registration  is  required. 

The  session  will  also  include  two  meetings  of  the 
KAFP  Congress  of  Delegates  and  the  installation  of 
officers. 

KMA  Nominations  Committee 
To  Meet  at  Interim  Mtg. 

The  Nominating  Committee,  which  will  receive 
your  nominations  for  KMA  officers  for  the  1973-74 
Associational  year,  will  meet  during  the  Interim  Meet- 
ing at  Lake  Barkley  Lodge.  A special  table  will  be 
reserved  during  the  evening  dinner  session  on  March 
29  for  the  Committee  and  you  are  urged  to  visit  the 
table  and  make  your  feelings  known  on  this  particular 
subject. 


Congressman  Snyder 
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Doctor  Hume 


Doctor  Brockman 


Doctor  Brewer 


Doctor  Caudill 


Program 

“The  Challenge  of  Health  Care  Delivery” 


KMA  1973  Interim  Meeting 


March  29  and  30 

Lake  Barkley  State  Resort  Park,  Cadiz 
THURSDAY  MORNING  SESSION 
March  29 

Lee  C.  Hess,  M.D.,  Florence,  KMA  President,  Presiding 


8:00  a.m. 
8:45  a.m. 
9:00  a.m. 


10:30  a.m. 
1 1 :00  a.m. 

1 2 :00  noon 


Registration 

Call  to  Order — Doctor  Hess 

Panel  Discussion — “Some  Approaches  to  Health  Care  Delivery” 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  Moderator 
Hunter  Foundation — Leslie  W.  Blakey,  M.D.,  Lexington 

Small  Society  Efforts  to  Improve  Health  Care — George  F.  Brockman,  M.D., 
Greenville 

A Large  County  Society  Approach— McHenry  S.  Brewer,  M.D.,  Louisville 
The  Success  of  Private  Health  Care — W.  Neville  Caudill,  M.D.,  Louisville 
Large  Group  Practice — Dan  A.  Martin,  M.D.,  Madisonville 

“The  View  From  AMA" — Tom  E.  Nesbitt,  M.D.,  Nashville,  Tennessee 
Vice-Speaker,  AMA  House  of  Delegates 

“How  Do  We  Measure  Up” 

Health  Manpower — Joseph  C.  Hamburg,  M.D.,  Lexington 

Chairman,  KFMC  Health  Manpower  and  Placement  Services  Committee 
Health  Costs — Lowell  H.  Steen,  M.D.,  Hammond,  Indiana 
Chairman,  AMA  Committee  on  Community  Health  Care 
Health  Insurance — Harold  McGuffey,  Frankfort 

Commissioner  of  Insurance,  Commonwealth  of  Kentucky 

Adjourn  Morning  Session 


Doctor  Hamburg 


Doctor  Steen 


Commissioner  McGuffey 
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Mr.  Bullock 


Mr.  Mountz 


Doctor  Budd 


THURSDAY  EVENING  SESSION 
March  29 


Doctor  Hess,  Presiding 


6:00  p.m.  Social  Hour — Hosted  by  the  Pennyrile  Medical  Society 

6:45  p.m.  Dinner 

7:45  p.m.  “Congress’  Continuing  View  of  Health  Care" — Honorable  M.  Gene  Snyder,  Louisville 
Member,  U.S.  House  of  Representatives 


8:45  a.m.  Call  to  Order — Doctor  Rainey 

9:00  a.m.  “Current  Trends  in  Health  Care” 

Consumer  Interests — Robert  V.  Bullock,  LI..M.,  Frankfort 
Assistant  Attorney  General,  Commonwealth  of  Kentucky 

Hospital’s  Role — Wade  Mountz,  Louisville 
President,  Norton-Children’s  Hospital 
Physician’s  Role — John  H.  Budd,  M.D.,  Cleveland,  Ohio 
Member,  AMA  Board  of  Trustees 

Attitude  oj  Congress — James  W.  Foristel,  LL.B.,  Washington,  D.  C. 

AMA  Washington  Office 

10:30  a.m.  “The  Insurance  Commissioner” — Robert  E.  Rinehiemer,  Camp  Hill,  Pennsylvania 
President,  Pennsylvania  Blue  Shield 

11:00  a.m.  “Where  Do  We  Go  From  Here” — David  A.  Hull,  M.D.,  I.exington 
President,  Kentucky  Foundation  for  Medical  Care 

1 1 :30  a.m.  Question  and  Answer  Session 

12:00  noon  Closing  Remarks — Doctor  Hess 


FRIDAY  MORNING  SESSION 
March  30 


Fred  C.  Rainey,  M.D.,  Elizabethtown,  KMA  President-Elect,  Presiding 


Mr.  Foristel 


Mr.  Rinehiemer 


Doctor  Hull 
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Participants  and  guests  attending  the  KMA  Conference 
on  Medical  Education,  held  February  1 and  2 in  Elizabeth- 
town, listen  to  various  speakers  discuss  the  dual  respon- 
sibility of  the  practicing  and  academic  physician  in  medical 
education.  Participating  in  the  biannual  meeting  were  rep- 
resentatives of  the  faculties  of  the  University  of  Louisville 
and  the  University  of  Kentucky  medical  schools,  the  KMA 
Board  of  Trustees  and  the  KMA  Medical  Education  Com- 
mittee. 

AMA  Replies  To  Announcement 
On  Phase  III  Price  Controls 

In  reply  to  President  Nixon’s  January  11  announce- 
ment concerning  Phase  111  Price  Controls,  the  Chair- 
man of  the  AMA  Board  of  Trustees,  John  R.  Kern- 
odle,  M.D.,  issued  a statement  of  physician  concern 
over  the  continued  government  control  over  the 
health  industry.  He  indicated  that  “such  pressures 
will  inevitably  have  an  effect  on  both  the  quantity 
and  quality  of  health  services  in  this  nation.” 

Health  care  providers  must  now  purchase  supplies 
from  industries  not  restricted  by  price  controls  and 
must  compete  for  personnel  under  wage  handicaps. 

Doctor  Kernodle  said,  “When  controls  were  first 
imposed  on  health  care  13  months  ago,  the  AMA 
urged  physicians  to  comply  ....  Right  now,  how- 
ever, we  may  have  to  reconsider  that  attitude.” 

Physicians’  fees  increased  1.37%  during  the  first 
nine  months  of  Phase  II  (as  reported  in  the  Journal 
of  KMA,  November,  1972)  which  was  less  than  one- 
third  of  the  pre-Phase  I rate,  well  within  the  goal  of 
the  Economic  Stabilization  Program.  Yet,  as  Doctor 
Kernodle  states,  “Today,  we  face  the  prospects  of 
mandatory  controls  despite  the  fact  that  physicians 
have  demonstrated  during  Phase  I and  II  that  they  can 
keep  prices  under  control  through  voluntary  com- 
pliance.” 

Applications  Being  Received 
By  Scholarship  Fund 

The  Rural  Kentucky  Medical  Scholarship  Fund  is 
now  accepting  applications  for  loans  for  medical 
students  entering  school  this  fall.  The  applicant  must 
be  a Kentucky  resident  who  has  been  admitted  to 
an  accredited  medical  school. 

G.  L.  Simpson,  M.D.,  Greenville,  Chairman  of 
the  Fund,  notes  that  this  year  the  Fund  will  loan 
up  to  $2,500  per  year  (an  increase  of  $500)  to 


applicants  who  will  agree  to  practice  in  rural  Ken- 
tucky one  year  for  each  loan  received  and  $3,000 
per  year  to  those  who  agree,  prior  to  their  first 
loan,  to  locate  in  one  of  ten  critical  counties  in 
which  the  need  is  greatest  at  the  time  they  establish 
practice.  The  ten  critical  counties  are  selected  each 
year  by  the  Board  of  Trustees  of  the  Fund. 

Created  in  1946  to  provide  better  distribution  of 
physicians  in  rural  areas  of  Kentucky,  the  Fund  now 
has  about  173  physicians  in  practice  with  18  serving 
in  critical  counties. 

Students  interested  in  learning  more  about  the 
program  should  write  the  Rural  Kentucky  Medical 
Scholarship  Fund,  3532  Ephraim  McDowell  Drive, 
Louisville,  Kentucky  40205,  prior  to  April  1,  1973. 

FDA  Issues  Warning  About 
X-ray  Dealer  Claims 

The  Food  and  Drug  Administration’s  Bureau  of 
Radiological  Health  has  recently  learned  that  some 
x-ray  dealers  have  been  advising  physicians  and  other 
users  of  x-ray  equipment  that  all  existing  x-ray  equip- 
ment will  have  to  be  upgraded  to  meet  requirements 
of  a new  radiation  safety  performance  standard 
effective  August  15,  1973.  Such  advice  is  contrary 
to  fact. 

Upgrading  of  x-ray  equipment  now  being  used  is 
not  now  required  by  the  standard.  State  and  territorial 
radiation  control  authorities  have  been  asked  by  the 
Bureau  to  so  inform  equipment  users  and  dealers. 

Although  equipment  now  in  use  will  not  have  to 
be  modified  before  the  standard  becomes  effective, 
owners  installing  manufacturer-certified  components 
in  such  x-ray  systems  after  next  August  15  must 
install  components  of  the  type  called  for  by  the 
Federal  standard. 

Additional  information  about  the  standard  may 
be  obtained  from  the  Division  of  Electronic  Prod- 
ucts, Bureau  of  Radiological  Health,  Food  and  Drug 
Administration,  12720  Twinbrook  Parkway,  Rock- 
ville, Maryland  20852. 

Awards  Committee  Is  Now 
Accepting  Nominations 

Richard  F.  Grise,  M.D..  Bowling  Green,  Chairman 
of  the  KMA  Awards  Committee,  announces  that  the 
Committee  is  now  accepting  nominations  for  the 
Kentucky  Medical  Association  Award  and  the  Dis- 
tinguished Service  Award. 

The  KMA  Award  is  designed  to  honor  an  outstand- 
ing layman  and  the  Distinguished  Service  Award 
honors  the  outstanding  physician  of  the  year.  The 
awards  are  presented  annually  at  the  President’s 
Luncheon  held  during  the  KMA  Annual  Meeting  in 
September. 

Award  nominations  should  be  forwarded  to  the 
KMA  Headquarters  Office,  3532  Ephraim  McDowell 
Drive,  Louisville,  Kentucky  40205,  and  marked: 
“Attention:  Awards  Committee.” 
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Encounter  under  the 
Scanning  Electron  Microscope 
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SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 


The  Scanning  Electron  Microscope  (SEM)  is 
the  only  instrument  which  gives  3-dimensional  views 
on  a microscopic  level.  This  permits  the  surface 
morphology  of  microorganisms  to  be  observed  in 


detailed  perspective.  Changes  in  surface  morphol- 
ogy of  E.  coli  exposed  to  various  antimicrobial 
agents  are  seen  on  the  following  page.  An  SEM  pho- 
tomicrograph of  normal  control  E.  coli  appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. .. regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

- Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A be ; 
hemolytic  streptococcal  infections  and  will  not  eradicate 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  si 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocj 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  • 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purp 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  C 
and  urinalysis  with  microscopic  examination  are  recommeni 
during  sulfonamide  therapy.  Insufficient  data  on  children  urn 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  re  ill 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  gluccs-l 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dcsjj 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intakidj 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocyto >(,' 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol® (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 

Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistantorganisms  isa  limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especial  lyinchronicor  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 

In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 

Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


iplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
nia,  purpura,  hypoprothrombinemia  and  methemoglobinemia); 
illergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
nal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
lermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
ival  and  scleral  injection,  photosensitization,  arthralgia  and 
illergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
ibdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
tomatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
al  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
igo  and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
oxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
E.  phenomenon).  Due  to  certain  chemical  similarities  with 
>ome  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
lypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
)f  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Rheumatic  Disease  Symposium 
Scheduled  for  April  19 

“Current  Topics  in  Rheumatology”  will  be  the 
theme  for  discussions  at  the  Ninth  Annual  Sym- 
posium on  Rheumatic  Diseases,  April  19,  according 
to  David  H.  Neustadt,  M.D.,  Louisville,  chief  of 
section  on  rheumatic  diseases,  University  of  Louis- 
ville School  of  Medicine. 

Included  in  the  guest  faculty  were  Gerald  Weiss- 
mann,  M.D.,  professor  of  medicine,  New  York  Uni- 
versity; Naomi  Rothfield,  M.D.,  head  of  arthritis 
section,  University  of  Connecticut,  and  Thomas 
Weiss,  M.D.,  Ochsner  Clinic,  New  Orleans  and 
President-Elect  of  the  American  Rheumatism  Asso- 
ciation. 

Recent  research  on  the  mechanism  of  inflammation 
in  arthritis  and  newer  laboratory  procedures  useful 
for  the  diagnosis  of  rheumatic  diseases  are  only  a 
few  of  the  topics  to  be  discussed.  Panel  discussions 
and  active  audience  participation  in  question  and 
answer  sessions  will  be  encouraged.  Doctor  Neustadt 
said. 

The  full-day  conference,  which  will  be  held  in  the 
Health  Sciences  Center  auditorium  at  the  University 
of  Louisville,  is  sponsored  by  the  University  of 
Louisville  School  of  Medicine  and  the  Kentucky 
Chapter  of  the  Arthritis  Foundation. 


WANTED: 

FULL  TIME  EMERGENCY  ROOM  PHYSICIANS 

GENERAL  SURGEON 
GENERAL  OR  FAMILY  PRACTICE 

New  beautifully  equipped  380-bed  hospital 
Good  Salary  and  inducements 

For  details  on  this  and  other  private  practice 
opportunities  throughout  the  South,  call 
collect: 

502/589-3790 

Professional  Relations  Department 
EXTENDICARE,  INC. 

P.O.  Box  1438 
Louisville,  Kentucky  40201 


In  Ufomonam 


WILLIAM  M.  COX,  M.D. 

Corbin 

1888-1972 

William  M.  Cox,  M.D.,  died  at  the  age  of  84  in 
August  of  1972.  A 1912  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Cox  was  a 
general  practitioner  in  Corbin  for  many  years.  He 
was  an  emeritus  member  of  the  Kentucky  Medical 
Association. 

HARRIS  W.  TERRELL,  M.D. 

Corbin 

1904-1972 

Harris  W.  Terrell,  M.D.,  died  on  December  13, 
1972,  at  the  age  of  68.  A general  practitioner,  Doctor 
Terrell  was  a 1928  graduate  of  the  University  of 
Louisville  School  of  Medicine.  He  had  retired  from 
active  practice  in  May,  1971.  He  belonged  to  the 
Whitley  County  Medical  Society  and  the  Kentucky 
and  American  Medical  Associations. 

PAUL  C.  NEELY,  M.D. 

Louisville 

1897-1973 

Paul  C.  Neely,  M.D.,  76,  died  on  February  3,  1973. 
A general  practitioner,  Doctor  Neely  graduated  from 
the  University  of  Louisville  School  of  Medicine  in 
1922  and  practiced  in  Louisville  for  many  years.  He 
was  a member  of  the  Jefferson  County  Medical  So- 
ciety and  the  Kentucky  Medical  Association. 

WALTER  I.  HUME,  SR.,  M.D. 

Louisville 

1885-1973 

Walter  I.  Hume,  Sr.,  M.D.,  died  on  February  1 1 at 
the  age  of  87.  A 1913  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Hume  served 
as  KMA  Vice-President  in  1945  and  as  President  of 
the  Jefferson  County  Medical  Society  in  1934.  He 
was  Emeritus  Professor  of  Surgery  at  the  U of  L 
Medical  School  and  had  taught  there  for  more  than 
33  years. 

He  was  a member  of  the  American  College  of 
Surgeons,  the  International  College  of  Surgeons,  the 
Louisville  Surgical  Society  and  the  Southeastern  Sur- 
gical Congress. 


James  W.  Harkess,  M.D.  and  Harold  E.  Kleinert, 
M.D.,  both  of  Louisville,  will  be  featured  speakers 
on  the  17th  Annual  Postgraduate  Course  on  Frac- 
tures and  Other  Trauma,  held  May  9-12  in  Chicago. 
The  annual  program  is  sponsored  by  the  Chicago 
Committee  on  Trauma  of  the  American  College  of 
Surgeons.  Topics  to  be  discussed  by  the  two  Louis- 
ville surgeons  include  complications  following  cast 
application  and  recent  advances  in  hand  surgery. 
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PHYSICIANS  NEEDED 

Family  Practitioner  and  General  Surgeon 
needed  for  rural  area  of  Morganfield-Sturgis, 
Kentucky.  Modern  J.C.A.H.  approved  hospital 
in  community.  To  arrange  for  a visit  and  as- 
sistance in  getting  practice  started  contact: 
E.  J.  Ryan,  Jr.,  Director,  Medical  Relations, 
Hospital  Corporation  of  America,  P.O.  Box 
550,  Nashville,  Tennessee  37203. 


U.L.  Dentistry,  Medical  Schools 
Sponsor  Cancer  Symposium 

The  Tenth  Annual  Symposium  on  Oral  Cancer  will 
be  held  March  17  in  the  auditorium  of  the  Health 
Sciences  Center  of  the  University  of  Louisville 
School  of  Medicine.  Sponsored  by  the  Louisville 
Schools  of  Dentistry  and  Medicine,  the  one-day 
symposium  will  begin  at  8:30  a.m. 

“Diagnostic  Trends  in  Cancer  Detection”  will  be 
the  topic  of  discussion  by  four  well-known  leaders 
in  diagnosis  and  treatment.  Ordie  H.  King,  Jr., 
D.D.S.,  University  of  West  Virginia;  Bruno  Kwapis, 
D.D.S.,  Southern  Illinois  University;  Condict  Moore, 
M.D.,  University  of  Louisville,  and  Thomas  D. 
Stevenson,  M.D.,  Ohio  State  University  will  treat 
various  aspects  of  recent  treatment  and  detection 
trends  in  oral  cancer. 

This  continuing  education  program  is  acceptable 
for  four  prescribed  credit  hours  by  the  American 
Academy  of  Family  Physicians. 


Ky.  Orthopedists  To  Hold 
May  Interim  Meeting 

The  Kentucky  Orthopaedic  Society  will  hold  its 
annual  interim  meeting  May  11  and  12  at  the 
Rowntowner  Motor  Lodge,  Covington. 

The  featured  speaker,  George  Lucas,  M.D.,  Madi- 
son, Wis.,  will  speak  on  “Missile  Wounds  of  the 
Bony  Pelvis.”  Other  highlights  of  the  meeting  in- 
clude participation  in  Grand  Rounds  at  the  Cincinnati 
General  Hospital  and  a short  business  meeting. 

For  further  information  contact  James  Harkess, 
M.D.,  Medical-Dental  Building,  511  S.  Floyd  Street. 
Louisville,  Ky.  40202. 

U.K.  and  Ky.  Pediatricians 
Offer  Postgraduate  Course 

The  spring  meeting  of  the  Kentucky  Chapter, 
American  Academy  of  Pediatrics,  will  be  held  May 
24  and  25  in  conjunction  with  a postgraduate  course 
sponsored  by  the  Department  of  Pediatrics,  Uni- 
versity of  Kentucky,  Lexington. 

Various  aspects  of  the  treatment  of  urinary  tract 
infections  will  be  discussed  on  Thursday,  May  24  by 
Martin  Randolph,  M.D.,  Danbury,  Conn,  and  several 
Lexington  physicians.  Charles  Christian,  M.D.,  New 
York,  N.Y.,  will  be  the  featured  speaker  on  Friday, 
May  25.  One  of  his  topics  will  be  “Juvenile  Rheuma- 
toid Arthritis.” 

Note:  At  press  time,  The  Journal  was  informed  that 
the  Kentucky  Industrial  Medical  Association  will  be 
holding  their  annual  spring  meeting  on  April  5,  1973. 


KENTUCKY  MEDICAL  ASSOCIATION 
INTERIM  MEETING,  MARCH  29-30,  1973 
REQUEST  FOR  ACCOMMODATIONS  RESERVATION 

Complete  and  mail  directly  to  Lake  Barkley  State  Resort  Park,  Cadiz,  Kentucky  42211.  Tele- 
phone (502)  522-3261. 

Name 

Address  - 

Check  In Check  Out  Room  

Arrival  Time  

Remarks: 

Note:  This  reservation  is  for  the  Kentucky  Medical  Association  meeting,  Morch  29-30,  1973, 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


\ 

General 

LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 

OF  BEING  CHOSEN 

,.|  ... 

BY  THE 

Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 

AND  OFFICE  FURNISHINGS 


12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 

ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 

120  Bauer  Ave.,  Louisville-St.  Matthews 

(502)  896-0383 
/ 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Nonobstructed  urinary  tract  infections 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus- 
ceptible organisms.  Important  Note:  In  vitro  sen- 
sitivity tests  not  always  reliable;  must  be  coordinated 
with  bacteriological  and  clinical  response.  Add 
aminobenzoic  acid  to  follow-up  culture  media.  In- 
creasing frequency  of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially  in  chronic 
and  recurrent  urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamides; 
infants  less  than  2 months  of  age;  pregnancy  at  term 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established.  Do 
not  use  for  group  A beta-hemolytic  streptococcal  in- 
fections, as  sequelae  (rheumatic  fever,  glomerulone- 
phritis) are  not  prevented.  Deaths  reported  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications 
of  serious  blood  disorders.  CBC  and  urinalysis  with 
careful  microscopic  examination  should  be  performed 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronchial 
asthma.  Hemolysis,  frequently  dose-related,  may  oc- 
cur in  glucose-6-phosphate  dehydrogenase-deficient 
patients.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  thrombocytopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalized 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylac- 
toid reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  al- 
lergic myocarditis;  Gastrointestinal  reactions:  Nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  ano- 
rexia, pancreatitis  and  stomatitis;  C.N.S.  reactions: 
Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  Miscellaneous  reactions:  Drug  fever, 
chills  and  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc- 
curred. Due  to  certain  chemical  similarities  with  some  1 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and 
oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  fol- 
lowing long-term  administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tabiets  containing  0.5  Gm  sulfisoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J.  071 10 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE OTHER 
BUILT-IN 
BENEFITS  OF 


GANTRISIN 

sulfisoxazoIe/Roche 


High  solubility  at  average  urinary  pH 

Gantrisin’s  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 


Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 


Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 

begin  with  AS 

Gantrisin*^ 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


♦ ♦ EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 

LOUISVILLE  Southern  Optical  Bldg.  — 640  S.  4th 
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Doctors  Office  Bldg.,  Liberty  at  Floyd 
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Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.’’ 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art’’ 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 
among  drug  products? 


o 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Opinion  <£ 
Dialoau 


/i' 


Are  there  significant  difference 
in  bioavailability  and  clinica 
predictability  among  drug  products 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 
Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by-  batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don’t  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability 
More  Important  Than  Pri 
Although  the  question 
price  has  been  greatly  <| 
aggerated,  it  is  true  tl 
patients  can  on  occasi 
save  money  on  genei 
drugs.  But  you  are  not  j 
ing  to  dare  attempt  to  ss 
money  if  it  jeopardizes  t 
patient’s  health.  Let’s 
turn  to  the  example  tl 
has  become  very  promim 
in  recent  years,  that  of  f 
cardiac  glycosides.  Th 
are  probably  the  most  to 
drugs  we  use  with  resp> 
to  the  small  difference  1 
tween  a maximally  effect 
dose  and  a toxic  dose.  Wh 
you  are  dealing  with  dri 
of  this  type,  the  first  c< 
cern  must  be  clinical  p 
dictability.  At  the  risk 
variations  in  bioavailal 
ity,  it  would  be  sheer  fc 
to  try  to  save  the  patii  | ' 
what  might  amount 
maybe  $10  or  $20  a ye 
The  physician  cannot  m;  J 
age  his  patient  unless  hi 
sure  that  the  drug  he 
prescribing  has  the  sa 
positive  effect  each  ti 
the  prescription  is  renew 
This  is  especially  sigr 
cant  when  the  patient  ta 
the  product,  not  for  moni 
but  for  the  rest  of  his  lif  1 
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Maker  of  Medicine 


C.  J.  Cavallito,  Ph.D. 
Executive  Vice  President 
Ayerst  Laboratories 


Although  equivalence  of 
llerent  preparations  of  a 
I ug  substance  may  be  de- 

!ed  by  certain  physical, 
emical  or  biological  char- 
teristics,  identity  is  not 
vays  assured  even  though 
,3se  characteristics  may 
described  in  compendia 
Lch  as  the  USP,  NF  or  de- 
led  by  other  specific 
urce  standards.  More- 
r er,  even  with  equivalent 
ug  substances,  similar 
armaceutical  products 
I n be  produced  by  differ- 
t manufacturers  such 
it  these  products  are  bio- 
;ically  or  therapeutically 
equivalent. 

A Growing  Awareness 
of  Potential  for 
Nonequivalence 
As  experience  increases 
th  drug  substances  de- 
ed from  different  sources 
d under  different  condi- 
ns,  it  should  be  possible 
establish  specifications  in 
fficient  detail  to  minimize 
e potential  for  their  non- 
uivalence.  However, 
i ere  is  general  agreement 
I at  product  therapeutic 
'uivalence  would  still  not 
assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous — even  when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W.,  Washington . D.C.  20005 


MINOCIN'  made  the  difference  in  just  eight  days: 


Clinical  Data: 

Patient:  47-year-old  male. 

Diagnosis:  Severe  pyoderma,  left  hand. 
Culture:  Staphylococcus  aureus,  coagulase 
positive  and  sensitive  to  MINOCIN. 
Temperature:  102°  F 
Therapy:  MINOCIN  Minocycline  HCI  Cap- 
sules, 1 00  mg:  200  mg  stat,  1 00  mg  every  1 2 
hours.  Medication  began  9/7/71 . By  fourth 
day,  temperature  was  normal  and  pustular 
lesions  considerably  improved.  Last  dose 
taken  9/14/71. 

Concomitant  therapy:  None.* 


Semisynthetic 

MINOCIN4 

MINOCYCLINE  Hd 

Capsules,  100  mg:  2 stat,  1 q 12  h. 


Indications:  For  the  treatment  of  susceptible  infections; 
e.g.,  E.  coli,  D.  pneumoniae.  For  full  list  of  approved  indica- 
tions consult  labeling. 

Contraindications:  Hypersensitivity  to  any  tetracycline. 
Warnings:  The  use  of  tetracyclines  during  tooth  develop- 
ment (last  half  of  pregnancy,  infancy  and  childhood  to  the 
age  of  8 years)  may  cause  permanent  discoloration  of  the 
teeth  (yellow-gray-brown).  This  is  more  common  during 
long-term  use  but  has  been  observed  following  repeated 
short-term  courses.  Enamel  hypoplasia  has  also  been  re- 
ported. Tetracyclines,  therefore,  should  not  be  used  in  this 
age  group  unless  other  drugs  are  not  likely  to  be  effective 
or  are  contraindicated.  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity.  Under 
such  conditions,  use  lower  total  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Photosensitivity  manifested 
by  an  exaggerated  sunburn  reaction  has  also  been  observed 
in  some  individuals  taking  tetracyclines.  Advise  patients 
apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  that 
such  reaction  can  occur,  and  discontinue  treatment  at  first 
evidence  of  skin  erythema.  Studies  to  date  indicate  that 
photosensitivity  does  not  occur  with  MINOCIN  Minocycline 
HCI.  In  patients  with  significantly  impaired  renal  function, 
the  antianabolic  action  of  tetracycline  may  cause  an  increase 
in  BUN,  leading  to  azotemia,  hyperphosphatemia,  and  aci- 
dosis. CNS  side  effects  (lightheadedness,  dizziness,  vertigo) 
have  been  reported,  may  disappear  during  therapy,  and 
always  disappear  rapidly  when  drug  is  discontinued.  Caution 
patients  who  experience  these  symptoms  about  driving  vehi- 
cles or  using  hazardous  machinery  while  taking  this  drug. 
Pregnancy:  In  animal  studies,  tetracyclines  cross  the  pla- 
centa, are  found  in  fetal  tissues,  and  can  have  toxic  effects 
on  the  developing  fetus  (often  related  to  retardation  of 
skeletal  development).  Embryotoxicity  has  been  noted  in 
animals  treated  early  in  pregnancy.  Safety  of  use  during 
human  pregnancy  has  not  been  established.  Newborns,  in- 
fants and  children:  All  tetracyclines  form  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given  oral 
doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a decrease 


in  fibula  growth  rate,  reversible  when  drug  was  discontinued. 
Tetracyclines  are  present  in  the  milk  of  lactating  women  who 
are  taking  a drug  of  this  class. 

Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  If  superinfection  occurs,  institute 
appropriate  therapy.  In  venereal  diseases  when  coexistent 
syphilis  is  suspected,  darkfield  examination  should  be  done 
before  treatment  is  started  and  blood  serology  repeated 
monthly  for  at  least  four  months.  Because  tetracyclines  have 
been  shown  to  depress  plasma  prothrombin  activity,  patients 
on  anticoagulant  therapy  may  require  downward  adjustment 
of  such  dosage.  Test  for  organ  system  dysfunction  (e.g., 
renal,  hepatic  and  hemopoietic)  in  long-term  use.  Treat  all 
Group  A beta  hemolytic  streptococcal  infections  for  at  least 
10  days.  Avoid  giving  tetracycline  in  conjunction  with  peni- 
cillin. 

Adverse  Reaction:  Gl:  (with  both  oral  and  parenteral  use): 
anorexia,  nausea,  vomiting,  diarrhea,  glossitis,  dysphagia, 
enterocolitis,  inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular  and  erythematous 
rashes.  Exfoliative  dermatitis  (uncommon).  Photosensitivity 
is  discussed  above  ("Warnings”).  Renal  toxicity:  rise  in  BUN, 
dose-related  (see  "Warnings").  Hypersensitivity  reactions: 
urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid 
purpura,  pericarditis,  exacerbation  of  systemic  lupus  ery- 
thematosus. In  young  infants,  bulging  fontanels  have  been 
reported  following  full  therapeutic  dosage,  disappearing 
rapidly  when  drug  was  discontinued.  Blood:  hemolytic  ane- 
mia, thrombocytopenia,  neutropenia,  eosinophilia.  CNS:  (see 
"Warnings.")  When  given  in  high  doses,  tetracyclines  may 
produce  brown-black  microscopic  discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

NOTE:  Concomitant  therapy:  Antacids  containing  aluminum, 
calcium,  or  magnesium  impair  absorption;  do  not  give  to 
patients  taking  oral  minocycline.  Studies  to  date  indicate 
that  absorption  of  MINOCIN  is  not  notably  influenced  by 
foods  and  dairy  products. 


"Indicated  In  Infections  due  to  susceptible  organisms.  Culture  and  sensitivity  testing  recommended.  Tetracyllnes  are  not  the  drugs  of 
choice  In  the  treatment  of  any  staphylococcal  Infection.  tCase  Report,  Clinical  Investigation  Department,  Lederle  Laboratories. 
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I N ASTH  MA  optional 

in  emphysema  therapy 

.1. 


j J V.  J. 

™f  mu'dnone6 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yv  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate, 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 


Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  In- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  In  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  Iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  Includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthrltlc-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia. 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  Including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  Insomnia:  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  full  prescribing  Information. 
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TA  9041 


He  won't  resist 
feeling  better  witl 


Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipatinq 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


S 
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Halotestin'5  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment ot  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency.  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  lemale:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 

JA7I-I008R 


who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne.  Decreased  ejaculatory 
volume  Gynecomastia  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
laundice. 

How  Supplied 

2 mg -bottles  of  100  scored  tablets 
5 mg  - bottles  of  50  scored  tablets. 

10  mg  - bottles  of  50  scored  tablets 
For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  med  b-6-s  imahi 


Upjohn 


The  Upjohn  Company.  Kalamazoo.  Michigan  49001 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 

proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 


Librium 


5-mg,  lO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


I t I 1 

and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
lan,  check  on  whether  or  not  the 
atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
een.  Along  w ith  the  medical  and 
;ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
)r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
is  excessive  psychic  tension  per- 
;ists  and  should  be  discontinued 
vhen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  follow  ed,  Valium  is  well 
derated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
ind  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
pe  cautioned  against  engaging  in 
lazardous  occupations  requiring 
xpmplete  mental  alertness,  such 
is  driving  or  operating  machinery. 


ortPUC  X Roche  Laboratories 
HULHl  / Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
ot  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
w ith  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothuazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
eluerlv  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drow  siness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2 Vi  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\al  ium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


Contraindications : Porphyria,  sensitivity  to  barbiturates,  or  susceptibil  ity  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming.  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  ‘ hangover 
and  gastrointestinal  disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation.  15  mg.  to  30  mg. 
t i d.  or  q i d For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg.,  100  mg  ; Elixir,  30  mg.  per 
5 cc  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster"  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 


These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


ButilSOl  SODIUM 

(SODIUM  BUTABARBITAL) 


I Me  NEIL  | 
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MESSAGE 
FROM  THE 
PRESIDENT 


THE  old  song  “As  Times  Goes  By”  seems  to  be  appropriate  in  some  respects 
as  I write  this  President’s  Page.  We  are  halfway  through  the  1972-73  Associ- 
ational  year  and  I think  it  is  time  to  ask  ourselves  some  serious,  thought- 
provoking  questions. 

Have  we,  as  physicians,  been  lax  in  our  effort  to  build  a new  foundation  for 
our  profession  and  have  we  attempted  to  blame  someone  else  when  goals  we 
set  are  not  accomplished?  Are  we  going  to  attempt  to  lay  a new  foundation  for 
improved  medical  care  in  our  State  and  in  our  Nation  in  the  months  and  years 
ahead?  Are  we  going  to  seek  a greater  unity  of  purpose  in  all  that  we  attempt  to 
do?  Can  we,  by  seeking  this  unity,  do  all  that  is  possible  to  achieve  our  stated 
goals?  If  we  have  attempted  to  blame  someone  else  for  our  failures,  if  we  have 
failed  to  unify  our  actions  and  purposes,  then  we  must  have  a new  beginning  and 
respond  to  the  challenges  ahead. 

I would  like  to  quote  from  the  very  first  President’s  Page  I wrote.  In  that 
message  I stated,  “It  is  my  sincere  hope  that  this  year  will  mark  the  beginning 
of  the  time  when  every  physician  in  Kentucky  becomes  a viable  and  active  member 
of  your  Association.”  The  year  is  half  gone  but  “tomorrow  is  the  first  day  of 
the  rest  of  your  life.”  How  you  use  it  in  your  profession  and  your  Association  will, 
in  fact,  determine  whether  we  effectively  meet  the  challenges  that  are  ahead. 


Link  in  the  Chain 


a 

Effectiveness  in  Unity 

Individually  and  collectively,  women  are  in  the  forefront  of  politics,  history,  women’s  lib 
and  most  anything  mentioned  today.  As  physicians’  wives  we  must  be  alert  to  the  problems 
which  concern  other  people  in  other  walks  of  life.  Too  often  we  find  ourselves  in  a sterile 
situation  where  we  don’t  allow  ourselves  to  think  or  to  be  prodded  into  discussions  with  those 
who  believe  in  other  aspects  of  health  care  delivery,  national  health  insurance,  availability 
of  physicians,  cost  of  medical  care,  etc. 

This  was  particularly  brought  to  my  attention  earlier  this  week  when  I attended  a Congress 
on  the  Quality  of  Life  in  the  Middle  Years  in  Chicago  sponsored  by  the  AMA  and  other 
interested  organizations.  The  purpose  of  the  Congress  was  designed  to  increase  the  public 
awareness  of  the  importance  of  the  Middle  Years  (25-65)  and  to  stimulate  intergroup  action 
on  the  national,  regional,  state  and  local  levels. 

Participating  were  union  officials,  model  cities’  representatives,  health  departments,  insti- 
tutions such  as  colleges,  nursing  schools,  medical  schools,  physicians,  physicians’  wives, 
sociologists,  etc.  Health  care  and  health  care  delivery  including  national  health  insurance  are 
definitely  interests  of  all  the  above  mentioned  and  many  of  their  views  are  far  from  com- 
patible with  yours  and  mine. 

I point  this  out  to  allow  you  to  realize  you  cannot  continue  to  believe  BECAUSE  but  that  you 
must  be  educated  to  the  point  where  you  can  lend  credence  to  your  views  so  they  can  be 
transmitted  to  others. 

After  the  Chicago  conference,  I traveled  to  Washington  where  the  AMPAC  Workshop 
offered  sessions  on  ways  to  not  only  increase  PAC  membership,  but  also  presented  Senators 
and  others  who  spoke  on  health  care  and  what  we  can  expect  in  this  session  of  Congress. 
The  consensus  is  that  health  insurance  will  not  be  enacted  this  year  because  the  tax  and 
trade  reforms  are  first  on  the  agenda.  This  gives  you  more  time  for  more  clout  with  your 
neighbors,  your  friends — start  with  the  easy — and  then  on  to  those  who  are  not  in  agreement, 
in  fact,  are  hostile.  As  the  old  song  says  “accentuate  the  positive.”  Emphasize  the  parts  in 
Medicredit  that  are  acceptable  and  then  educate. 

The  ’73  version  of  Medicredit  is  a clarification  and  extension  of  catastrophic  coverage  and 
free  dental  care  for  children  two  to  six  years.  It  is  felt  that  a combination  of  Medicredit  and 
the  Administration’s  bill  will  probably  be  the  eventual  bill. 

From  surveys  made  in  different  parts  of  the  country,  it  was  discovered  the  image  of  the 
individual  physician  is  very  good;  physicians  collectively,  good,  but  not  as  good;  organized 
medicine,  even  less.  This  all  points  to  the  fact  that  the  personal  touch  is  still  the  best  way 
lo  communicate  (Masters  and  Johnson  agree  with  that)  and  that  despite  the  physician  being 
busy,  he  and  his  wife  must  be  ambassadors  for  medicine  on  a person-to-person  basis. 

How  to  be  effective  in  your  community  should  be  our  concern  and  primary  interest;  unity 
not  as  a body  necessarily  but  in  spirit  and  mind.  Common  goals  are  vital,  necessary  and 
desirable. 

Surely  in  the  midst  of  a busy  day  in  a busy  world,  you  can  take  time  to  help  yourself 
and  your  patients.  Plant  a seed  in  the  interest  of  medicine. 

Add  another  credit  to  our  women.  The  WA-KMA  won  a second  place  award  for  having 
the  greatest  percentage  of  auxilians  belonging  to  their  pact  movement — KEMPAC. 

Mrs.  George  P.  Schafer,  President, 
Woman’s  Auxiliary  to  KMA 
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Frank  R.  Lemon,  M.D.* 


BEGINNING  about  1 968  there  developed 
a considerable  effort  to  organize,  system- 
atize and  increase  the  availability  of  use- 
ful educational  opportunities  for  physicians  in 
Kentucky.  This  effort  has  extended  not  only  to 
defining  and  developing  the  subject  matter  to 
be  made  available,  but  also  to  the  methods  of 
presenting  such  material.  The  post  of  As- 
sociate Dean  for  Continuing  Education  at 
the  University  of  Kentucky,  College  of  Medi- 
cine was  established  in  1968 — devoted  to  that 
specific  activity.  The  University's  commitment 
to  the  enterprise  was  marked  by  its  provision 
of  the  basic  salary  and  operational  support 
which  makes  that  activity  possible.  Subsequent- 
ly the  University  of  Louisville  Medical  Center 
also  began  to  develop  and  focus  more  attention 
on  this  area,  first  by  assigning  a specific  re- 
sponsibility for  such  activity  in  the  Department 
of  Community  Medicine,  and  later  establishing 
a post  as  Director  of  Continuing  Education  in 
the  office  of  the  Dean,  School  of  Medicine. 

The  continuing  education  effort  throughout 
Kentucky,  and  the  adjacent  region,  was  en- 
abled, beginning  in  1969,  to  develop  much 
more  rapidly  and  to  extend  opportunities  away 
from  the  Medical  Center  into  the  communities 
where  physicians  live  and  practice.  This  was 
accomplished  by  substantial  support  from  the 
Ohio  Valley  Regional  Medical  Program.  It  is 
deplorable  that  with  the  program  now  begin- 
ning to  move  into  high  gear,  the  federal  govern- 
ment is  apparently  dismantling  the  RMP  ef- 
fort nationally,  disbanding  the  Ohio  Valley  Re- 
gional Medical  Program  (OVRMP)  here.  It 


* Chairman , KMA  Committee  on  Medical  Education 


discontinues  support  for  a program  which  has 
meant  increased  educational  opportunities  for 
physicians,  delivered  at  lower  than  actual  cost 
to  them,  and  beneficial  to  the  public  they  serve. 

During  the  last  two  years  there  has  been  a 
growing  sense  of  need  among  physicians  on  the 
Medical  Education  Committee  of  the  KMA, 
continuing  education  directors  of  the  universi- 
ties and  major  hospitals,  faculties  of  the  med- 
ical centers  and  the  OVRMP  staff  for  informa- 
tion regarding  the  practices  and  interests  of 
KMA  physicians  in  regard  to  continuing  edu- 
cation. For  this  reason,  a survey  of  the  continu- 
ing education  attitudes  and  practices,  and  the 
needs,  of  Kentucky  physicians  was  jointly  con- 
ducted by  the  continuing  education  offices  of 
the  universities  and  the  OVRMP.  It  is  the  pur- 
pose of  this  summary  communication  to  re- 
port some  of  the  major  findings  of  that  survey 
which  was  simultaneously  under  the  sponsor- 
ship of  the  KMA.  Preliminary  reports  have 
earlier  been  directed  to  the  officers  and  trustees 
of  KMA.* 

During  January  and  February  of  1972,  a 
questionnaire  was  mailed  to  the  2,800  KMA 
doctors  actually  involved  in  patient  care.  Three 
hundred  and  five  (305)  of  these  were  selected 
for  interview  on  a stratified,  random  basis  as  a 
carefully  designed  representative  sample  of  the 
total  membership  in  terms  of  practice  locations 
and  specialties,  age,  sex  and  number  of  years 
in  practice.  As  is  usually  the  case,  response 
from  the  sample  group  was  more  complete 
than  that  from  the  total  group.  However,  in 

* A copy  of  additional  analyses  of  this  study,  as 
prepared  for  the  KMA  Board  is  available  on  request 
to  the  author  at  the  University  of  Kentucky  Medical 
Center. 
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comparing  the  overall  results  and  the  answers 
to  specific  questions,  it  was  found  that  there 
was  essentially  no  difference  in  the  profiles  of 
the  two  groups  or  their  responses  to  major 
questions.  Moreover,  the  profile  information 
for  respondents  and  non-respondents  were  in 
close  correspondence.  Therefore,  we  feel  rea- 
sonably confident  that  the  information  obtained 
represents,  in  the  proportions  indicated,  the 
opinion  of  the  KMA  membership  in  regard  to 
continuing  education  to  the  extent  that  it  was 
investigated  by  this  questionnaire. 

In  every  study  by  questionnaire,  one  of  the 
underlying  problems  is  the  questions  them- 
selves. Is  the  detail  adequate  or  pertinent?  Is 
the  question  understood  equally  by  all  partici- 
pants? Is  it  possible  to  generalize  the  responses, 
or  are  the  questions  of  such  a nature  as  to  make 
generalization  impossible  or  improbable?  Final- 
ly, one  always  has  to  ask  are  the  conclusions 
reached  by  the  investigators  supported  by  both 
the  data  and  the  interpretation  placed  on  them? 
In  this  instance  a deliberate  effort  was  made  to 
be  sure  that  the  questionnaire  was  answered 
completely  and  understood  uniformly  by  the 
sample  group.  Questionnaires  were  mailed  to 
them  as  to  all  Kentucky  physicians  but  with  a 
special  request  to  complete  the  document  and 
hold  it  awaiting  a telephone  call  from  a trained 
interviewer.  We  were  able  to  contact  every 
physician  in  this  group  with  rare  exception. 
We  found  interest,  understanding  and  coopera- 
tion, again,  with  few  exceptions. 


Categories 
Net  Number 
Responded 
Incomplete  or 
No  response 


Table  1 

KMA  Study  Groups 
by  Response 
Mail 

2495  (100%) 
1031  ( 42%) 

1 164  ( 58%) 


Sample 
305  (100%) 
262  ( 86%) 

33  ( 14%) 


We  present  here  a portion  of  the  results  of 
that  study  based  on  the  262  respondents  from 
the  sample,  but  with  the  implication  that  the 
consensus  of  their  responses  seems  to  fit  very 
well  with  that  of  the  total  group  and  thus  we 
believe  the  sample  is  representative  of  KMA 
physicians  as  a whole.  The  overall  response 
rate  is  noted  in  Table  I. 

Results 

The  survey  is  concerned  with  several  aspects 
of  the  practices,  desires,  needs  and  attitudes 
toward  continuing  education  (C.E.);  its  fi- 


nancing and  its  essentiality  to  continuing  quali- 
fication as  a physician. 

The  bulk  (90%)  of  practicing  KMA  physi- 
cians, are  between  ages  30  and  59,  with  the 
median  falling  between  40  to  49  years.  The 
median  number  of  years  in  practice  is  between 
15  and  19,  two-thirds  of  Kentucky  physicians 
have  practiced  under  25  years.  There  were  9 
(3%)  women  in  the  sample  group,  seven  of 
whom  responded  to  the  survey.  Half  of  our 
physicians  are  located  in  population  groups  of 
50,000  or  more,  a third  in  towns  or  centers  of 
less  than  10,000. 

The  distribution  of  Kentucky  physicians  by 
specialty  is  shown  in  Table  2.  In  contrast  to 
the  national  scene  almost  40%  (20%  national- 
ly) are  engaged  in  general  or  family  medicine. 
It  is  conceivable  that  substantial  numbers  of 
those  involved  in  general  internal  medicine,  sur- 
gery and  pediatrics  are  also  providing  primary 
care.  It  is  thus  likely  that  50%  or  more  of  Ken- 
tucky’s physicians  are  either  totally  or  mainly 
practicing  as  primary  physicians. 


Table  2 


Distribution  of  Sample 

Physicians  by  Specialty 

Physicians 

No. 

% 

Internal  Medicine 

19 

7.3 

Subspecialty  (IM) 

24 

9.2 

General  Surgery 

22 

8.4 

Subspecialty  (Surgery) 

29 

11.1 

Psychiatry 

7 

2.7 

Obstetrics  and  Gynecology 

14 

5.3 

General  Practice  ( 

95  1 

39.3 

Family  Practice  f 

8 f 

Pediatrics 

22 

8.4 

Other 

22 

8.4 

TOTAL 

262 

100 

We  began  by  asking  as  a rough  current  indi- 
cator of  C.E.  activity  how  many  “continuing 
education  courses”  the  physician  had  been  in- 
volved in  during  the  prior  year.  About  one- 
fourth  had  taken  the  time  to  participate  in 
more  than  one  course,  50%  in  none.  As  busy 
as  physicians  are  it  would  seem  more  efficient 
to  provide,  and  to  engage  in,  more  learning  op- 
portunities in  or  near  the  practice  location.  It 
is  usually  more  logical  also,  since  such  educa- 
tional encounters  tend  to  focus  more  on  those 
things  that  are  pertinent  to  the  physicians  day 
to  day  activities.  Yet  despite  a national  trend 
in  this  direction,  likely  to  be  encouraged  by 
PSRO  and  continuing  education  requirements 
mandated  in  some  form,  60%  of  our  physi- 
cians preferred  to  leave  their  area  and  go  to  a 
major  medical  center  for  their  continuing  edu- 
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Table  3 

Distribution  of  Physicians  By  Most  Used  Method  of  Obtaining  Continuing  Education 


1st 

2nd 

3rd 

TOTAL 

WEIGHTED 

TOTAL 

Medical  Reading 

154 

43 

20 

217 

568 

State  & National  Med.  Soc.  Mtgs. 

21 

45 

42 

108 

195 

Formal  CE  Courses 

21 

28 

32 

81 

151 

Audio  Tape  Records 

27 

20 

25 

72 

146 

Informal  Conversations  with  Peers 

6 

30 

39 

75 

117 

Consultations 

5 

28 

34 

67 

105 

Hospital  Staff  Meetings 

4 

23 

22 

49 

80 

Local  Medical  Society  Meetings 

4 

19 

7 

30 

57 

Medical  School  Faculty  in  Community 

1 

6 

9 

16 

24 

Correspondence  Course 

4 

2 

3 

9 

19 

Medical  TV  Programs 

0 

1 

5 

6 

7 

cation.  We  do  not  know  how  much  of  this  re- 
sponse reflects  a need  to  leave  the  site  of  prac- 
tice both  for  a rest  and  to  be  free  of  distractions 
and  how  much  of  it  reflects  a judgment  that 
both  learning  and  teaching  will  be  “better”  in  a 
medical  center  setting. 

There  are  many  ways  to  learn.  For  several 
years  continuing  medical  educators  have 
wrestled  with  the  question,  what  is  the  best  way 
to  do  this  job,  in  terms  of  method?  KMA 
physicians  were  asked  to  rank  their  most  used 
methods  of  obtaining  continuing  education,  in 
general,  and  more  specifically  the  techniques 
which  they  preferred.  (Tables  3 and  4)  It  is 
perhaps  unfortunate  that  we  did  not  also  ask 
which  of  these  methods  they  thought  was  the 
most  effective.  We  thus  are  not  sure  as  to 
whether  the  rankings  reflect  preference,  or  only 
a selection  of  the  best  of  what  is  available  or  a 
combination  of  both  attitudes. 

As  has  been  the  case  in  many  other  surveys, 
it  is  apparent  that  reading  continues  to  be  a 
method  of  high  preference.  Coupled  with  the 
use  of  audio  tapes,  correspondence  courses, 
consultations  and  informal  conversations,  it  is 
apparent  that  there  continues  to  be  much  re- 
liance on  the  simplest  self-instructional  ap- 
proaches. Since  there  have  been  few  opportuni- 
ties for  exposure  in  this  State  to  the  newest  so- 
phisticated forms  of  computer  or  other  source 
generated  self-instructional  programs  no  infor- 
mation was  obtained  or  sought  in  that  area.  We 
note  that  a variety  of  meetings  and  courses  at 
both  central  and  local  levels  received  significant 
endorsement.  There  are  recognized  problems  in 
the  transferral  of  information  through  courses 
and  conference  sessions.  There  are  even  greater 
problems  in  assessing  whether  what  is  trans- 
ferred has  any  effect  on  the  practice  perform- 
ance of  the  physician.  But  there  are  equally 
large  questions  as  to  whether  physicians  will  se- 
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lect  and  read  efficiently  and  rapidly  only  what 
they  need  and,  more  importantly,  read  it  critic- 
ally and  interpret  it  appropriately — given  to- 
day’s voluminous  mixed  bag  full  of  tripe  and 
trivia  containing  only  scattered  gems. 

The  ranking  of  techniques  for  the  presenta- 
tion of  material  seems  to  indicate  that  physi- 
cians perceive  that  understanding  what  is  being 
presented  is  more  likely  to  occur  in  a less 
formalized  setting  than  the  lecture.  Thus,  the 
give  and  take  of  panel  presentations,  or  the  ex- 
posure to  seeing  as  well  as  hearing,  all  seem  to 
rank  high  with  physicians,  including  the  one  to 
one  experience  of  supervised  clinical  practice 
or  the  tutorial  “mini-residency”.  It  is  not  clear 
to  us,  however,  from  the  way  in  which  the 
questions  were  asked  or  arranged  how  physi- 
cians would  have  ranked  their  preferences  in 
regard  to  the  teaching  techniques  (in  terms  of 
their  learning  impact)  as  compared  with  the 
individualized  learning  situations  reflected  in 
Table  3 (e.g.  reading,  individual  study,  etc.) 

Kentucky  physicians  indicated  that  the  prin- 
cipal obstacles  to  their  educational  effort  were 
the  inability  (because  of  practice  or  family 
commitments)  to  leave  their  location,  or  at 
least  to  retreat  from  its  demands,  and  devote 
unrestricted  attention  to  learning  for  a com- 
mitted period  of  time.  Almost  a third  indicated 
they  had  either  no,  or  inadequate,  coverage 
for  their  practices,  22%  by  some  definition  of 
their  own,  indicated  that  there  was  “lack  of 
C.E.  opportunity  in  their  area”;  30%  that 
when  C.E.  opportunities  were  available  they 
were  scheduled  at  “inconvenient  times”.  The 
latter  is  of  course  a major  problem  since  there 
is  never  a time  which  is  “convenient”  for  all 
or  even  a major  segment  of  the  practicing 
population.  It  was  encouraging  to  note  that 
only  small  percentages  felt  that  what  they  had 
been  exposed  to  was  either  unsatisfactory,  had 
cost  excessively  or  did  not  fit  their  needs  at  all. 
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We  are  all  aware  of  the  ever-changing,  ex- 
plosively increasing  field  of  medical  knowledge. 
It  is  part  of  the  basic  problem  in  tackling  the 
task  of  keeping  up-to-date.  Some  effort  was 
made  to  determine  the  level  of  interest  in  types 
of  informational  material.  Also  a comparison 
was  made  of  the  interest  in  new  ideas  versus 
expanding  one’s  concepts  and  skills  in  his  own 
narrower  field  of  practice  or  reviewing  and  re- 
enforcing that  fund  of  knowledge  with  which 
the  physician  generally  operates.  We  found  the 
concern  with  and  interest  in  these  three  gen- 
eral areas  to  be  rather  equal.  There  was  sub- 
stantially less  concern  with  taking  the  time  to 
learn  about  and  understand  the  less  clinical 
and  more  organizational  concepts  of  how  medi- 
cine may  be  practiced  in  varying  medical  care 
delivery  systems  or  arrangements.  This  does 
not  seem  unnatural  given  the  physician’s  usual 
preference  for  clinical  concepts,  and  the  clinical 
care  of  patients,  with  which  he  is  primarily  con- 
cerned— and  which  was  the  subject  of  the 
overwhelming  mass  of  his  initial  educational 
experiences.  However,  the  complexity  of  pro- 
posed and  currently  promoted  alternatives  to 
solo  and  small  group  practice  arrangements, 
alternatives  which  have  advantages  and  disad- 
vantages for  both  patients  and  physicians,  are 
such  that  they  cannot  be  readily  understood 
without  substantial  commitment  of  learning 
time  and  effort  by  physicians.  Questions  then 
arise  as  to  whether  educators  have  a role  and 
a responsibility  in  the  area  of  non-clinical  con- 
tinuing education.  How  will  practicing  physi- 
cians grapple  with  the  problem  of  decisions  re- 
garding future  practice  forms  without  being 
forced  to  make  decisions  which  err  because 
they  have  not  had  the  time  to  learn  about  the 
pros  and  cons  of  these  developments? 

With  the  limitations  of  time  available  to 
both  practicing  physicians  and  educators  for 
continuing  education,  and  because  of  a parallel 
concern  by  physicians  and  the  public  in  regard 


to  the  quality  of  physician  performance,  an- 
other basic  question  has  arisen.  How  can  we 
improve  the  efficiency  of  the  continuing  educa- 
tion effort?  What  is  the  advantage,  if  any,  to  a 
physician's  devotion  of  a minute  or  an  hour  to 
hearing  about  a subject,  learning  a diagnostic 
process  or  therapeutic  procedure  which  has  lit- 
tle application  in  his  own  practice?  Given  the 
time  limitations  can  he  identify  the  target  on 
which  he  ought  to  focus  the  limited  and  pre- 
cious commodity  which  he  has  available  for 
this  learning  effort — time?  The  decision  in  that 
regard  should  be  left  with  the  practicing  physi- 
cian, but  can  he  make  a proper  decision  based 
on  his  intuition?  If  it  is  not  to  be  left  to  hunch 
how  can  he  make  the  determination  on  facts? 
How  can  he  assemble  data  that  will  diagnose 
his  need  and  help  him  to  organize  an  effective 
continuing  education  effort? 

One  answer  to  these  kinds  of  questions  has 
been  the  development  of  self-assessment  exami- 
nations. By  this  means  a physician  can  deter- 
mine for  himself  areas  of  weakness  (and 
strengths  also)  in  his  knowledge.  He  can  relate 
this  knowledge  assessment  to  his  kind  of  prac- 
tice and  determine  to  what  he  ought  to  devote 
more  attention.  Thirty-six  percent  (36%)  of 
Kentucky’s  physicians  have  already  taken  such 
examinations.  Seventy  percent  (70%)  of  our 
respondents  felt  that  the  KMA  should  take  a 
strong  leadership  role  in  helping  physicians  to 
develop  and  participate  in  self-assessment  ex- 
aminations. 

Yet  another  approach  is  related  to  the  grow- 
ing movement  toward  self-audit,  peer  audits 
and  other  approaches  tied  in  with  documentary 
evidence  of  participation  in  such  activities.  The 
purpose  of  documentation  in  turn  has  been  re- 
lated by  a number  of  state  societies  (and  it  is 
the  subject  of  public  and  governmental  concern 
at  several  levels)  with  the  continued  qualifica- 
tion of  physician  for  membership  on  hospital 
staffs,  in  professional  societies  such  as  the 


Table  4 


Distribution  of  Physicians  By  Techniques  of  Presentation 


1st 

2nd 

3rd 

Total 

Weighted 

Total 

Group  Discussion 

58 

56 

35 

149 

321 

Panels  and  Symposia 

40 

52 

42 

134 

266 

Demonstration 

60 

32 

15 

107 

259 

Lecture 

29 

34 

42 

105 

197 

Supervised  Clinical  Practice 

19 

16 

27 

62 

116 

Film 

11 

27 

21 

59 

108 

Audio  Tape 

16 

13 

25 

54 

99 

Medical  TV  Program 

4 

6 

18 

28 

42 

Laboratory  Experience 

4 

4 

5 

13 

25 
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KMA  and  the  AMA,  or  even  interval  recertifi- 
cation in  his  specialty,  or  relicensure.  A sur- 
prising 64%  endorsed  mandatory  and  verified 
continuing  education  effort  as  a qualification 
for  various  kinds  of  professional  relationships 
— one-third  endorsing  it  as  a qualification  for 
continued  licensure  to  practice.  (Fig.  1)  Of 
those  who  had  previously  taken  self-assessment 
tests,  76%  endorsed  some  form  of  mandatory 
and  verified  continuing  education;  of  those 
who  had  not  taken  such  tests,  the  endorsement 
was  56%. 

Physicians  who  had  themselves  taken  self- 
assessment  examinations  consisted  mainly  of 
two  groups — those  who  preferred  and  most 
frequently  used  self-instructional  approaches 
such  as  audio  tapes  and  readings,  and  those 
who  found  the  primary  obstacles  to  their  con- 
tinuing education  to  be  a lack  of  opportunity 
in  their  area  and  an  inability  to  leave  their 
practices  over  periods  of  time.  The  study  indi- 
rectly associates  the  latter  two  categories  as 
mainly  physicians  located  in  smaller  towns  and 
at  more  distant  points  from  major  medical 
centers.  Paradoxically,  a low  proportion  of 
those  who  had  judged  their  continuing  educa- 
tional exposure  to  be  “inadequate”  have  taken 
advantage  of  self-assessment  examinations,  al- 
though it  is  unknown  whether  they  were  ac- 
quainted or  not  with  the  format  and  availa- 
bility of  such  examinations. 


SELF-ASSESSMENT  EXAMINATION  PROGRAM  MANDATORY  VERIFIED  CONTINUING  EDUCATION 


Figure  1 

Mandatory  continuing  education  at  one  of 
the  four  levels  suggested  on  the  questionnaire 
receives  its  strongest  support  from  the  young- 
est and  oldest  physicians,  rather  strongly  by 
those  in  general  or  family  practice,  and  con- 
siderably by  internists  and  psychiatrists.  The 
idea  was  notably  supported  by  those  who  are 


more  rurally  located  and  those  who  have  taken 
self-assessment  tests.  The  trend  of  interest 
seems  definite  but  any  firm  conclusions  on 
these  important  contemporary  issues  would  re- 
quire more  detailed  study  in  depth  than  this 
survey  made  possible. 

The  continuing  education  of  physicians  to- 
day is  of  rising  concern  to  their  professional 
organizations  and  the  public.  Is  continuing  edu- 
cation mostly  of  interest  and  benefit  to  the 
physician?  What  are  the  benefits  to  the  physi- 
cian's patients  versus  improved  efficiency  and 
satisfactions  to  him  in  his  practice?  Is  satis- 
factory engagement  in  continuing  education  of 
concern  to  the  public  from  the  standpoint  of 
assuring,  or  reassuring,  the  public  of  the  qual- 
ity of  physician  performance?  Is  the  concern  of 
the  public  one  of  curiosity,  concerned  interest 
or  that  of  imposing  a minimal  floor  of  partici- 
pation and  performance?  While  these  questions 
are  beyond  the  scope  of  this  study  and  report, 
they  are  involved  indirectly  in  the  response  of 
physicians  to  the  question  regarding  their  pref- 
erence of  methods  for  financing  their  continu- 
ing education  (Fig.  2). 

Within  the  limitations  of  the  questionnaire  a 
third  of  physicians  feel  that  financing  should 
be  cared  for  by  the  physicians  alone,  more 
than  50%  would  like  to  see  it  handled  by  only 
physicians  and  their  hospitals.  While  39% 
would  concede  some  place  in  this  activity  for 
government  financial  support  they  would  pre- 
fer it  in  conjunction  with  participatory  support 
from  physicians  and  their  hospitals.  Only  8% 
would  rely  only  on  the  government  and/or  hos- 
pitals to  support  this  enterprise.  There  are  limi- 
tations to  the  reliance  placed  on  these  re- 
sponses, although  the  trend  of  preference  is 
clear.  Limitations  include  the  fact  that  the  ques- 
tionnaire did  not  indicate  such  preferences  in 
relationship  to  some  concept  of  actual  cost 
either  to  the  individual  physician  or  of  the  total 
program  of  continuing  education.  Thus  the  re- 
sponse seems  to  indicate  the  physician's  pref- 
erence to  manage  and  finance  this  area  of  his 
activities.  But,  as  with  many  other  preferences 
in  life,  there  might  well  have  been  a shift  in 
position  if  the  physician  had  been  handed  a true 
bill  of  cost  at  the  same  time. 

We  feel  sure  it  is  not  widely  known  what  the 
true  cost  of  continuing  education  is  for  the 
physician,  just  as  it  is  generally  not  known  to 
regular  curricular  students  in  the  undergradu- 
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ate  and  postgraduate  classes  of  the  medical 
centers.  The  cost  of  the  continuing  education 
effort  at  the  University  of  Kentucky  and  its  ex- 
tensions throughout  the  State,  which  are  still 
relatively  limited,  are  only  met  to  the  extent 
of  40-45%  by  physician  registration  fees  and 
the  contributions  of  negligible  sums  through 
their  professional  societies.  Would  physicians 
express  the  preferences  shown  in  Figure  2 if 
by  some  means  or  other  the  bill  for  the  ad- 
ditional 55-60%  of  current  cost  were  passed 
on  to  them? 


Government  Physician  and  and 

Hospital  Hospital  Hospital 

Figure  2 
Discussion 

Like  everything  else  in  the  education  for 
and  practice  of  medicine  today,  continuing 
medical  education  is  undergoing  drastic  change. 
It  can  hardly  be  expected  to  be  in  the  future 
what  it  has  been  in  the  past. 

Multiple  influences  are  coming  to  bear  upon 
the  system  of  “continuous”  education  for 
practicing  physicians.  We  have  entered  an  era 
of  public  accountability  unlike  any  that  we 
have  experienced  before.  Malpractice  trends  in- 
dicate that  every  physician  will  be  held  to  the 
standard  of  practice  in  a wide  region  (perhaps 
nationally)  rather  than  his  local  area.  This  de- 
velopment is  based  on  the  judicial  theory  that 
we  are  now  in  a time  of  communications  and 
transportation,  such  that  there  is  no  excuse  for 
inadequate  and  outmoded  practice  within  a 
few  hundred  miles  of  modernized  care.  Public 
accountability  is  also  being  sought  by  third 
party  payees  and  the  government  in  regard  to 
the  “quality”  of  medical  care.  Such  interests 


have  led  to  the  development  of  a variety  of 
mechanisms  for  performance  audits  and  now 
the  law  requiring  PSRO  development.  In  this 
State,  as  elsewhere,  the  medical  profession  is 
faced  with  taking  the  responsibility  for  develop- 
ing not  only  an  adequate  PSRO  system  but  a 
concomitant  and  systematic  program  for  con- 
tinuing education  which  will  assure  constant 
professional  effort  to  maintain  and  improve 
physician  performance  in  the  care  of  patients. 
Even  in  the  present  conservative  national  ad- 
ministrative environment,  the  message  seems 
perfectly  clear.  The  medical  profession  must  at- 
tend to  these  matters  in  an  adequate  way,  and 
take  the  leadership  in  assuring  adequate  con- 
tinuous education  of  physicians,  or  someone 
less  knowledgeable  professionally  will  do  the 
job1. 

It  is  timely,  against  these  developments,  to 
consider  some  principal  findings  in  this  study. 
A substantial  proportion  of  Kentucky  physicians 
have  not  engaged  visibly  and  recently  in  con- 
tinuing education.  In  large  measure,  they  are 
moreover  the  same  individuals  who  have  not 
taken  advantage  of  self-assessment  evaluation. 
They  may,  however,  be  adequately  involved  in 
day  to  day  consultative  work  with  their  peers, 
medical  reading,  audio  tapes  or  other  means 
of  self-instruction.  Continuing  education  by  any 
means  that  works  is  adequate.  It  makes  no  dif- 
ference how  one  keeps  up  as  long  as  he  keeps 
up.  Such  self-instructional  approaches,  how- 
ever, will  almost  certainly  at  some  future  point 
be  subjected  to  verification  either  by  challenge 
examinations,  or  the  continuous  participation 
in  and  recording  of  assessment  examinations 
such  as  the  “Core  Content  Review”  of  the 
Ohio  and  Connecticut  Academies  of  Family 
Practice.  It  is  now  possible  in  many  instances 
to  arrange  either  local  area  continuing  educa- 
tion conferences  at  suitable  intervals,  or  closed 
circuit  television  communications,  or  even  re- 
mote telephone  conferences  for  small  groups 
at  distant  and  isolated  points.  The  excuse  that 
one  cannot  “‘leave  my  practice”  is  liable  to 
have  very  low  currency  in  the  near  future.  This 
is  particularly  true  in  the  more  urban  areas 
where  a substantial  number  apparently  are  not 
participating  in  the  continuing  education  oppor- 
tunities immediately  available  to  them. 

The  substantial  endorsement  by  Kentucky 
physicians  of  continuing  education  as  an  enter- 
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prise,  of  responsibility  for  its  funding  and  of  the 
need  for  KMA  to  take  leadership  in  develop- 
ing self-assessment  examination  programs,  indi- 
cates to  this  writer,  at  least,  that  many  physi- 
cians are  both  concerned  and  interested  in  a 
more  viable  continuing  education  than  we  have 
known  in  the  past.  It  is  the  responsibility  of 
educators,  and  leadership  practitioners  alike,  to 
respond  to  this  evidence  of  interest  and  concern 
in  the  subject  by  planning  newer  and  better 
approaches  to  readily  available  continuous  edu- 
cation for  physicians,  while  together  finding  the 
ways  in  which  the  effort  can  be  financially  sup- 
ported. 

Conclusions 

In  general  we  draw  the  following  partial,  and 
in  some  areas  tentative,  conclusions  from  the 
preliminary  analyses  of  this  data  based  on  a 
representative  sample  of  KMA  membership. 

1.  The  study  displays  some  of  the  demo- 
graphic characteristics  of  Kentucky  physicians 
and  relates  those  characteristics  to  their  con- 
tinuing educational  needs  and  practices  in  terms 
of  such  items  as  urban/rural  location;  years  of 
practice;  specialty  status  differentials,  etc. 

2.  The  interviewed  sample  (262  physicians) 
shares  very  similar  demographic  characteristics 
with  non-respondents  to  the  study,  and  to  a 
larger  number  of  respondents  by  mail  who 
were  not  interviewed. 

3.  KMA  members  show  considerable  inter- 
est and  participation  in  a variety  of  forms  of 
continuing  education.  Of  these,  they  have  given 
high  rank  to  self-instruction  by  reading,  audio- 
tapes,  informal  consultations,  etc.,  and  a sub- 


stantial support  to  more  formalized  course 
work. 

4.  There  exists  a strong  preference  for  and 
use  of  medical  center  based  programs  despite  a 
paradoxical  recognition  that  this  temporary  re- 
moval from  practice  is  impeded  by  a number 
of  obstacles. 

5.  Seventy-eight  percent  (78%)  of  physicians 
were  not  “able  to  participate  in  as  many  con- 
tinuing education  activities”  as  desired  despite 
the  considerable  effort  and  interest  displayed. 

6.  Learning  interest  is  strong  in  areas  related 
to  staying  clinically  competent  (e.g.  new 
ideas,  improved  special  skills,  refreshing  old 
competencies);  much  less,  but  not  absent,  in 
regard  to  organizational  concerns  related  to  the 
manner  in  which  medical  care  is  to  be  de- 
livered. 

7.  There  is  a considerable  interest  in  self- 
assessment  examinations.  One-third  have  taken 
them.  Almost  three-fourths  would  like  to  see 
KMA  involved  in  developing  “an  anonymous 
self-assessment  program”. 

8.  Kentucky  physicians  would  generally  pre- 
fer to  either  support  fully,  or  at  least  in  sub- 
stantial partnership  with  hospitals  or  govern- 
ment (the  public),  the  financial  costs  of  con- 
tinuing education. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


HIS  24-year-old  unmarried  white  gravida  2, 

:j  para  1,  had  delivered  a 6 lb  11  oz  girl  vagin- 
ally  December  11,  1967.  Other  past  medical 
history  is  noncontributory. 

She  was  seen  initially  with  this  pregnancy  Decem- 
ber 28,  1970.  She  stated  her  LMP  was  July  20,  1970. 
There  was  no  history  of  nausea,  vomiting,  headache, 
or  edema.  Examination  revealed  BP  150/80.  The 
fundus  was  at  the  level  of  the  umbilicus  and  the 
FHT  were  140.  Prenatal  vitamins  and  ferrous  sulfate 
were  prescribed.  Laboratory  work  was  not  done  at 
this  visit  since  the  patient  did  not  wish  to  register,  but 
said  she  would  return  in  one  month. 

She  was  next  seen  in  the  emergency  room  Febru- 
ary 3,  1971,  complaining  of  pain  in  the  upper  chest 
in  addition  to  intermittent  pain  in  the  lower  abdomen 
radiating  into  the  back.  She  had  fallen  over  a mop  the 
previous  night,  but  sustained  no  apparent  injury;  how- 
ever, she  was  admitted  to  the  labor  room  for  observa- 
tion. 

Examination  on  admission  to  the  hospital  at  noon 
revealed  the  maternal  heart  rate  irregular  and  rapid 
108.  The  first  heart  sound  was  greater  than  the  sec- 
ond. There  was  a “grade  2/6  systolic  ejection  murmur 
and  a grade  3/6  diastolic  murmur  heard  best  at  the 
aortic  area.  BP  was  90/40,  the  chest  was  clear.  The 
uterus  was  3 fingerbreadths  above  the  umbilicus,  and 
no  FHT  were  heard.  The  diagnosis  at  the  time  of  ad- 
mission was  bronchitis  and  possible  premature  labor. 

She  was  placed  on  bed  rest;  lab  work  was  ordered 
plus  an  x-ray  to  determine  possible  fetal  death.  The 
nurses  were  instructed  to  listen  for  the  fetal  heart 
four  times  a day. 

By  late  afternoon  on  the  day  of  admission  she  was 
observed  to  have  cyanosis  of  the  lips.  Her  extremities 
were  noted  to  be  cool.  She  became  somewhat  rest- 
less. At  6:25  and  7:20  she  had  large,  greenish  black 
stools. 

Around  9:30  p.m.  her  respirations  became  quite 
labored.  Her  BP  was  76/40,  pulse  110.  Her  lips  were 
cyanotic  and  her  extremities  were  cold  and  dusky. 
Her  respirations  were  labored.  Another  staff  physician 
was  consulted  and  his  findings  were  essentially  the 
same. 

At  1 1 :00  p.m.  a call  was  placed  to  an  Ob/Gyn  con- 
sultant in  another  center.  It  was  his  opinion  that  the 
patient  had  had  an  amniotic  fluid  embolism.  He  felt 
that  prognosis  was  very  grave.  He  recommended 


digitalization,  oxygen,  Keflin  and  heparinization.  Her 
admission  Hb  was  13.2  gm;  this  was  repeated  at 
7:00  p.m.  and  was  13.3  with  a hematocrit  of  42%. 
Her  VDRL  was  nonreactive,  her  blood  type  A nega- 
tive. 

An  IV  of  Ringers  lactate  was  started,  0.8  mg.  Iv 
Cedalanid  was  given.  At  about  11:20  p.m.  she  had  a 
large  amount  of  emesis.  Compazine  10  mg.  was  given. 
She  became  increasingly  restless  and  complained  of 
great  difficulty  breathing.  At  11:28  p.m.  her  pulse 
became  unobtainable.  At  11:30  p.m.  she  had  opistho- 
tonos, became  very  cyanotic  and  had  cardiac  arrest. 
Respiratory  assistance  and  external  cardiac  massage 
was  started.  Her  pupils  became  dilated  and  fixed  and 
she  was  pronounced  dead  at  11:45  p.m.,  February  3, 
1971  about  11  hours  after  admission. 

There  was  no  autopsy.  The  cause  of  death  was 
listed  as: 

1.  Massive  pulmonary  embolization 

2.  Amniotic  fluid  embolization 

3.  Intrauterine  pregnancy  undelivered 


Comment 

This  case  was  classified  as  a direct  obstetrical  death 
with  possible  preventable  factors  by  the  Committee 
on  Maternal  Mortality.  Again,  it  is  emphasized  that 
since  no  autopsy  was  performed  we  cannot  have  a 
complete  picture.  However,  many  possibilities  come 
to  one’s  mind  and  it  is  interesting  to  speculate  upon 
them.  It  is  quite  possible  that  she  had  rheumatic 
heart  disease  with  valvular  involvement.  The  irregular, 
rapid  rate  could  suggest  a complication  such  as 
subacute  bacterial  endocarditis  or  pericarditis. 

However,  a type  of  pneumonia  is  a real  possi- 
bility since  she  had  labored  respirations  and  was 
cyanotic  with  a rapid  pulse  rate.  This  is  a picture  of  a 
pneumonia  or  a septic  pulmonary  embolus. 

Her  care  was  criticized  by  the  Committee  in  that 
more  vigorous  attempts  at  an  early  diagnosis  did  not 
seem  to  be  taken.  It  is  felt  that  the  pregnancy  per- 
haps exaggerated  the  problem  of  her  heart  disease  and 
that  is  why  it  is  listed  as  a direct  obstetrical  death. 
She  was  at  period  of  pregnancy  in  which  cardiac 
embarrassment  as  well  as  pulmonary  problems  can  be 
at  its  height. 
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Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  Indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  Insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Wamlngs-Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
Patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
pition  in  association  with  such  agents,  may  also 
eact  in  this  way  to  Placidyl.  Rarely,  patients  may 
sxhibit  symptoms  suggestive  of  an  qnusual  sus- 
septibility  to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria! 

>r  syncope  without  marked  hypotension.  Transient 
jiddiness  or  ataxia  may  occur. 

\dverse  Reactions— Hypotension,  nausea  or  vom- 
ting,  gastric  upset,  aftertaste,  blurring  of  vision, 
iizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
5lacidyl  administration.  Mild  "hangover”  and  symp- 
oms  of  mild  excitation  have  occurred  in  some 
■atients.  There  have  been  rare  reports  of  cholestatic 
aundice  occurring  in  patients  taking  ethchlorvynol. 

V few  cases  of  thrombocytopenia  have  been  re- 
>orted  in  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him 
a good  night’s  sleep. 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember  . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence 
you  can  rest  assured  with  Placidyl. 
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Of  the  diagnostic  radiologic  examinations 
performed  for  in-patients  of  the  Medical 
Service,  11.8%  were  adjudged  to  he  un- 
justified for  medical  reasons.  The  impli- 
cations of  over-utilization  of  radiologic 
studies  are  discussed. 

THIS  brief  study  of  usage  of  diagnostic 
radiological  examinations  was  prompted 
by  an  impression  that  significant  over- 
utilization existed.  It  was  hoped  information 
would  be  forthcoming  to  indicate  its  magni- 
tude. Studies  in  other  institutions  indicate1,  2 
that  excessive  use  of  radiological  examinations 
is  general  and  has  reached  disturbing  levels. 
The  magnitude  of  this  problem  is  indicated  by 
contrasting  the  population  increase  in  the 
United  States  from  1958  to  1963  of  14.3% 
with  the  increase  of  x-ray  film  consumption  for 
the  same  period  of  44.0% 1.  There  is  no  reason 
to  believe  this  rate  of  increase  has  abated. 

A recent  report3  of  routine  x-ray  examina- 
tions of  the  skull  of  570  children  with  head 
trauma  has  shown  that  $7,125  is  spent  on  such 
studies  before  any  information  is  obtained  that 
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alters  treatment  of  the  patient.  Bell  and  Loop4, 
in  a similar  study  including  both  children  and 
adults,  indicate  $7,650  is  spent  on  such  skull 
films  for  every  fracture  discovered.  They  sug- 
gest that  $25,500  to  $37,800  is  expended  for 
each  bit  of  information  that  in  any  way  alters 
the  course  of  treatment.  According  to  their 
data,  application  of  discriminative  judgment  in 
ordering  skull  films  for  trauma  would  reduce 
the  nation’s  health  bill  approximately  $15  mil- 
lion annually.  Harwood-Nash  et  al5,  in  a re- 
port of  1,187  skull  fractures  in  4,465  children, 
felt  that  discovery  of  the  fracture  was  of 
negligible  significance  and  did  not  warrant  the 
roentgen  examination. 

Method  and  Results 

The  examinations  performed  each  day  on 
in-patients  of  the  Medical  Service  and  reviewed 
at  the  daily  Medical  X-Ray  Conference  were 
discussed  and  a joint  decision  reached  as  to 
whether  each  examination  was  indicated  or 
could  have  been  safely  and  properly  omitted. 

A total  of  619  separate  radiological  exami- 
nations were  reviewed  in  this  manner  during 
August,  1972,  at  a total  cost  of  $14,013  for  an 
average  cost  per  examination  of  $22.64  (Ta- 
ble 1).  Seventy-two  of  these  619  radiological 
examinations  were  adjudged  not  to  have  been 
indicated.  These  72  examinations  at  a cost  of 
$1,294  represent  11.8%  of  all  radiological 
examinations  performed.  Chest  films  constitut- 
ed 47%  of  all  examinations  performed  with 
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7.3%  of  the  chest  studies  being  portable.  Fifty- 
seven  per  cent  of  all  unjustified  examinations 
were  chest  x-rays. 

There  were  different  reasons  why  an  exami- 
nation was  adjudged  to  be  unjustified  (Ta- 
ble II).  The  administrative  errors  noted  include 
repetition  of  examinations  already  obtained  by 
another  service,  ordering  an  examination  on 
the  wrong  patient,  failure  to  note  and  to  ex- 
amine available  outside  films,  etc.  On  27  oc- 
casions repeat  examinations  were  obtained  too 
soon  after  a previous  study  to  be  of  value  in 
evaluating  the  course  of  the  patient’s  disease. 
An  examination  was  adjudged  to  be  appropri- 
ately placed  in  this  category  only  after  carefully 
considering  the  patient’s  disease  as  well  as  the 
clinical  and  radiological  findings.  Only  one 
occasion  was  the  examination  performed  sole- 
ly for  the  purpose  of  satisfying  the  House 
Officer’s  curiosity.  On  two  occasions  it  was  im- 
possible to  discover  a reason  from  anyone  to 
explain  why  an  examination  was  performed. 

Twenty-seven  examinations  were  adjudged 
to  be  unjustified  for  medical  reasons.  Exam- 
ples of  this  situation,  obviously  a matter  of 
judgment,  include  examinations  without  sig- 
nificant diagnostic  or  therapeutic  possibilities 
such  as  various  studies  to  investigate  numerous 
symptoms  of  a terminal  patient  with  multiple 
myeloma,  skull  examinations  performed  be- 
cause a patient  had  syncopal  episodes  due  to 
pacemaker  failure,  a metastatic  series  in  a pa- 
tient with  gout,  or  radiological  examinations  of 
the  hands,  pelvis,  lumbar  spine  and  chest  on 
an  83-year-old  patient  to  rule  out  early  rheuma- 
toid arthritis. 

Six  chest  examinations  were  obtained  as 
a routine  measure  following  thoracentesis.  It 
was  felt  that  clinical  judgment  showed  no  need 
for  the  films  in  these  instances. 

Errors  by  the  Department  of  Diagnostic 
Radiology  accounted  for  five  unnecessary  ex- 
aminations. These  errors  include  improper  ad- 


vice to  Medical  House  Officers  by  a Radiology 
House  Officer  or,  by  inference,  an  examination 
solely  for  the  interest  of  the  radiology  resident. 

Comment 

Lack  of  communication  between  the  patient, 
the  Medical  House  Officers  and  Staff,  and 
members  of  the  Department  of  Diagnostic 
Radiology  as  well  as,  in  some  instances,  lack 
of  knowledge  of  the  potential  of  radiological 
examinations  account  for  this  considerable 
waste  of  money  and  needless  radiation  expos- 
ure during  August,  1972.  When  extrapolated 
for  a full  year  the  study  suggests  there  will  be 
expended  $168,156  in  radiologic  studies  for  in- 
patients of  the  Medical  Service.  Of  this  amount, 
approximately  $15,528  would  be  unjustified. 
Since  Diagnostic  Radiology  accounts  for  5.86% 
of  the  total  hospital  charges,  more  care  in  or- 
dering x-ray  studies  could  reduce  total  patient 
costs  in  this  institution  by  almost  one  per  cent. 

The  figures  cited  above  include  no  examina- 
tions for  legal  documentation  as  often  occurs 
with  many  emergency  room  patients.  It  also  is 
noteworthy  that  the  percentage  of  examina- 
tions adjudged  not  to  be  indicated  decreased  as 
the  month  progressed  (Figure  1)  and  the 
House  Staff  came  to  realize  that  some  sort  of 
survey  was  under  way.  The  salutary  effect  of 
even  this  minimal  constraint  is  striking.  Obvi- 
ously, much  more  could  be  accomplished  with 
a concerted  effort  to  reduce  excessive  roentgen 
studies.  It  is  also  likely  that  the  reduction  could 
have  been  partially  the  result  of  increasing  ex- 
perience. It  would  be  of  value  to  repeat  the 
study  in  May,  1973,  to  assess  the  consistency 
of  these  results  as  the  House  Officers  near  the 
end  of  one  year  of  clinical  experience. 

It  is  obvious  that  appropriate  clinical  judg- 
ment can  reduce  significantly  the  number  of 
x-ray  examinations  ordered  without  compro- 
mising good  medical  care.  In  fact,  patient  care 
most  likely  is  improved  since  discrimination  in 


Table  1 

Diagnostic  Radiological  Examinations  of  Medical  Service  In-patients 

August  1,  1972  — August  31,  1972 


Total  Examinations  619 

Chest  Examinations  264 

Portable  Chest  Examinations 

Unjustified  Examinations  72 

Unjustified  Chest  Examinations 


% 

Cost 

100.0% 

$14,013.00 

. 

47.0  % 

$ 4,488.00 

42 

7.3  % 

$840.00 

11.8% 

$ 1,294.00 

42 

57.0% 

$744.00 
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ordering  roentgen  examinations  requires 
thoughtful  consideration  by  the  physician  of  the 
patient’s  problems.  It  certainly  results  in  less 
expense.  Although  it  is  unusual  for  a Depart- 
ment of  Radiology  to  discourage  use  of  its  serv- 
ices, such  is  done  in  this  instance  since  doing 
so  is  thought  to  be  in  the  interest  of  better 
medical  care. 

It  is  likely  that  pressures  to  reduce  the  num- 
ber of  x-ray  examinations  will  increase  in  the 
future.  Moves  in  this  direction  are  abetted  by 
the  continuing  fear  of  damage  from  excessive 
radiation.  The  not  inconsiderable  cost  also  is 
becoming  of  increasing  moment.  It  is  reason- 
able to  expect  the  courts  eventually  to  reverse 
their  present  stance  that  failure  to  obtain  an 
x-ray  examination  is  prima  facie  evidence  of 
neglect.  The  courts  might  very  well  rule,  if 
presented  with  a test  case,  that  real  or  pre- 
sumed damage  from  needless  roentgen  exami- 
nations is  malpractice.  Such  an  event  immedi- 
ately would  change  the  frame  of  mind  of 
physicians  concerning  x-ray  examinations.  In 
the  long  run,  this  may  be  required  to  make  last- 
ing headway  toward  solving  this  problem. 

More  data  are  needed  to  define  with  pre- 
cision the  value  of  x-ray  examinations  under 
varying  clinical  situations.  The  American  Col- 
lege of  Radiology  has  obtained  funds  to  pursue 
this  problem  and  the  forthcoming  data  should 
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give  the  medical  profession  a quantitated  body 
of  information  indicating  proper  courses  of  fu- 
ture action  in  these  matters.  The  significance  of 
the  fact  that  the  vast  majority  of  all  diagnoses 
can  at  least  be  confirmed  by  radiological  stud- 
ies must  be  more  carefully  assessed'*.  The  pa- 
tient’s welfare  is  not  beneficially  affected  by  the 
mere  radiological  confirmation  of  a clinical  di- 
agnosis that  is  obvious  to  any  physician 
through  casual  observation,  questioning  or  ex- 
amination. 

Studies  elsewhere2  have  shown  it  is  possi- 
ble to  significantly  reduce  unnecessary  x-ray 
examinations.  This  was  accomplished  at  the 
University  of  Colorado  by  repeatedly  remind- 
ing the  medical,  surgical  and  pediatric  house 
staffs  only  to  order  examinations  that  are 
distinctly  indicated.  Using  these  tactics,  the 
diagnostic  radiologic  work  load  was  reduced 
20-30%  for  a relatively  short  period  of  time, 
but  once  continuous  reinforcement  was  ended, 
the  examination  rate  returned  to  its  previous 
level. 

Daves2  in  reporting  the  study  from  Colorado 
enumerated  causes  of  excessive  radiologic  ex- 
aminations as  follows: 

1.  Double  time,  or  repeating  examinations 
that  have  already  been  performed  in  the 
Out-patient  Department.  This  occurs 
aplenty  at  the  University  of  Kentucky. 

2.  Busy  time.  This,  in  essence,  is  occupa- 
tional therapy  for  the  patient  since  all  it 
accomplishes  is  to  keep  the  patient  busy. 

3.  Couch  time.  This  is  psychological  ther- 
apy for  the  physician.  A negative  x-ray 
study  reassures  the  physician  that  a pa- 
tient’s nausea  is,  in  fact  and  as  might  be 
expected,  secondary  to  his  uremia.  It 
obviously  is  easier  to  order  an  x-ray  ex- 
amination than  to  think. 

This  category  can  be  subdivided  into 
Legalphobia  — the  obvious  cause  of 
many  emergency  room  examinations 
(there  are  no  penalties  at  present  for 
frivolous  or  repetitious  studies)  and 
Serviceosis,  which  is  defined  as  a morbid 
condition  of  routinely  requesting  certain 
radiologic  examinations  on  any  patients 
seen  by  a certain  service.  For  instance, 
he  cites  the  metastatic  survey  that  often 
is  routinely  ordered  on  all  patients  with 
cervical  carcinoma.  Our  routine  chest 
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Table  2 

Unjustified  Examinations 


Number 


Medically  Unjustified  27 

Insufficient  Time  Between  Repeat  Examinations  27 

Post-Thoracentesis  Chest  Examinations  6 

Errors  of  Diagnostic  Radiology  5 

Administrative  Errors  4 

No  Explanation  Obtainable  2 

Interest  of  House  Officers  1 

TOTAL  72 


film  following  every  thoracentesis  is  an 
excellent  example. 

4.  Cath  time.  These  are  the  numerous  ex- 
aminations, performed  by  the  “blood 
sports”  of  Radiology,  which  previously 
were  “pushed”  by  the  Radiology  service. 
Eventually  the  clinicians  were  oversold 
and  now  order  these  examinations  some- 
what profligately. 

5.  Museum  cases  of  teaching  value.  These 
are  films  for  documentation  of  all  so- 
called  “rare”  cases. 

6.  Change-over  time,  described  as  the  “in- 
tern mambo”,  in  which  many  of  the  fac- 
tors cited  above,  and  others  such  as  lack 
of  experience  and  knowledge,  affect  the 
intern  early  in  his  tenure  and  during  his 
orientation  to  any  new  service. 

7.  “Preferred  A”  time,  or  “the  insurance 
policy  will  pay  for  it  anyway”. 

8.  The  “save  time”.  In  this  maneuver  the 
physician  orders  all  possible  x-ray  ex- 
aminations upon  admission  of  the  pa- 
tient to  the  hospital  in  the  hope  of  sav- 
ing time.  He  also  may  be  able  to  avoid  a 
time-consuming  history  and  physical  ex- 
amination. 

9.  “Any  time”  radiology  refers  to  x-ray  ex- 
aminations incorporated  into  periodic 
health  examinations.  According  to 
Daves2  there  is  confusion  concerning 
periodic  health  examinations  and  their 
relationship,  if  any,  to  preventive  medi- 
cine. He  suggests  that  discovering  a car- 
cinoma of  the  colon  two  years  before  it 


otherwise  might  have  become  evident 
does  not  necessarily  mean  the  patient 
actually  lives  two  years  longer  but  rather 
only  that  he  “seems”  to  live  two  years 
longer. 

10.  Folkways  of  patients.  There  is  no  doubt 
patients  “want”  (at  times  even  demand) 
x-ray  studies  and  ascribe  undue  signifi- 
cance to  radiologic  studies.  This  must  be 
firmly  resisted. 

In  many  instances,  the  art  of  examination  of 
the  patient  has  long  since  given  way  in  part  to 
easily  applied  roentgen  methods.  No  longer 
does  the  physician  diagnose  a pneumothorax  by 
examination  and  only  document  its  presence  by 
x-ray  if  doubt  exists  or  prior  to  placing  a chest 
tube.  He  may  be  more  inclined  to  examine  by 
x-ray  and  listen  to  the  chest  if  such  appears  to 
be  indicated  from  the  results  of  the  roentgen 
study.  This  approach  is  unfortunate.  The  or- 
dering of  more  or  less  routine  x-ray  studies 
(worse  yet,  “shotgun”  examinations)  results 
from  muddled  thinking.  There  should  be  a 
good,  defensible  reason  for  any  examination, 
roentgen  or  otherwise.  Application  of  dis- 
criminative clinical  judgment  (which  requires 
an  appropriate  quantum  of  medical  knowledge) 
leads  to  polish  and  accuracy  in  patient  evalu- 
ation. Rigorous  adherence  to  these  precepts 
not  only  will  significantly  reduce  unnecessary 
examinations  which  are  bad  in  their  own  right 
but  will  elevate  the  quality  of  patient  care  and 
consequently  magnify  the  finest  qualities  of  a 
physician. 
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Before  considering  the  specific  topic  at 
hand,  it  may  be  well  to  provide  you  with 
a brief  orientation  as  to  where  para- 
psychology is  today  and  the  extent  to  which 
the  current  scene  reflects  major  changes  and 
developments  that  have  come  about  only 
within  the  past  decade  or  so.  The  field  has 
moved  considerably  and  no  longer  is  there 
exclusive  or  even  major  reliance  on  card 
calling  experiments  and  the  statistical  teasing 
out  of  significant  values.  Experimenters  are 
still  very  much  involved  with  the  problem  of 
quantification  and  the  use  of  appropriate 
statistical  measures,  but  the  arena  in  which 
the  investigations  are  being  pursued  reflect 
both  a more  imaginative  experimental  thrust 
and  a more  effective  use  of  modern  experi- 
mental technology.  One  finds  the  same  hard- 
ware in  use  in  parapsychological  laboratories 
that  are  in  use  in  the  investigation  of  less  con- 
troversial areas.  Electroencephalography,  the 
monitoring  of  autonomic  effects,  the  use  of 
bio-feedback  techniques  for  the  control  of 
brain  rhythms,  and  the  use  of  highly  sophisti- 
cated systems  for  the  detection  of  minute 
physical  effects  are  all  considered  standard 
equipment  for  the  research  parapsychologist  of 
today.  This  was  borne  out  very  clearly  at  the 
most  recent  meeting  of  the  Parapsychological 
Association  held  recently  in  Edinburgh.  There 
has  been  a literal  explosion  in  the  range  and 
amount  of  serious  research  now  going  on  the 
world  over  by  dedicated  and  well-credentialed 
investigators  in  academic  settings  Of  my  four 
companions  on  the  return  air  trip  home,  one 
was  a psycholinguist  studying  the  problems  of 
paranormal  information  transfer,  one  was  a 
biophysicist  interested  in  the  problem  of 
psychokinesis,  one  was  a fourth-year  medical 
student  engaged  in  animal  Psi  research  and 
one  was  a clinical  psychologist  interested  in 
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the  manifestations  of  telepathy  in  the  clinical 
setting. 

In  addition  to  the  appearance  of  courses  in 
parapsychology  at  the  college  and  graduate 
level,  there  is  an  increasing  amount  of  academi- 
cally sponsored  research  going  on,  some  of 
which  I will  cite  later  on.  More  important,  how- 
ever, is  the  fact  that  the  professional  associa- 
tion of  research  workers  in  the  field  of  para- 
psychology, the  Parapsychological  Association, 
was  recognized  as  an  affiliated  society  of  the 
AAAS  at  its  meeting  of  December,  1969.  In 
this  country  there  are  two  serious  journals  pub- 
lishing research  in  the  field,  the  Journal  of  the 
American  Society  for  Psychical  Research  and 
the  Journal  of  Parapsychology.  New  groups 
and  periodicals  are  springing  up  at  a rapid 
rate.  Although  most  simply  reflect  the  grow- 
ing tide  of  interest  in  the  occult,  a few  may 
turn  out  to  endure  as  serious  efforts.  Within 
the  past  year  an  Academy  of  Parapsychology 
and  Medicine  has  been  formed  on  the  West 
Coast,  one  of  the  main  aims  of  which  is  to 
study  claims  that  come  under  the  general 
heading  of  unorthodox  healing.  Other  terms 
often  applied  to  this  are  psychic  healing, 
spiritual  healing,  mental  healing,  etc. 

Most  of  us  are  familiar  with  the  beginning 
effort  of  Rhine  at  Duke  University  to  place 
parapsychology  on  a scientific  footing.  If  we 
go  back  a bit  further  we  find  first  of  all  that 
there  exists  a very  rich  tradition  of  serious 
observation  and  investigation  of  what  was 
formerly  called  psychic  phenomena  and 
secondly,  we  note  the  important  role  played 
by  medical  men  in  championing  a contro- 
versial cause  at  a point  in  history  where 
science  was  rapidly  entrenching  itself  in  a 
seemingly  unassailable  logico-positivist  posi- 
tion. Psychiatrists,  then  as  now,  appeared  to 
spearhead  the  effort.  On  the  continent  these 
included  Schrank-Notzing  and  Lombroso,  who 
investigated  the  well-known  mediums  of  their 
day  and  Janet,  who  on  repeated  occasions 
successfully  demonstrated  hypnosis  at  a dis- 
tance. Charles  Richet  although  not  a physician 
but  a Nobel  Laureate  in  physiology,  collabo- 
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rated  with  English  investigators  in  the  study 
of  spiritistic  phenomena.  In  this  country  one 
of  the  most  active  and  prominent  members 
of  the  Boston  Society  for  Psychical  Research, 
the  forerunner  of  the  present  American 
Society  for  Psychical  Research,  was  William 
James.  He  wrote  extensively  on  his  own  ex- 
periences with  mediums  and  on  his  reflections 
on  the  importance  and  significance  of  psychic 
phenomena1. 

More  recently  we  have  the  names  of  both 
Freud  and  Jung  linked  to  parapsychology, 
Freud  in  a cautious  but  interest  way  and  Jung 
in  a spirit  of  open  acceptance.  They  ushered 
in  an  era  of  clinical  interest  which  has  per- 
sisted to  the  present  day. 

Parapsychologists  address  themselves  to 
puzzling  events  occurring  spontaneously  as 
well  as  to  events  reproducible  in  the  laboratory. 
Among  the  spontaneous  and  anecdotal  phe- 
nomena the  question  of  unorthodox  healing 
has  evoked  the  most  interest  from  a medical 
standpoint.  Claims  of  cures  of  this  nature,  the 
results  of  prayer,  the  laying  on  of  hands,  the 
use  of  ritual,  etc.,  have  been  known  to  us 
from  antiquity.  Miracle  cures  are  reported 
from  time  to  time  and  the  well-known  shrines 
continue  to  attract  those  seeking  help.  Medical 
men  have  played  a prominent  role  in  com- 
missions which  have  been  set  up  to  investigate, 
but  one  is  left  with  an  unconvincing  mix  of 
“cures,”  improvements  and  failures  with  the 
cures  more  related  to  functional  than  organic 
illnesses.  The  point,  however,  is  that  although 
the  anecdotal  accounts  and  the  more  system- 
atic investigative  accounts  fall  short  of  con- 
viction, they  have  been  suggestive  enough  to 
stimulate  serious  research  to  ascertain  whether 
or  not  there  is  any  objective  means  of  testing 
the  claims  of  healers. 

Perhaps  the  best  example  of  experimental 
work  flowing  from  the  interest  in  unorthodox 
healing  are  the  studies  pursued  by  Bernard 
Grad,  a physician  and  research  biologist  in 
the  Department  of  Psychiatry  at  McGill  Uni- 
versity. He  and  his  associates  set  out  to  investi- 
gate under  controlled  conditions,  the  actual 
power  of  a self-styled  “healer”  who  by  passing 
his  hands  over  a sick  individual  claimed  to 
exert  a healing  effect.  The  healer  in  this  case 
felt  confident  that  his  ability  would  work  on 
animals,  thus  affording  an  opportunity  to  test 
his  power  under  circumstances  where  sugges- 


tion would  be  eliminated. 

Doctor  Grad,  working  with  mice,  studied 
wound  healing  under  controlled  conditions.2 
The  wounds  were  made  on  the  backs  of  mice 
by  removing  an  area  of  skin  and  then  measur- 
ing these  areas  over  an  18  day  healing  period. 
In  the  treatment  group,  the  healer  held  the 
cage  containing  the  mice  between  his  hands 
for  20  minutes  twice  daily.  The  controlled 
group  simply  remained  in  their  cages  without 
handling.  Highly  significant  differences  were 
found  between  the  mean  wound  areas  of  the 
treated  and  control  animals  by  the  11th  day 
following  wounding.  The  mean  wound  areas 
of  the  treated  animals  were  smaller  than  the 
control  means. 

A second  experiment  was  done  under  more 
carefully  controlled  conditions.  The  mice 
treated  by  the  healer  were  compared  to  mice 
treated  by  a number  of  different  individuals 
who  claimed  no  special  healing  abilities,  and 
with  control  animals  where  no  special  treat- 
ment was  given.  In  addition,  the  treatment 
was  carried  out  in  a way  that  ruled  out  thermal 
and  other  effects  from  the  healer’s  hands  as 
well  as  the  possible  factor  of  “gentling.”  By 
the  15th  day,  the  contrast  between  the  experi- 
mental group  and  the  other  two  groups  was 
significant  at  the  1 % level,  while  the  contrast 
between  the  two  control  groups  was  insignifi- 
cant. 

Doctor  Grad  and  his  associates  also  studied 
the  influence  of  a healer’s  power  on  plant 
growth3  4.  He  reported  on  an  experiment  in 
which  the  healer  could  apparently  produce 
changes  in  1%  sodium  chloride  solution  by 
holding  it  between  his  hands  for  15  minutes. 
When  this  solution  was  used  to  water  barley 
seeds  in  soil,  the  studies  produced  a more 
significant  yield  of  plants  than  in  the  control 
studies  receiving  the  same  amount  of  untreated 
1 °Io  sodium  chloride.  In  a controlled  experi- 
ment where  the  treatment  of  the  saline  was 
omitted,  there  were  no  significant  differences 
between  the  two  groups. 

Another  project  undertaken  by  Doctor  Grad 
and  his  associates,  was  the  study  of  a healer’s 
influence  on  the  rate  of  development  of 
goiters  artificially  induced  in  mice5.  The  goi- 
ters were  produced  by  feeding  the  animals  a 
diet  deficient  in  iodine  and  including  goitro- 
genic drugs.  The  rate  of  increase  in  the  size  of 
the  thyroid  gland  in  both  control  and  treated 
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mice  was  determined  by  weighing  the  thyroids 
of  mice  sacrificed  at  suitable  intervals.  The  re- 
sults showed  that  the  rate  of  increase  of  the 
thyroid  gland  in  the  mice  fed  the  goitrogenic 
diet  could  be  significantly  inhibited  by  the 
two  healers  used  in  the  project.  The  experi- 
ment was  controlled  for  possible  influence  of 
heat. 

Doctor  Grad  extended  his  plant  experiments 
to  include  not  only  healers  but  a comparison 
of  the  results  obtained  when  depressed  persons 
handled  the  saline  solution5.  He  assumed  that 
there  was  a relationship  between  the  mood  of 
the  persons  involved  in  the  experiment  and 
the  subsequent  growth  of  the  plants  watered 
by  the  saline  they  handled.  In  a comparative 
study  involving  a healer  and  a patient  with  a 
psychotic  depression,  the  seedlings  watered  by 
saline  held  by  the  person  who  had  a psychotic 
depression  showed  the  slowest  rate  of  growth. 
The  author  concluded  that  mood  at  the  time 
the  saline  was  held  was  a critical  factor. 

Another  experiment  along  physiological 
lines  was  performed  by  Graham  and  Anita 
Watkins  on  the  paranormal  influence  of 
resuscitation  on  anesthetized  mice6.  A number 
of  subjects  who  professed  to  be  good 
“psychics”  were  tested  for  their  ability  to 
cause  mice  to  arouse  more  quickly  from  ether 
anesthesia  than  normally  would  be  expected. 
Matched  pairs  of  mice  were  simultaneously 
rendered  unconscious  in  identical  etherizers. 
They  were  then  brought  to  the  subject  who 
was  told  to  awaken  his  or  her  mouse  while 
the  other  member  of  the  pair  was  used  as  a 
control.  The  results  were  highly  significant 
with  the  experimental  animal  requiring  87% 
as  much  time  to  awaken  as  the  control. 

There  are  a number  of  well  documented 
reports  in  the  literature  of  unusual  physiolog- 
ical effects  which  may  or  may  not  be  related 
to  the  kinds  of  results  described  above.  There 
appears  to  be  an  intermediate  grey  area  where 
unusual  effects  obtained  under  hypnosis  or 
through  the  use  of  feedback  techniques  may 
articulate  with  some  of  the  paranormal  effects 
experimentally  induced.  I have  reference  to 
the  induction  of  blisters7,  the  control  of 
bleeding7,  and  the  removal  of  warts8  all  of 
which  have  been  reported  in  connection  with 
hypnosis.  Elmer  Green,  a research  physiologist 
of  the  Menninger  Foundation,  working  with 
a Yoga  named  Swami  Rama  and  employing 
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the  use  of  feedback,  demonstrated  rather  re- 
markable control  with  autonomic  functions9. 
The  Yoga  made  his  pulse  disappear  on  com- 
mand with  the  electrocardiographic  tracings 
revealing  a state  of  atrial  flutter.  The  Yoga 
also  accomplished  the  rather  unusual  task  of 
causing  delta  waves  to  appear  on  the  elec- 
troencephalographic  record  while  remaining 
conscious  of  the  reality  about  him. 

Early  investigators  interested  in  the  pos- 
sibilities of  hypnosis  have  reported  on  the  suc- 
cessful induction  of  hypnosis  at  a distance. 
This  included  the  well  known  French  scientist, 
Pierre  Janet10  and  in  more  recent  times,  the 
late  Professor  Vasiliev,  Chairman  of  the  De- 
partment of  Physiology  of  the  Leningrad 
University11. 

Stevenson12  calls  attention  to  the  possible 
relevance  of  extrasensory  factors  in  account- 
ing for  the  appearance  of  sudden  unexplained 
somatic  symptoms.  The  following  case  from 
a collection  of  Doctor  Louisa  Rhine  is  not 
atypical  of  ancedotal  accounts  that  suggest 
this  possibility. 

“In  January,  1956,  at  eleven  o’clock  in 
the  morning,  I was  standing  supervising  the 
girls  in  my  employment.  A terrible  pain  shot 
through  my  right  hip.  It  was  almost  un- 
bearable, and  I limped  to  my  desk  to  sit 
down.  I knew  of  no  reason  for  the  pain. 
Standing  or  sitting  brought  no  relief.  That 
evening,  I consulted  the  home  physician, 
and  he  advised  me  if  I was  no  better,  to 
come  to  his  office  in  the  morning  and  have 
some  x-rays.  As  the  pain  was  constant,  I 
tried  to  divert  my  mind  by  going  to  the 
ballroom  where  we  have  a movie  at  nine 
o’clock  in  the  evenings. 

“Unrest  assailed  me,  and  the  urge  to  go 
away  from  the  ballroom  was  so  great  that 
I limped  back  to  my  office.  Just  as  I entered 
the  door,  I was  being  called  long  distance. 
My  mother  had  fallen  at  eleven  o’clock  that 
morning  and  broken  her  hip.  By  morning 
the  pain  was  gone,  and  I was  perfectly 
well.”13 

Earlier  mention  was  made  of  Professor 
Vaseliev’s  work  on  hypnosis  at  a distance. 
There  are  current  studies  going  on  in  the 
Soviet  Union  which  may  or  may  not  turn  out 
to  have  relevance  to  the  question  of  whether 
or  not  there  is  a parapsychological  dimension 
to  the  phenomenon  of  healing.  There  are  two 
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lines  of  investigation  that  I had  some  first- 
hand knowledge  of  in  connection  with  a recent 
visit.  One  is  their  renewed  interest  in  acu- 
puncture and  the  other  is  their  investigation 
of  living  organisms  by  a technique  referred 
to  as  Kirlian  photography.  The  object  to  be 
photographed  is  placed  in  a high-intensity, 
high-frequency  electrical  field.  Flare-like  ef- 
fects occur,  perhaps  the  result  of  ionization 
around  the  borders.  The  Russian  investigators 
claim  that  these  effects  vary  in  intensity  and 
color  depending  on  the  psychological  and 
physiological  state  of  the  organism  at  the  time 
it  is  photographed.  Some  go  so  far  as  to  iden- 
tify the  flare  as  a new  form  of  biological 
energy  and  believe  that  it  is  this  energy  which 
is  responsible  for  what  we  call  psychic  phe- 
nomena and  what  Soviet  workers  refer  to  as 
bioenergetic  effects. 

Acupuncture  studies  reveal  differences  in 
electrical  potential  between  paired  points 
when  one  point  lies  over  a diseased  part.  These 
differences  are  also  reflected  in  different  con- 
figurations with  regard  to  color  and  pattern 
when  the  skin  in  the  vicinity  of  the  particular 
points  is  studied  by  means  of  Kirlian  photog- 
raphy. 

If  nothing  else,  the  investigations  and  studies 
I have  alluded  to  have  opened  up  to  scrutiny 


some  as  yet  poorly  understood  aspects  of  the 
healing  processes.  Whether  these  turn  out  to 
be  parapsychological  in  nature  or  more  akin 
to  something  equally  mysterious,  namely  sug- 
gestion, is  perhaps  not  as  important  as  the  fact 
that  they  have  once  again  engaged  our  at- 
tention and  have  elicited  a serious  experi- 
mental response. 
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Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  refect  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if 
not  considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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Tuberous  Sclerosis:  A Case  Presentation 

Paul  J.  Arena,  M.D.* 

Louisville,  Kentucky 


Described  is  a case  of  tuberous  sclerosis 
in  a 53-year-old  female  with  the  addition- 
al features  of  progressive  renal  failure, 
gonadotrophin  production  from  a pre- 
sumed trophoblastic  tumor  and  probable 
hypopituitarism . 

OURNEVILLE  first  described  in  1880 
the  triad  of  mental  deficiency,  seizures 
and  adenoma  sebaceum.  This  entity,  in- 
herited in  an  autosomal  dominant  manner, 
comprises  one  of  the  neurocutaneous  syn- 
dromes: other  phacomatoses  include  Neuro- 
fibromatosis, Sturge- Weber,  Von  Hippel-Lin- 
dau  and  Ataxia  Telangiectasia.  The  following 
case  report  demonstrated  several  unusual  find- 
ings. 

Case  Report 

A 53-year-old  Caucasian,  unmarried  female 
presented  May  1,  1972,  with  a one  year  history 
of  pedal  edema.  She  had  been  noted  to  have  a 
papular  facial  eruption  since  infancy,  and 
shortly  thereafter  subungual  growths  had  been 
noted.  Mental  retardation  had  been  lifelong 
and  at  age  23  months,  major  motor  seizures 
had  begun;  these  were  under  anticonvulsant 
control.  She  had  normal  menses  till  onset  of 
menopause,  approximately  one  year  prior  to 
admission.  The  patient  had  required  custodial 
care  which  had  been  provided  by  her  parents. 
The  other  family  members  did  not  demonstrate 
any  of  these  findings. 

Physical  Exam 

Temperature  96;  Pulse  80;  Resp.  20;  B/P 
100/80.  Facial  adenoma  sebaceum,  subungual 
fibromas  and  a lumbar  “shagreen”  patch  were 
noted  on  inspection.  Facial  expression  was 
vacuous  and  mental  retardation  was  reflected 
in  poor  comprehension  by  the  patient.  Poor 
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hygiene  was  apparent;  the  thyroid  was  not 
enlarged.  Trachea  midline. 

Lung  exam:  No  dullness  to  percussion.  Oc- 
casional moist  inspiratory  rales  at  bases.  Car- 
diac Exam:  normal  jugular  pulse,  no  evidence 
of  cardiomegaly,  no  murmurs  or  gallop  rhythm. 
Pitting  edema  was  present  in  both  lower  ex- 
tremities. Abdominal  exam  revealed  a large 
tender  mass  below  the  umbilicus;  and  on  pelvic 
exam  this  lesion  was  felt  to  be  either  uterine 
or  ovarian. 

Neuro  exam:  marked  mental  retardation.  No 
localizing  signs.  Reflexes:  Hypoactive.  Fundus 
showed  no  papilledema.  Cranial  nerves  intact. 
Reflexes  - delayed  return. 

LAB.:  Hb.  11.0,  WBC  25,400,  Polys.  84% 
Stabs  7%,  Monos  3%,  Eos.  1%.  Urinalysis 
Ph  5.5,  Glucose  O,  Alb.  O,  Sp.  gravity  1.015. 
Microscopic  exam:  1-2  WBC,  many  epith. 
cells,  Na  131,  K+  3.9,  Bun  86  (Nor.  7-20), 
C02  20,  Cl  95,  Bilirubin  6.5,  (Nor.  1-2)  Aik. 
Phos.  150  (Nor.  9-35)  SGOT  75,  (Nor.  - up 
to  28)  Uric  Acid  19.2,  (Female  Nor.  2-7) 
Glucose  100.  VDRL  - non-reactive. 

ECG  - non-specific  ST  segment  changes.  PB1 
2.2  (Nor.  4-8),  Urinary  Gonadotrophin  4,200 
iu/24  hours,  17  KS,  3.3  mg/24  hrs.  170  OH 
steroids  0.7  mg./24  hrs.  (Volume  600  cc) 
(Nor.  17KS  5-15,  17-OH  steroids-2-12, 

Gonadotrophin  levels  (Nor.  - no  titre). 


FIG.  1 Liver  scan — Diffuse  Infiltrate  with  replacement  of 
normal  tissue. 
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FIG.  2 Skull  x-ray  showing  sclerotic  densities. 

Repeated  blood  cultures  were  negative.  A 
liver  scan  (Fig.  1)  shows  a diffuse  infiltrating 
lesion.  An  IVP  was  not  attempted  because  of 
the  BUN  level  of  110,  which  X-ray  studies 
demonstrated  some  of  the  characteristic  find- 
ings in  the  disease.  Skull  x-ray  (Fig.  2)  shows 
sclerotic  densities  and  the  hand  x-ray  (Fig.  3) 
demonstrates  cortical  erosions.  The  other  radio- 
graphic  finding  of  particular  significance  in  this 
case  was  demonstrated  by  the  abdominal  film 
(Fig.  4)  which  shows  a pelvic  mass,  without 
fetal  bones,  displacing  the  bowel.  A chest  film 


FIG.  3 Hand  x-ray  showing  cortical  erosions. 


(Fig.  5)  shows  an  infiltrate  over  the  left  hemi- 
diaphragm,  but  no  reticular  pattern. 


FIG.  4 Abdominal  film — Bowel  displaced  by  a large 
pelvic  mass. 


In  an  attempt  to  lower  the  uric  acid  level, 
Allopurinol  was  given  by  tube,  however,  this 
was  unsuccessful.  The  patient  failed  to  improve 
despite  antibiotic  coverage,  and  the  preterminal 
evens  were  marked  by  an  elevated  prothrombin 
time,  27.8  (control  11.7)  decreased  partial 
thromboplastin  time  (26)  (Nor.  35-50)  and 
positive  fibrin  split  products.  Platelets  97,000. 
Heparin  therapy  failed  to  ameliorate  the  course 
and  the  parents  at  one  point  asked  heroic 
measures  not  be  undertaken.  The  patient  ex- 
pired on  May  15,  1972. 

A post-mortem  was  denied. 

Discussion 

This  case  presented  the  classic  appearance 
of  tuberous  sclerosis  with  the  noted  triad.  The 
additional  unusual  features,  however,  prompted 
the  presentation  of  this  patient. 

Progressive  renal  failure  was  a significant 
factor  in  the  patient’s  course.  The  reported 
renal  lesions  in  this  disease  are  angiolipomata 
and  can  be  diagnosed  radiographically  as  en- 


242 


April  1973  • The  Journal  oj 


Tuberous  Sclerosis — Arena 


larged  renal  images  with  mottled  translucent 
densities;  often  the  differential  diagnosis  is  that 
of  polycystic  kidney  disease2.  The  angiolipo- 
mata  are  very  vascular2  and  may  cause  pain 
when  bleeding  occurs  within  the  tumor  mass. 

Whether  the  elevated  uric  was  primary  or 
related  to  renal  insufficiency  is  indeterminate. 
The  patient  had  not  shown  any  self-mutilation, 
as  in  Lesch-Nyhan  syndrome  nor  was  there 
evidence  of  lymphoma.  No  enlarged  renal 
masses  were  palpated  in  this  case  nor  was 
radiographic  differentiation  possible. 

No  characteristic  pulmonary  lesions  were 
demonstrated  in  this  case.  These  appear  radio- 
graphically as  honeycombing2,  and  patchy  in- 
filtrates. Functional  abnormalities  of  obstruc- 
tive airway  disease  ventilation-perfusion  abnor- 
malities have  been  reported4. 

Bony  lesions  occur  in  long  bones  and  also 
in  the  calvarium  and  phalanges5  as  in  this  case. 
The  basic  soft  tissue  lesion  is  hamartomatous 
and  occurs  in  the  retina,  brain,  bone,  liver, 
heart,  lung  and  kidney2. 

The  elevated  human  chorionic  gonadotrophin 
raises  the  possibility  of  a gonadotrophin  pro- 
ducing neoplasm.  Whether  the  liver  scan  was 
indicative  of  metastatic  disease  is  uncertain 
since  the  mottled  infiltration  could  have  rep- 
resented a vascular  lesion.  The  relatively  low 
TSH  with  the  low  PBI  points  to  secondary  hy- 
pothyroidism. A hypothalamic  lesion  or  pitui- 
tary lesion  could  not  be  ascertained,  never- 
theless, intracerebral  lesions  are  known  in  tu- 
berous sclerosis6.  The  low  steroid  values  could 
represent  secondary  Addison’s  disease,  but,  be- 
cause of  low  urine  volume  the  results  were 
questioned.  Values  were  repeated  and  they 
were  low  on  retesting.  The  age  of  this  patient 
is  unusual,  since  survival  beyond  the  second  or 
third  decade7  is  rare. 


FIG.  5 Chest  film  showing  basilar  infiltrate  over  left 
hemidiaphragm. 
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A Practical  Approach  To  The  Diagnosis 
and  Treatment  of  Intestinal  Malabsorption^ 

R.  J.  Cianfichi,  M.D.,  and  J.  G.  Banwell,  M.D.* 


THE  diagnosis  of  intestinal  malabsorption 
in  modern  practice  indicates  that  there  is 
a failure  in  absorption  of  nutrients  from 
the  small  intestine.  It  may  occur  because  food 
is  not  digested  properly  into  absorbable  consti- 
tuents (maldigestion),  as  in  pancreatic  insuf- 
ficiency, or  because  foodstuffs  are  not  absorbed 
from  the  intestinal  tract  (malabsorption)  as  in 
coeliac  disease. 

The  clinical  presentation  results  from  three 
major  factors: 

1.  Unabsorbed  food  substances  entering 
the  colon  to  cause  the  passage  of  the  char- 
acteristic fatty  stools  (steatorhea),  as  well  as 
the  generation  of  fermentation  products 
(flatus  and  other  products,  such  as  lactic 
acid  and  hydroxy  fatty  acids)  which  alter  the 
rate  and  character  of  colonic  emptying. 

2.  The  clinical  manifestation  of  the  nu- 
tritional, mineral  and  vitamin  deficiencies  re- 
sulting from  malabsorption  of  these  essential 
nutrients. 

3.  Systemic  symptoms  as  a result  of  the 
underlying  disease  process,  malabsorption 
(anorexia,  vomiting,  fever,  malaise  etc.) 

Table  I lists  some  of  the  common  symptoms 
encountered  in  the  malabsorption  syndrome 
and  the  pathogenetic  factors  usually  involved. 
The  goal  of  this  paper  is  to  present: 

a.  A brief  review  of  the  physiology  of  di- 
gestion and  intestinal  absorption. 

b.  A useful  guide  of  clinical  procedures 
and  laboratory  tests  to  help  the  clinician  de- 

*  Division  of  Gastroenterology „ Department  of  Medi- 
cine, University  of  Kentucky  Medical  Center,  Lex- 
ington 
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partment of  Medicine,  University  of  Kentucky  Medi- 
cal Center,  Lexington,  Kentucky  40506. 


termine  whether  the  primary  abnormality  is 
in  digestion  or  absorption  and  to  determine 
a specific  etiology,  if  possible. 

c.  An  outline  of  practical  therapy  based  on 
the  determined  pathologic  process  and  nutri- 
ent deficiency. 

Review  of  Physiological  Processes  Controlling 
Intestinal  Absorption 

The  digestion  and  absorption  of  foodstuffs  is 
a complex  and  integrated  process  involving  se- 
cretion of  digestive  juices,  homogenization  and 
mixing  of  food  and  the  orderly  propulsion  out 
of  the  stomach  through  the  small  intestine.  The 
early  phase  begins  in  the  mouth  with  mastica- 
tion and  breakdown  of  starches  (polysac- 
charides) by  salivary  amylase  (ptyalin).  Food 
traverses  the  esophagus  and  enters  the  stomach 
where  gastric  motility  provides  a churning  mix- 
ing action.  Hydrochloric  acid  (HC1)  is  secreted 
by  gastric  mucosal  cells  via  the  stimulus  of  the 
vagus  nerve  and  the  hormone,  gastrin,  which  is 
secreted  by  the  antral  portion  of  the  stomach 
in  response  to  several  stimuli,  including  disten- 
tion. The  gastric  mucosa  also  produces  an  en- 
zyme, “pepsin”,  which  works  in  this  acid  milieu 
to  cleave  the  peptide  linkages  of  proteins  to  form 
polypeptides.  Only  a very  small  percentage  of 
the  water  and  electrolyte  content  of  food  is  ab- 
sorbed at  the  gastric  surface. 

Food,  homogenized  and  mixed,  next  passes 
into  the  small  intestine  where  amino  acids  and 
the  acid  pH  stimulate  the  releasing  of  two  hor- 
mones from  the  intestinal  mucosa  of  the  upper 
intestine. 

1.  “Secretin”  causes  the  secretion  of  an 
alkaline  fluid  by  the  pancreas;  thereby  buf- 
fering the  acid  duodenal  contents  and  raising 
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the  pH  of  the  upper  small  bowel  to  neutrality 
2.  Cholecystokinin- — Pancreomyzin  (CCK) 
concurrently  released  cause  the  gallbladder 
to  contract  and  empty  bile  into  the  duo- 
denum and  the  pancreas  to  excrete  enzymes: 
lipase,  amylase,  trypsin  and  chymotrypsin 
responsible  in  large  measure  for  the  intra- 
luminal digestion  of  fat,  carbohydrate  and 
protein. 

The  average  American  diet  contains  approxi- 
mately 60-100  gms  of  fat  a day,  the  major  por- 
tion of  which  is  in  the  form  of  neutral  fat  or 
triglycerides.  Insignificant  hydrolysis  of  lipid 
occurs  in  the  stomach.  Bile  salts  and  lecithin 
augment  the  previous  mixing  action  of  the 
stomach  and  facilitate  the  formation  of  a fine 
suspension  of  fat  particles,  on  the  surface  of 
which  pancreatic  lipase  has  its  hydrolytic  effect. 
Pancreatic  lipase  preferentially  split  the  ester 
bonds  at  the  T and  3'  position  causing 
breakdown  of  triglycerides  into  2-monoglyc- 
erides and  long  chain  fatty  acids.  These  prod- 
ucts are  subsequently  solubilized  by  forming 
“micelles”,  since  dietary  fat,  fatty  acids  and 
monoglycerides  are  only  sparingly  soluble  in 
water.  Micelles  are  multimolecular  aggregates 
of  bile  salts  and  monoglycerides,  detergent-like 
polar  compounds  which  have  the  ability  to 


bring  into  solution  in  the  micellar  structure  wa- 
ter insoluble  fatty  acids.  Fatty  acids  achieve 
water  solubility,  a necessary  prerequisite  to  ab- 
sorption from  the  lumen,  by  this  process  of 
micellar  solubilization.  When  the  myriads  of 
micelles  approach  the  intestinal  epithelial  cell 
membrane,  fatty  acids  and  monoglycerides  pas- 
sively diffuse  into  the  mucosal  cell  and  in  the 
mucosal  cells  two  further  events  occur: 

a)  resterification  of  fatty  acid  and  mono- 
glyceride to  triglyceride. 

b)  triglycerides  become  associated  with 
cholesterol,  cholesterol  ester,  phospholipid 
and  lipoproteins  to  form  chylomicrons 
which  pass  out  into  the  lacteals  from  the 
base  of  the  mucosal  cell  and  thence  into 
the  general  circulation. 

Adequate  bile  salt  concentrations  are  essen- 
tial for  fat  solubilization  and  micelle  forma- 
tion. This  is  normally  achieved  by  a small  pool 
(3-5g)  of  bile  salts  which  are  secreted  in  the 
bile  and  constantly  re-utilized  through  passive 
diffusion  in  the  proximal  intestine  and  active 
absorption  in  the  ileum.  Normally  approxi- 
mately 96%  of  this  pool  is  re-utilized  in  any 
one  cycle  through  the  intestine,  little  escaping 
into  the  colon  to  be  excreted.  It  is  estimated 


Clinical  Features 

Diarrhea  (bulky,  frequent,  light  colored) 


Table  1 

CLINICAL  MANIFESTATIONS 
Associated  Nutrient 
Fat 


Weight  loss 

Malnutrition 

Abdominal  distention 
Weakness  and  fatigue 
Edema 

Anemia,  iron  deficiency 
megaloblastic 


Total  calories 


Protein* 

Iron 

Vitamin  B12  folic 
acid,  Vitamin  C & E 


Tetany  & Parasthesias 

(Positive  Trousseau  & Chvostek's 
sign) 

Bone,  pain,  pathological  fractures 
skeletal  deformity 
Bleeding,  tendency 

(ecchymoses,  melena,  hematuria) 
Nocturia,  abdominal  distention 


Calcium  Vitamin  D 
Magnesium,  potassium 


Vitamin  K 
Water 


Night  blindness 


Vitamin  A 


Milk  tolerance 


Lactose 


Laboratory  Findings 

Increased  fecal  fat 
Decreased  Caroline  and 
cholesterol 
Increased  fecal  fat 
and  nitrogen 
Decreased  xylose  and 
glucose  absorption 


Reduced  serum  iron 
Low  serum  Vit  B!:  & folate 
Reduced  Vitamin  Bi» 
absorption  test 
Decreased  serum 
Calcium,  Mg  & K 


Prothrombin  time  increased 
Increased  small  bowel 
fluid:  dilution  of  barium 
Flat  Vitamin  A tolerance 
curve 

Flat  lactose  tolerance  curve 
Reduced  mucosal  lactase 
concentration 


*Protein  losing  enteropathy  may  also  be  associated  with  malasorption  syndrome. 
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that  the  pool  is  recycled  twice  during  every 
meal  (6  times  a day)  and  the  usual  loss  of  600 
mgm  bile  salt  and  in  feces  during  the  day  is 
compensated  by  synthesis  from  cholesterol  in 
the  liver  hepatocyte.  Bile  salts  also  play  a role 
in  the  absorption  of  fat  soluble  vitamins 
(A,D,E  & K). 

Pancreatic  amylase  hydrolyses  polysacchar- 
ides to  lower  molecular  weight  sugars  (oligo 
and  disaccharides)  and  pancreatic  trypsin 
(with  elastase  and  carboxypeptidase)  split  pro- 
teins into  peptides.  Both  carbohydrate  and  pro- 
tein absorption  are  also  dependent  on  an  ab- 
sorptive process  at  the  intestinal  mucosal  sur- 
face. Oligo  and  disaccharides  (lactose,  maltose 
and  sucrose)  undergo  further  hydrolysis  at  the 
brush  border  of  the  microvilli  with  production 
of  monosaccharides  (glucose,  galactose  and 
fructose).  Peptides  undergo  hydrolysis  by  pep- 
tidases on  the  brush  border  before  undergoing 
absorption  by  active  or  facilitated  transport  as 
amino  acids. 

Thus,  the  degraded  products  of  fats,  starches 
and  proteins,  along  with  most  of  the  water  and 
electrolytes  and  other  necessary  elements,  such 
as  iron,  calcium,  magnesium  and  folate  become 
available  for  absorption  on  the  extensive  villus 
surface  of  the  duodenal  and  jejunal  portions  of 
the  small  bowel.  Normally,  absorption  is  so  ef- 
ficient that  95%  of  all  nutrients  are  absorbed 
before  they  reach  the  upper  jejunum. 

The  ileum  normally  absorbs  few  nutrients, 
but  in  disease  states  or  removal  of  the  upper 
small  bowel,  the  ileum  can  assume  a greater 
functional  role.  The  ileum  does,  however,  have 
two  important  specific  functions: 

1.  To  absorb  Vitamin  Bi2  once  it  is 
bound  with  gastric  intrinsic  factor. 

2.  To  actively  absorb  bile  salts  which  are 
recycled  to  the  liver  in  the  portal  vein  and 
secreted  again  into  the  biliary  system  (en- 
tero-hepatic  circulation). 

The  colon  physiologically  is  important  in 
actively  absorbing  sodium  and  water  and  trans- 
porting feces  to  be  excreted.  It  is  estimated  that 
the  colon  can  nominally  absorb  2-3  litres  of 
fluid  per  day. 

It  can  be  appreciated  from  this  review  of 
the  interrelated  processes  controlling  normal 
absorption  that  the  process  of  fat  absorption  is 
dependent  on:  1)  the  integrated  emptying  of 
stomach  into  the  upper  intestine  for  effective 
homogenization,  2)  the  pancreas  for  lipase  pro- 


FIG.  1 Shows  the  main  sites  in  the  intestine  for  reabsorp- 
tion of  nutrients 


duction,  3)  the  liver  and  biliary  tract  for  bile 
salt  secretion,  4)  jejunal  mucosa  for  fatty 
acid  absorption  and  chylomicron  formation 
and  5)  lymphatic  system  for  mobilization.  It  is 
vulnerable  to  a variety  of  pathological  proc- 
esses in  different  organ  systems.  Steatorrhea  is 
the  hallmark  of  such  malabsorption  processes. 
Isolated  defects  of  fat,  protein  or  carbohydrate 
may  occur  alone,  although  in  most  diseases,  all 
three  nutrients  are  affected  to  a greater  or  less- 
er extent.  A list  of  conditions  causing  the  mal- 
absorption syndrome  are  shown  in  Table  II1, 
listed  under  the  major  pathogenetic  mechanism 
responsible. 

Clinical  Tests  to  Establish  a Diagnosis2  3 

Patients  suspected  of  having  the  malabsorp- 
tion syndrome  should  have  hematologic  and 
serum  determinations  made,  specifically  a 
CBC,  sedimentation  rate,  serum  calcium,  phos- 
phorus, alkaline  phosphatase,  iron,  prothrom- 
bin time  and  protein  electrophoresis.  Serum 
Bi2  and  folate  levels  may  also  be  helpful  if 
macrocytic  anemia  or  ileal  disease  is  suspected. 
These  determinations  will  delineate  specific 
deficiencies  that  may  need  therapeutic  replace- 
ment and  also  give  clues  to  the  site  and  eti- 
ology of  the  absorptive  disorder.  In  addition, 
specific  tests  for  steatorrhea  and  two  other 
screening  tests  for  fat  malabsorption  should  be 
done.  Sudan  III  staining  of  the  stool  can  be 
done  easily  in  the  office  laboratory  by  mixing 
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Table  2 

CAUSES  OF  THE  MALABSORPTION  SYNDROME 

1.  Defective  Intraluminal  Hydrolysis: 

Stomach  resection 
Pancreatic  insufficiency 
Gastric  Hypersecretion  of  acid 

Non  B islet  cell  tumor  of  pancreas 
Massive  small  bowel  resection 
Exclusion  or  deficiency  of  conjugated  bile  salts 
Biliary  obstruction 
Biliary  cirrhosis 
Ileal  resection 

2.  Primary  Mucosal  Cell  Abnormality: 

Celiac  disease 
A-beta-lipoproteinemia 
Disaccharidase  deficiency 
Monosaccharide  malabsorption 
Cystinuria  and  Hartnup  disease 
Absence  of  B]2-IF  receptor 

3.  Inadequate  Absorptive  Surface: 

Massive  small  gut  resection 
Ileal  resection  or  by-pass 
Jejunal  by-pass 

Jejunocolic  fistula  (large) 

Surgical  gastroileostomy 

4.  Abnormalities  of  the  Intestinal  Wall: 

lleojejunitis,  granulomatous  and  nongranulomatous 

Infectious  enteritis 

Amyloidosis 

Drug  effects 

Radiation  injury 

Eosinophilic  enteritis 

Mastocytosis 

5.  Lymphatic  Obstruction  and  Stasis: 

Lymphoma 

Tuberculosis  (tabes  mesenterica) 

Lymphangiectasis 

6.  Bacterial  Overgrowth  and  Parasitic  Infections: 

Blind  loops 

Multiple  jejunal  diverticula 

Multiple  strictures 

Enteroenteric  or  enterocolic  fistulas 

Scleroderma 

Whipple's  disease 

Tropical  sprue 

Giardia  lamblia 

Strongyloidiasis 

7.  Miscellaneous: 

Carcinoid  syndrome 
Diabetic  neuropathy 
Hypoparathyroidism 
Hypothyroidism 
Hypogammaglobulinemia 
Mesenetric  artery  insufficiency 
Vasculitis  (systemic  lupus  erythematosus,  Degos' 
disease) 

a small  amount  of  stool  and  saline  on  a micro- 
scopic slide  and  adding  a drop  of  Sudan  III 
and  acetic  acid.  Microscopic  examination  will 
show  greater  than  two  yellow-orange  globules 
per  HPF  if  steatorrhea  is  present4.  A serum 
carotene  concentration  of  less  than  60  /i.g/100 
ml  may  indicate  fat  malabsorption.  The  lowest 
values  are  found  usually  in  disorders  of  intesti- 
nal rather  than  pancreatic  origin.  Low  values 
may,  however,  also  occur  in  states  of  malnutri- 
tion. 

If  steatorrhea  is  suspected  clinically,  a 72 
hour  stool  fat  collection 3 is  the  most  reliable 
test  to  substantiate  it.  After  3-4  days  on  at  least 
a 50  gm  fat  diet,  the  total  stool  output  is  col- 
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lected  for  72  hours.  A value  for  excretion  of 
greater  than  6 gm  fat/day,  indicates  fat  mal- 
absorption. The  radioactive  introduced  l131  - 
triolein  absorption  tests  have  not  proved  con- 
sistently reliable.  The  cause  of  this  fat  malab- 
sorption may  be  any  of  the  etiologic  categories 
listed  in  Table  II.  For  instance,  bypass  of  the 
duodenum  in  a Bilroth  II  anastamosis  may  pre- 
vent fat  from  mixing  properly  with  lipase  and 
bile.  Intestinal  mucosal  diseases  (coeliac  dis- 
ease) block  the  mucosal  phase  of  fat  absorp- 
tion, as  does  intestinal  lymphatic  obstruction 
by  lymphoma  or  lymphangiectasia.  Bile  salt  de- 
ficiencies, whether  caused  by  biliary  obstruc- 
tion, ileal  disease  or  resection  and  bacterial 
overgrowth  result  in  inadequate  micelle  forma- 
tion: pancreatic  disease  deprives  the  intestine 
of  lipase  needed  for  fat  absorption.  Generally, 
the  greatest  degree  of  fat  malabsorption  is 
found  in  pancreatic  insufficiency,  daily  fecal  fat 
often  exceeding  30  g/day.  In  intestinal  disease 
states  and  bile  acid  deficiencies,  the  value  is 
generally  15-20g/day.  Misleading  high  values 
may  be  found  in  patients  with  high  dietary  oil 
intake  or  castor  oil  laxatives. 

If  steatorrhea  is  detected  by  these  tests,  one 
should  proceed  to  perform  a D-xylose  and 
Schilling  test;  an  abnormality  in  these  tests 
would  usually  favor  an  intestinal  absorptive 
problem  rather  than  a digestive  disorder.  Xy- 
lose is  a five-carbon  monosaccharide  that  is  pas- 
sively absorbed  from  the  jejunum.  The  fasting 


FIG.  2 Pancreatic  calcification  in  a patient  with  malab- 
sorption due  to  exocrine  pancreatic  disease 
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patient  is  given  25  gm  of  D-xylose  orally  and  a 
5-hour  urine  collection  is  obtained.  Urinary  ex- 
cretion greater  than  4.5  gm  of  xylose  in  5 hours 
is  normal.  Low  values  usually  indicate  mucosal 
disease  of  the  small  bowel  preventing  xylose 
from  being  adequately  absorbed,  or  rarely  bac- 
terial overgrowth  in  the  small  intestine  result- 
ing in  increased  bacterial  utilization  of  the 
sugar.  Pitfalls  in  the  use  of  this  test  include: 
inadequate  fluid  intake  during  the  urine  collec- 
tion, intrinsic  renal  disease,  presence  of  ascites 
and  vomiting  of  the  ingested  xylose.  The  xylose 
test  will  be  normal  in  pancreatic  or  localized 
ileal  disease.  A Schilling  test  is  performed  by 
giving  the  patient  oral  radiolabelled  Vitamin 
Bi2  with  intrinsic  factor.  Parenteral  unlabelled 
Bi2  is  given  beforehand  to  insure  adequate 
body  stores.  Normally  > 1%  of  the  radiola- 
belled Vitamin  Bi2  should  be  excreted  in  the 
urine  in  24  hours.  An  abnormally  low  excretion 
means  mucosal  disease  of  the  ileum  preventing 
the  absorption  of  Vitamin  Bi2  or  bacterial 
overgrowth  in  the  small  bowel  causing  in- 
creased utilization  of  Vitamin  Bi2.  Bacterial 
overgrowth  can  be  suspected  by  reappearance 
of  normal  urinary  excretion  after  antibiotic 
therapy.  An  artificially  low  urinary  excretion 
may  occur  in  states  of  dehydration,  intrinsic 
renal  disease  and  with  incomplete  urine  collec- 
tion. 

To  characterize  a patient  with  suspect  blind 
loop  syndrome,  aspiration  of  intestinal  fluid 
may  be  performed2.  A sample  of  jejunal  fluid 
is  obtained  through  a polyvinyl  tube  and  cul- 
tured after  serial  dilution.  Colony  counts  great- 
er than  105  organisms  and  the  presence  of 
anaerobic  organisms  will  be  diagnostic.  In  addi- 
tion, analysis  of  the  fluid  by  thin  layer  chroma- 
tography for  free  (unconjugated)  bile  salts  can 
be  carried  out.  Another  interesting  recent  pro- 
cedure which  shows  promise  has  utilized  a 
breath  test  for  detected  bacterial  deconjuga- 
tion of  C14-glycine  cholate5. 

The  only  carbohydrate  malabsorption  found 
with  any  frequency  is  lactose  intolerance,  re- 
sulting from  deficiency  of  the  enzyme  lactose 
at  the  intestinal  brush  border.  This  defect  pre- 
vents milk  lactose  from  being  split  to  glucose 
and  galactose  and  results  in  diarrhea.  The  lac- 
tose tolerance  test  consists  of  giving  50  gms  of 
lactose  orally  and  measuring  the  blood  glucose 
every  half  hour.  Lactose  deficiency  is  present  if 
the  blood  glucose  fails  to  rise  20mg%  above 


FIG.  3 Ileal  involvement  in  Crohn's  disease.  This  patient 
had  steatorrhea  due  to  bile  salt  deficiency  and  an  ab- 
normal Schilling  test. 


baseline  and  the  patient  experiences  abdominal 
cramps  and  diarrhea. 

A diagnosis  of  pancreatic  malabsorption  is 
supported  by  evidence  of  previous  episodic 
pancreatitis  and  calcification  with  hyper- 
glycemia. Direct  measurement  of  pancreatic 
exocrine  function  by  secretin-Pancreozymin 
stimulation  tests  are  not  widely  utilized.  They 
are  difficult  to  perform  and  interpret.  A Lundh 
meal  test  is  a simpler  procedure,  which  in- 
volves the  sampling  of  duodenal  contents  after 
a standard  liquid  meal  and  measurement  of 
trypsin  concentrations.  It  has  been  useful  in 
defining  exocrine  pancreatic  failure6. 

Once  the  malabsorptive  state  has  been  estab- 
lished, the  search  should  proceed  for  a specific 
etiology.  Microscopic  study  of  the  stool  is  in 
order  to  look  for  assorted  ova  and  parasites. 
Giardiasis  is  the  most  common  culprit,  espe- 
cially if  hypogammaglobulinemia  is  present  and 
can  be  found  in  the  stool,  duodenal  aspirate 
or  jejunal  biopsy. 

A complement  of  x-ray  studies  are  usually 
valuable  and  should  be  interpreted  by  a skilled 
radiologist.  A flat-plate  of  the  abdomen  may 
show  pancreatic  calcifications.  An  upper  gastro- 
intestinal series  and  small  bowel  series,  includ- 
ing good  views  of  the  distal  ileum,  may  show 
many  abnormalities:  fistulous  connections  be- 
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Table  3 


THERAPEUTIC  APPROACH  TO  THE 
MALABSORPTION  SYNDROME 


Dietary 

General  dietary  measures 


Medium  chain  triglycerides 
(Supplements  caloric 
intake) 

Coeliac  disease 
lactose  intolerance 


Therapy 

High  caloric  diet 
30-40  g (at 
80-90  g protein 
20  g tid  of  the  oil  or 
Portagen  powder 

gluten  free  diet 
exclude  fresh  milk  and 
ice  cream 


Replacement  Therapy 

Pancreatic  extract  Pancreatin  (Viokase)  or 

Pancrelipase  (Cotazym) 

2-3  g with  meals  (Supple- 
mentary NaHCOa,  600 
mg  with  meals  when 
severe) 

Bile  salts  Poorly  tolerated  in  thera- 

peutic doses  (2-3  g with 
meals) 


Supplementation  Therapy 


Vitamins 

A 

D 

K 

Bis 

Folic  acid 
Calcium 
Magnesium 
Iron 

Potassium 

Intestinal  resection 


Oleovitamin  capsule 
(25,000  Ul  1 capsule/ day 
100,000  U I.M.  initially 
10,000  U calciferol  p.o. 
qd 

10  mg  Phytonadione 
Cobalamin  U.S.P.  100 
mcg/mo  IM 

10  mgms  folic  acid  mg, 
p.o.  qd 

Calcium  gluconate  3 gm 
p.o.  tid 

Magnesium,  milk  of  mag- 
nesia 30  ml  p.o.  qd 
Ferrous  sulphate  300  mgm 
p.o.  tid 

KCI  (10%  sol.)  15  ml,  tid 
Cholestyramine  3 gm  p.o. 
tid 


Curvative  Therapy 


Blind  Loop  Syndrome 


Whipple's  disease 
Tropical  Sprue 
Intestinal  Parasites 
Giardiasis 
Strongyloidiasis 


Surgical  management  of  the 
anatomical  abnormality,  if 
practicable 

Tetracycline  250  mgm,  qid 
for  1 5 days 

Tetracycline  250  mgm,  qid 
Tetracycline  250  mgms  qid 
Metronidazole  500  mg  tid 
(Flagyl)  for  7 days 

Thiobendazole,  25  mgm/Kg 
dose  x 3. 


tween  different  levels  of  bowel,  Crohn’s  dis- 
ease, the  hypertrophic  gastric  and  intestinal 
folds  of  Zollinger-Ellison  syndrome,  mass  le- 
sions of  lymphoma,  the  hypoperistaltic  and  di- 
lated proximal  small  bowel  loops  of  scleroder- 
ma and  the  non-specific  “malabsorption  pat- 
tern” of  sprue. 

Peroral  biopsy 7 of  the  jejunum  is  an  im- 
portant diagnostic  procedure  and  has  few  com- 
plications. Biopsy  (aided  by  fluoroscopy)  is 
taken  at  the  level  of  the  ligament  of  Triety. 
Four  conditions  occur  in  which  the  jejunal 


biopsy  is  always  diagnostic: 

1.  Celiac  disease  — villi  are  very  short 
and  the  lamina  is  infiltrated  with  inflam- 
matory cells.  After  treatment  with  gluten- 
free  diet,  the  architecture  returns  toward 
normal. 

2.  Whipple’s  Disease  — the  lamina  is 
filled  with  large  macrophages  laden  with 
PAS  positive  staining  materials. 

3.  Abetelipoproteinemia  — chylomicron 
formation  is  impaired  and  fat-filled  vacu- 
oles appear  in  the  upper  part  of  the  intestinal 
villi. 

4.  Agammaglobulinemia  — distinct  ab- 
sence of  plasma  cells  in  the  mucosa  with 
varied  villous  appearance. 

In  addition,  peroral  biopsy  may  often  be 
helpful  in  the  diagnosis  of  eosinophilic  en- 
teritis lymphoma,  mastocytosis,  amyloidosis 
and  hypogammaglobulinemia  with  giardiasis. 

Treatment  of  The  Malabsorption  Syndrome1 

Once  the  etiology  of  the  malabsorptive  dis- 
order has  been  determined,  management  can 
begin  with  appropriate  treatment.  Symptomatic 
diarrhea  may  be  controlled  with  anti-diarrhea 
agents  [Diphenoxylate  (Lomotil),  codeine,  or 
paregoric],  according  to  the  physician’s  per- 
sonal preference;  although  this  is  rarely  useful 
except  after  extensive  small  intestinal  resection. 
Management  is  primarily  related  to: 

1.  Dietary  control  of  diarrhea  with  a low 
fat  (30-40g)  high  calorie  diet. 

2.  Removal  of  gluten  or  lactose  from  the 
diet  in  coeliac  disease  or  patient  with  lactose 
intolerance. 

3.  Replacement  therapy  for  pancreatic  in- 
sufficiency. 

4.  Supplementation  to  augment  absorp- 
tion of  electrolytes  and  vitamins. 

5.  Curative  surgical  therapy  for  blind 
loop  syndrome  and  chemotherapy  of  in- 
testinal parasites  or  bacterial  growth 
(Whipple’s  disease  or  blind  loop  syndrome). 
A suitable  schema  for  management  is  pro- 
vided in  Table  III. 
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GRAND  ROUNDS 


The  University  of  Kentucky  College  of  Medicine 


This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  fo  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Post  Streptococcal  Diseases,  Part  lit 
Acute  Glomerulonephritis 


ALTHOUGH  acute  post  streptococcal 
glomerulonephritis  is  usually  considered 
a disease  of  childhood,  sporadic  cases  in 
adults  are  not  uncommon.  Approximately  eight 
adults  each  year  are  transferred  to  University 
Hospital  because  of  severe  acute  post  strep- 
tococcal glomerulonephritis.  Kentucky  Depart- 
ment of  Public  Health  vital  statistics  show  15 
deaths  from  acute  nephritis  in  Kentucky  in 
1970  suggesting  that  the  annual  incidence  of 
nonfatal  cases  must  number  in  the  hundreds. 
The  disease  is  of  major  interest  to  renal  im- 
munopathologists  because  it  tends  to  serve  as  a 
clinical  model  for  immune-complex  glomerulo- 
nephritis. Glomerulonephritis  (of  uncertain  eti- 
ology in  most  cases)  has  become  the  leading 
cause  of  end  stage  renal  failure  in  patients  pre- 
senting to  dialysis  and  transplant  units1.  Be- 
cause the  literature  about  streptococcal  ne- 
phritis is  so  voluminous  the  following  discussion 
will  be  limited  to  recent  clinical  information  de- 
rived from  the  application  of  renal  biopsy  to 
clinical  disease.  In  addition,  the  pathophysi- 
ology in  regard  to  immuno-complex  disease 
will  be  briefly  reviewed.  A comprehensive  re- 
view of  streptococcal  nephritis  may  be  found 
elsewhere2. 

Pathogenesis 

Experimental  work  has  indicated  two  basic 
types  of  immunological  disease  involved  in 
glomerulonephritis3.  The  first  and  most  com- 
mon variety  is  that  of  immune-complex  disease 
in  which  foreign  antigen  evokes  a serum  sick- 
ness type  reaction  resulting  in  the  accumula- 

f From  the  Department  of  Medicine,  University  of 
Kentucky  College  of  Medicine,  Lexington.  Part  l 
Acute  Rheumatic  Fever,  was  presented  in  the  De- 
cember, 1972,  issue  of  The  Journal,  page  931. 


tion  of  soluble  antigen-antibody  complexes  and 
complement  fixation  in  the  renal  glomerulus. 
This  reaction  evokes  a secondary  inflammatory 
response  and  in  some  cases  activation  of  the 
coagulation  mechanism.  In  this  form  of 
glomerulonephritis  the  kidney  is  considered  to 
be  an  innocent  bystander  (the  kidney  contains 
the  largest  number  of  filtering  capillaries  per 
unit  organ  weight).  The  second  form  of 
glomerulonephritis  is  that  associated  with  anti- 
glomerular  basement  membrane  antibody  which 
attacks  the  host  glomerular  basement  mem- 
brane. This  mechanism  appears  to  be  responsi- 
ble for  the  nephritis  in  Goodpasture’s  Syndrome 
and  some  cases  of  nonstreptococcal  rapidly 
progressive  glomerulonephritis.  The  clinical 
counterparts  of  the  first  type  (immune-com- 
plex) are  post  streptococcal  glomerulonephritis 
in  which  streptococcal  antigens  are  at  fault  and 
systemic  lupus  erythematosis  nephritis  in  which 
DNA  (of  uncertain  origin)  has  been  identified 
as  the  offending  antigen.  The  sequence  of 
events,  however,  is  more  complicated  than  this 
oversimplified  version  as  illustrated  by  the  dif- 
ferences in  complement  metabolism  in  these 
two  diseases.  In  lupus  nephritis  activation  of 
complement  at  the  beginning  of  the  comple- 
ment cascade  occurs  as  would  be  anticipated  in 
a complement  fixing  antigen-antibody  reaction. 
In  post  streptococcal  glomerulonephritis,  how- 
ever, there  is  a disproportionate  reduction  in 
the  C3  component  of  complement  and  recent 
work  has  shown  a serum  factor  which  may  be 
responsible  for  C3  breakdown  in  acute  post 
streptococcal  nephritis4.  Nevertheless,  elec- 
tron microscopy  in  streptococcal  nephritis 
shows  irregular  subepithelial  deposits,  and  im- 
munofluorescent  staining  is  positive  for  both 
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Beta-1  complement  and  IGG  in  a lumpy, 
bumpy,  granular  pattern  corresponding  to  the 
subepithelial  deposits.  Demonstration  of  strep- 
tococcal products  within  these  complexes  re- 
mains difficult. 

There  are  certain  basic  differences  between 
acute  rheumatic  fever  and  post  streptococcal 
glomerulonephritis  which  are  worthy  of  note. 
Many  sera  types  of  Group  A beta  hemolytic 
streptococci  have  been  associated  with  rheu- 
matic fever  but  the  development  of  this  disease 
does  not  seem  to  occur  after  streptococcal  skin 
infections.  In  contrast,  nephritis  occurs  after 
both  respiratory  and  skin  infections  but  requires 
infection  with  specific  nephritogenic  strains  of 
Group  A streptococci.  Repeat  attacks  are  com- 
mon in  acute  rheumatic  fever  but  quite  rare  in 
post  streptococcal  nephritis.  Noble  has  noted 
that  the  hypothesis  of  cross  reactive  antigens 
(similarity  between  streptococcal  products 
and  cardiac  muscle  antigens)  remains  attractive 
in  rheumatic  fever  but  that  the  possibility  of 
direct  cellular  injury  by  the  streptococcus  has 
not  been  excluded5.  Cross-reacting  antigens 
do  not  appear  to  be  primarily  responsible  for 
nephritis  but  localization  of  streptococcal  anti- 
gen-antibody  complexes  to  the  glomerulus 
might  be  facilitated  by  tissue  antigens  sharing 
common  antigenic  determinants  with  the  strep- 
tococcal organism6. 

Clinical  Course 

Other  Types  of  Immune-Complex  Nephritis 

Before  discussing  some  of  the  clinical  syn- 
dromes associated  with  streptococcal  nephritis 
it  is  well  to  point  out  other  diseases  which 
mimic  streptococcal  nephritis.  Acute  immune- 
complex  nephritis  may  follow  infection  with 
pneumococcal  pneumonia,  staphylococcal  in- 
fection of  atrioventricular  valves,  certain  forms 
of  malaria,  varicella  and  several  other  infec- 
tious diseases.  A newly  discovered  form  of 
chronic  progressive  glomerulonephritis  known 
as  chronic  membranoproliferative  (also  called 
hypocomplementemic  or  mesangio-capillary 
glomerulonephritis)  may  present  with  acute 
nephritis  and  low  serum  complement.  In  this 
disease,  however,  transiently  depressed  serum 
complement  does  not  return  to  normal  (as  it 
does  in  streptococcal  nephritis)  and  a progres- 
sive course  occurs,  eventually  leading  to  termi- 
nal renal  failure.  It  is  quite  likely  that  many  of 


the  cases  of  chronic  glomerulonephritis  thought 
to  be  associated  with  streptococcal  disease  in 
the  past  were  in  fact  examples  of  membrano- 
proliferative glomerulonephritis  in  which 
streptococcal  infection  apparently  plays  no  role. 

Epidemic  and  Sub-Clinical  Nephritis 

The  clinical  presentation  of  streptococcal 
nephritis,  even  in  epidemic  form,  is  often  that 
of  the  acute  nephritic  syndrome  (hematuria, 
proteinuria,  edema,  hypertension  of  acute  on- 
set) several  weeks  after  the  onset  of  strepto- 
coccal infection.  Renal  biopsy  along  with  ap- 
propriate serological  data,  however,  has  shown 
that  many  cases  of  streptococcal  nephritis  are 
sub-clinical.  These  cases  are  manifested  only 
by  microhematuria  and  proteinuria  (which 
sometimes  is  not  even  present)  and  are  diag- 
nosed only  after  a high  index  of  suspicion  on 
the  part  of  the  physician.  In  widescale  epidem- 
ics, often  involving  streptococcal  pyoderma  and 
usually  occurring  in  children,  the  disease  usual- 
ly runs  a benign  course.  A 10-year  follow-up  of 
a well-studied  epidemic  at  the  Redlake  Indian 
Reservation  revealed  that  98.4%  of  the  children 
had  recovered  and  that  one  child  (1.6%)  had 
died  during  the  acute  attack7.  In  contrast, 
acute  sporadic  disease  in  childhood  may  follow 
the  pattern  of  disease  in  the  adult  which  is  list- 
ed below. 

A cute  Nephritis 

Typical  presentation  of  classical  acute 
nephritis  includes  some,  but  usually  not  all,  of 
the  components  of  the  acute  nephritic  syn- 
drome, diminution  of  urine  volume  for  several 
days,  and  transient  azotemia.  Spontaneous  im- 
provement begins  after  several  weeks  resulting 
in  cure  or  prolonged  remission  (see  section  on 
chronic  glomerulonephritis)  in  the  vast  major- 
ity of  patients.  Microscopic  hematuria  and 
residual  histological  changes  often  remain  pres- 
ent for  several  years  and  are  not  cause  for 
alarm  in  the  absence  of  persistent  hyperten- 
sion, heavy  proteinuria  or  azotemia.  The  de- 
velopment of  nephrotic  syndrome  in  the  course 
of  the  disease  is  more  common  in  adults  than 
is  generally  recognized  and  in  one  biopsy  series 
constituted  a 10%  of  adults  with  nephrotic 
syndrome.  The  development  of  this  complica- 
tion in  general  indicates  more  severe  glomeru- 
lar basement  membrane  damage  and  raises  the 
possibility  of  progressive  disease.  However,  the 
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majority  of  these  patients  in  my  experience 
eventually  recover. 

Severe  Forms 

In  approximately  1 to  3%  of  hospitalized 
cases,  acute  renal  failure  with  prolonged 
oliguria  may  occur.  This  complication  was  in- 
variably fatal  in  the  past  but  with  the  advent 
of  aggressive  therapy,  including  hemodialysis, 
the  majority  of  patients  have  recovered  and 
done  well  for  up  to  eight  years8.  Those  pa- 
tients, however,  in  whom  persistent  azotemia 
and  nephrotic  syndrome  or  oliguria  are  associ- 
ated with  many  crescents  (greater  than  70%  of 
glomeruli)  upon  renal  biopsy  tend  to  have  a 
progressive  course  with  development  of  end 
stage  renal  failure  within  6 to  24  months.  This 
syndrome  of  rapidly  progressive  glomerulo- 
nephritis following  streptococcal  infection  has 
been  well  documented  but  fortunately  is  rare. 
It  should  be  remembered  that  the  majority  of 
patients  with  rapidly  progressive  glomerulo- 
nephritis do  not  have  streptococcal  infection. 

Relationship  to  Chronic  Glomerulonephritis 

While  the  short  and  intermediate  course  of 
post  streptococcal  nephritis  are  reasonably 
clear  the  long-term  prognosis  of  those  children 
and  adults  with  a sporadic  attack  remains  con- 
troversial. Several  years  ago  it  had  become 
apparent  that  the  great  majority  of  patients 
with  chronic  glomerulonephritis  did  not  have 
previous  evidence  of  streptococcal  disease  and 
with  the  discovery  of  other  forms  of  non- 
streptococcal  glomerulonephritis  the  pendulum 
had  swung  away  from  the  opinion  that  strep- 
tococcal disease  was  responsible  for  most  cases 
of  chronic  glomerulonephritis.  Recently,  how- 
ever, Baldwin  has  presented  some  circumstan- 
tial evidence  for  the  development  of  hyper- 
tension and  glomerular  sclerosis  after  a long 
quiescent  period  in  adults  with  previous  strep- 
tococcal disease  and  has  raised  the  possibility 
of  progressive  disease  in  these  patients9.  At 
any  rate  the  prognosis  in  the  overwhelming 
majority  of  patients  is  excellent  for  the  first  1 5 
years  and  an  open  mind  should  be  kept  about 
the  longer  term  prognosis. 

Treatment 

The  acute  treatment  of  streptococcal  nephri- 
tis has  been  well  reviewed  by  Kassirer  and  is 
available  from  the  National  Kidney  Founda- 
tion10. The  initial  mortality  rate  of  5%  in  the 


past  has  been  lowered  by  the  use  of  better 
antihypertensive  drugs  and  potent  diuretics 
such  as  furosemide  and  ethacrynic  acid  in  order 
to  control  hypertension,  heart  failure  and  en- 
cephalopathy which  were  the  leading  causes  of 
death  in  the  acute  phase.  As  previously  men- 
tioned, oliguric  acute  renal  failure  can  be  con- 
trolled with  dialysis,  resulting  in  recovery  in 
the  majority  of  these  patients.  The  old  practice 
of  prolonged  bed  rest  for  six  months  is  now  dis- 
couraged and  bed  rest  during  the  acute  phase 
for  several  weeks  only  is  recommended.  Anti- 
biotic therapy  has  not  been  shown  to  produce 
amelioration  of  the  acute  attack  or  even  to  pre- 
vent development  of  nephritis  in  infected  pa- 
tients. However,  antibiotics  are  still  recom- 
mended in  order  to  reduce  colonization  and 
spread  of  the  streptococcus  to  contacts  of  the 
patient.  Although  steroid  therapy  is  occasional- 
ly used  in  the  acute  phase  there  has  been  no 
convincing  evidence  that  steroids  improve  the 
prognosis  and  on  the  other  hand  steroids  may 
cause  exacerbation  of  hypertension  and  other 
serious  side  effects.  In  severe  cases,  particularly 
those  associated  with  progressive  renal  failure 
and  crescents,  anticoagulation  with  heparin  has 
been  reported  to  diminish  the  secondary  role 
of  coagulation  and  improve  prognosis11.  As 
yet  a controlled  trial  with  heparin  has  not  been 
performed.  Finally,  in  those  few  patients  who 
develop  a progressive  course,  renal  transplanta- 
tion has  been  performed  successfully12. 


References 

1.  Schechter,  H.,  Leonard,  C.  D.  and  Scribner,  B.  H.:  Chronic 
pyelonephritis  as  a cause  of  renal  failure  in  dialysis  candidates. 
JAMA  216:514-517,  1971. 

2.  Schwartz,  W.  B.  and  Kassirer,  J.  P.:  Clinical  aspects  of 
acute  post  streptococcal  glomerulonephritis:  In  Diseases  of  the 
Kidney,  2nd  ed.,  Strauss,  M.  B.  and  Welt,  L.  G.  (Eds.); 
Little  Brown,  Boston,  1971;  Vol.  1;  419-462. 

3.  Dixon,  F.  J.:  The  pathogenesis  of  glomerulonephritis. 

Amer.  J.  Med.  44:493-498,  1968. 

4.  Williams,  D.  G.,  Kourilsky,  O.,  Morel-Maroger,  L.  and 
Peters,  D.  K. : G,  breakdown  by  serum  from  patients  with 
acute  post  streptococcal  nephritis.  Lancet  2:360-361,  1972. 

5.  Noble,  R.  C.  and  Dzur,  J.  R : Post  streptococcal  diseases, 
part  1;  Acute  rheumatic  fever.  /.  Ky.  Med.  Assn.  7(7:931-933, 
Dec.  1972. 

6.  Editorial:  Streptococcal  disease  and  nephritis.  Lancet  1:129- 
130,  1972. 

7.  Perlman,  L.  V.,  Herdman,  R.  C.,  Kleinman,  H and 
Vernier,  R L.:  Post  streptococcal  glomerulonephritis,  a 10-year 
follow-up  of  an  epidemic.  JAMA  194:175-182,  1965^ 

8.  Leonard,  CD.,  Nagle,  R.  B.,  Striker,  G.  E.  et  al. : Acute 

glomerulonephritis  with  prolonged  oliguria,  an  analysis  of  29 
cases.  Anti.  Intern.  Med.  73:703-711,  1970. 

9.  Baldwin,  D.  S.:  Natural  history  of  post  streptococcal 
glomerulonephritis.  Abstracts  of  Plenary  Sessions,  V Inter.  Cong. 
Nepb.,  Mexico  City:  45%  Oct.  1972. 

10.  Kassirer,  J.  P. : The  treatment  of  acute  post  streptococcal 
glomerulonephritis.  The  Kidney  4:1-6,  July,  1971. 

11.  Kincaid-Smith,  P.,  Saker,  B.  M.  and  Fairley,  K.  F.: 
Anticoagulants  in  "irreversible''  acute  renal  failure.  Lancet 
2:1360-1363,  1968. 

12.  Richardson,  J.  A.,  Rosenau,  W.,  Lee,  J.  C.  and  Hopper, 
J.:  Kidney  transplantation  for  rapidly  progressive  glomerulonephri- 
tis. Lancet  2:180-182,  1970. 

Charles  D.  Leonard,  M.D. 


252 


April  1973  • The  Journal  o 


Utilization  Review  In  The  Small  Hospitalt 

Henry  B.  Asman,  M.D.* * 


THERE  are,  no  doubt,  many  times  in 
everyone’s  life  when  he  would  have  been 
wiser  to  have  kept  his  mouth  shut.  One 
of  those  occasions  in  my  life  was  when  I volun- 
teered to  appear  on  this  program.  To  com- 
pound the  problem,  once  I did  speak  when  I 
should  have  been  quiet,  I neglected  to  get  on 
the  same  wave-length  with  Mr.  Knighten  and, 
as  a result,  the  subject  I chose  to  discuss, 
though  related,  is  not  that  which  appears  in 
your  program. 

Sometimes  things  work  out  better  than  one 
has  a right  to  expect,  however,  so  I trust  that 
the  challenges  I throw  out  to  you  today  in  dis- 
cussing utilization  review  in  the  small  hospital 
will  have  equal  application  to  the  more  general 
subject  of  the  Medical  Consultant’s  Role  in 
Promoting  Effective  Provider  Utilization  Re- 
view. 

Having  practiced  a rather  limited  specialty 
in  a metropolitan  area  for  some  33  years  prior 
to  assuming  my  duties  as  a Medical  Consultant 
to  the  Medicare  Division  of  Kentucky  Blue 
Cross  about  15  months  ago,  I certainly  have 
no  illusions  about  my  expertise  (or  lack  of  it) 
in  the  area  of  utilization  review  in  the  small 
hospital. 

The  subject  was  chosen  deliberately,  how- 
ever, for  the  obvious  reason  that  I know  very 
little  about  it,  and  hope  that  by  getting  it  on  the 
floor  for  discussion  I would  be  able  to  learn 
from  you  some  of  the  things  I so  badly  need  to 
know. 

There  are,  I believe,  only  a relatively  few 
areas  in  the  country  which  can  boast  of  really 
effective  hospital  utilization  review,  and  these, 
for  the  most  part,  are  concentrated  in  the  more 

t Speech  made  to  the  Medicare  Medical  Consultants 
Region  IV  in  Atlanta  on  January  10,  1973. 

*Medicare  Medical  Consultant,  Blue  Cross  Hospital 
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metropolitan  areas  and  a few  enlightened  states 
which  saw  the  need  for  this  essential  activity  a 
decade  or  so  ago.  Kentucky,  however,  has  al- 
ways been  known  as  a “backward  state”  and, 
though  we  don’t  agree  with  that  in  many  re- 
spects, and  feel  that  Kentucky  is  moving  ahead, 
the  fact  remains  that  we  are  a predominantly 
rural  state  and  have  all  of  the  problems  peculiar 
to  this  way  of  life. 

Kentucky  has  120  counties  and  39,  or  32.5% 
of  them,  have  three  or  fewer  physicians.  Sixty- 
two  counties,  or  slightly  more  than  one-half  of 
the  total,  have  six  or  fewer  physicians. 

We  have  124  hospitals  certified  by  the  State 
Agency  and  for  which  Kentucky  Blue  Cross 
serves  as  Intermediary.  Forty-six  of  these  hos- 
pitals have  a bed  capacity  of  50  or  less,  while 
another  18  institutions  have  between  51  and  75 
beds.  This  means,  of  course,  that  more  than 
one-half  of  the  hospitals  in  Kentucky  have  few- 
er than  76  beds. 

As  a further  bit  of  historical  background, 
peer  review  in  my  area  until  very  recently  has 
consisted  primarily  of  claims  review,  and,  in 
this  area,  I believe  we  have  a pretty  good  track 
record.  Only  in  the  past  few  months,  but  prior 
to  PSRO  legislation,  have  we  really  attempt- 
ed to  switch  our  emphasis  to  utilization  review 
or  quality  control  of  medical  care. 

Being  firmly  committed  to  the  concept  that 
effective  utilization  review  must  start  at  the  lev- 
el of  the  hospital,  I have  burdened  you  with  this 
introductory  material  to  emphasize  the  magni- 
tude of  the  problem  we  face.  How  do  you  con- 
duct effective  utilization  review  in  a hospital 
whose  medical  staff  consists  of  two  to  five 
over-worked  physicians? 

In  researching  this  subject  for  presentation 
here  today,  I found  a real  dearth  of  material 
in  the  literature,  leading  me  to  believe  that  I 
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am  not  alone  in  being  unable  to  come  up  with 
reasonable  and  workable  solutions  to  the  prob- 
lem. 

How  does  a physician  tell  the  only  other 
physician  on  the  staff  that  he  is  keeping  this 
patient  in  the  hospital  too  long,  or  that  he  is  or- 
dering too  many  laboratory  tests  or  x-rays — 
especially  when  the  other  physician  is  his  part- 
ner, or  covers  for  him  on  weekends  or  on  that 
rare  vacation,  or  they  mix  in  the  same  social 
circles.  The  simplistic  answer  is  that,  when  he 
is  reviewing  charts,  he  must  put  all  other  con- 
siderations aside  and  be  completely  objective. 
But,  is  that  the  answer?  Is  that  a realistic  an- 
swer? I think  not! 

We  must  somehow  give  these  physicians  the 
tools  they  need  to  carry  out  such  review  and 
improve  the  quality  of  medical  care. 

Table  1 

HOSPITALS  IN  KENTUCKY 


No.  of  Beds 

Total 

% of  Total 

1 - 50 

46 

37.1 

51-75 

18 

14.5 

76  - 100 

11 

8.9 

101  - 150 

19 

15.3 

Over  1 50 

30 

24.2 

Total 

124 

100.0 

A seldom  mentioned  factor  in  the  overall 
utilization  of  a small  hospital  is  the  lack  of  in- 
centive to  eliminate  unnecessary  hospitalization 
or  excessive  length  of  stay.  These  hospitals, 
lacking  the  sophisticated  facilities  and  diag- 
nostic equipment  found  in  the  larger  hospital 
and  medical  center,  generate  most  of  their  in- 
come from  bed  occupancy.  It  is  not  surprising 
then  that  there  is  no  stimulus  from  the  Ad- 
ministrator or  Governing  Board  to  discharge 
patients  just  as  soon  as  they  have  reached  maxi- 
mum benefits  of  hospitalization.  Empty  beds 
contribute  to  overhead  but  produce  no  revenue. 

The  physician  himself  may  have  no  incen- 
tive. With  a daily  office  work  load  of  75  to  100 
patients,  it  is  much  more  simple  and  less  time 
consuming  to  see  10  or  15  patients  in  the  hos- 
pital, rather  than  make  house  calls  up  and 
down  the  “hollers”  of  Eastern  Kentucky.  That 
this  is  done  for  the  convenience  of  the  physi- 
cian, and  does  not  represent  the  optimum  utili- 
zation of  health  care  facilities,  is  unquestioned. 
But  it  is  a fact  of  life. 

A recent  case  illustrates  the  point.  In  con- 
ducting medical  review  of  Medicare  claims 


from  a 40-bed  county  hospital  with  a two-man 
staff,  one  would  gain  the  impression  that  there 
was  an  excessive  number  of  long-stay  cases. 
The  overall  average  length  of  stay  in  this  hos- 
pital, however,  proved  to  be  4.1  days,  lowest  in 
its  peer  group.  Then  the  computer  told  us  that 
approximately  50%  of  the  admissions  were 
one-  and  two-day  stays,  and  further  investiga- 
tion showed  that  most  of  these  admissions  were 
not  diagnostic,  as  one  might  think,  but  oc- 
curred in  the  late  evening  or  during  the  night. 
The  preliminary  conclusion,  pending  further 
study,  is  that  one  or  both  of  these  physicians 
are  substituting  an  overnight  hospital  admis- 
sion for  a house  call.  How  does  one  convince 
these  physicians  that  this  constitutes  an  abuse 
of  hospital  facilities — other  than  by  denying 
payment  of  claims  and  thus  penalizing  the  pa- 
tient? These  two  physicians  form  the  Utiliza- 
tion Review  Committee  in  this  hospital,  and  the 
minutes  carefully  record  the  fact  that  each  re- 
views the  other’s  charts  (and  never  their  own), 
but  never  is  there  a finding  that  hospitalization 
is  no  longer  necessary,  or  that  the  admission 
itself  was  unnecessary. 

One  suggested  answer  for  a situation  such 
as  just  described  is  the  formation  of  area-wide 
or  regional  utilization  review  committees,  com- 
bining the  review  activities  of  several  hospitals 
and  skilled  nursing  facilities.  This  sounds  like 
a reasonable  procedure  until  one  realizes  that 
there  are  communities  in  Kentucky  which  are 
ten  miles  apart  “as  the  crow  flies”  (across  the 
mountain)  but  40  to  50  miles  apart  by  the 
only  available  road.  The  time  and  travel  in- 
volved seems  to  raise  serious  questions  as  to 
the  feasibility  or  effectiveness  of  this  plan. 

The  use  of  the  itinerant  radiologist,  patholog- 
ist or  visiting  consultant  as  a member  of  the 
Utilization  Review  Committee  has  also  been 
suggested.  We  have  numerous  hospitals  in 
Kentucky  which  cannot  boast  of  these  “lux- 
uries”. X-ray  films  and  laboratory  specimens 
are  sent  to  a medical  center  or  independent  lab- 
oratory and  EKGs  are  transmitted  by  phone 
for  interpretation.  Seriously  ill  or  injured  pa- 
tients, and  most  major  surgical  cases,  are  trans- 
ferred to  larger  hospitals.  I’d  hate  to  think 
that  these  situations  are  peculiar  to  Kentucky! 

So — where  does  that  leave  us? 

Earlier,  I made  the  observation  that  we  must 
provide  the  tools  to  the  physicians  in  small 
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hospitals  to  enable  them  to  carry  out  effective 
review  and  improve  the  quality  of  care.  I also 
pleaded  my  lack  of  expertise  in  the  area  which 
I had  undertaken  to  discuss.  From  this  position 
of  “lack  of  strength”,  may  I then  suggest  that 
the  most  meaningful  solution  to  this  problem 
lies  in  the  area  of  education.  Education  is  really 
what  utilization  review  is  all  about — if  we  are 
interested  in  quality  care,  and  not  just  in  dol- 
lars. 

Just  as  we  must  crawl  before  we  walk,  I be- 
lieve the  first  phase  of  this  educational  process 
is  to  convince  our  peers,  the  physicians,  of  the 
validity  of  the  concept  of  utilization  review. 
Some  progress  is  being  made  in  this  area,  how- 
ever, slowly,  and  I am  naive  enough  to  believe 
that  the  vast  majority  of  the  members  of  the 
medical  profession  will  respond  once  they  are 
shown  that  this  is  not  a punitive  mechanism, 
but  rather  an  opportunity  to  improve  the  quali- 
ty of  their  services  to  their  patients. 

Secondly,  if  we  expect  the  physician  to  re- 
view for  quality  care  he  must  be  provided  with 
“standards”  against  which  he  can  measure  “per- 
formance”. These  standards  must  not  be  too 
rigid  in  their  formulation  but,  rather,  should  be 
looked  upon  as  guidelines.  They  cannot  be  na- 
tional in  scope  but  should  be  developed  on  a 
state  or  regional  level  with  local  input  from 
physicians  whose  knowledge  and  expertise  will 
guarantee  that  the  standards  will  be  high  but 
realistically  capable  of  being  achieved.  The 
Kentucky  Foundation  for  Medical  Care,  an 
arm  of  the  Kentucky  Medical  Association,  is 
presently  developing  such  criteria  for  the  most 
common  diagnoses  leading  to  hospitalization. 
We  have  made  liberal  use  of  the  excellent  in- 
formation already  available  from  such 
sources  as  HUP,  PAS,  the  Pennsylvania  Medi- 
cal Society,  and  others,  but  have  guaranteed 
the  Kentucky  input  by  including  on  our  panels 
physicians  from  all  facets  of  our  Association: 
the  University  professor,  the  specialty  societies 
and  the  Academy  of  Family  Practice,  whose 
members  range  from  the  small  rural  areas  to 
the  metropolitan  centers.  When  our  task  is 
completed,  we  intend  to  place  a copy  of  these 
criteria  in  the  hands  of  every  hospital  utiliza- 
tion review  committee  as  well  as  the  county, 
district  and  state  peer  review  committees.  De- 
pending upon  the  development  of  sufficient  fi- 
nancial support,  it  is  our  hope  that  a copy  of 
the  Manual  can  be  placed  at  every  Nursing 
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Station  in  each  of  the  124  hospitals,  for  this  is 
where  on-going  utilization  review  should  take 
place.  A rather  utopian  thought,  again  depend- 
ent on  financial  resources,  is  the  idea  of  print- 
ing the  criteria  in  a pocket-size  booklet  for  dis- 
tribution to  every  physician  practicing  in  the 
State.  And,  finally,  these  norms  will  be  made 
available  to  all  of  the  third  party  payors. 

In  this  way  it  is  hoped  that  everyone  will  be 
“playing  the  game  with  the  same  set  of  rules.” 
The  physician  will  know  the  criteria  by  which 
the  quality  of  the  care  he  renders  will  be  ap- 
praised and  the  standards  which  he  must  strive 
to  attain.  The  third  parties  will  have  these  same 
standards,  developed  by  physicians,  on  which 
to  base  their  determinations.  Then,  only  the 
exceptions — the  patterns  of  practice  which  fall 
outside  the  guidelines — will  be  necessary  to 
refer  to  peer  review. 

Table  2 

SKILLED  NURSING  FACILITIES* 


No.  of  Beds 

Total 

% of  Total 

1 - 25 

7 

14.0 

26  - 50 

21 

42.0 

51  - 75 

10 

20.0 

76-100 

8 

16.0 

101  - 125 

2 

4.0 

126  - 150 

1 

2.0 

Over  1 50 

1 

2.0 

Total 

50 

100.0 

♦For  which  Kentucky  Blue  Cross  serves  as  Intermediary 

The  third  facet  of  educational  endeavor  is 
continuing  medical  education.  If  the  physician 
is  convinced  that  he  needs  constantly  to  up- 
date his  store  of  medical  knowledge,  and  peer 
review,  or  medical  care  appraisal,  shows  where 
that  need  lies,  then  through  continuing  medical 
education  the  need  can  be  met  and  the  quality 
of  medical  care  enhanced. 

Now,  where  does  our  responsibility,  as  Medi- 
care Medical  Consultants,  lie  in  all  of  this. 

Part  of  our  responsibilities  are  mandated  in 
the  Medicare  law,  which  requires  in  the  Con- 
ditions of  Participation  that  every  provider 
have  a Utilization  Plan  and  a functioning  Utili- 
zation Review  Committee.  Most  of  us  will 
agree,  I believe,  that  the  effectiveness  of  many 
of  these  committees  leaves  much  to  be  desired. 
They  are  little  more  than  rubber  stamps — go- 
ing through  the  motions — with  little  knowledge, 
understanding  or  acceptance  of  Medicare  regu- 
lations and  guidelines,  merely  trying  to  satisfy 
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the  letter  of  the  law.  As  Medicare  Consultants, 
do  we  not  have  an  obligation,  in  fairness  to  the 
patient,  the  provider  and  the  taxpayer,  to  make 
every  effort  to  improve  the  effectiveness  of  the 
Utilization  Review  Committees,  even  if  it 
means  some  initial  irritation  and  antagonism 
between  us  and  our  peers? 

Additional  responsibilities  in  the  area  of  util- 
ization review  will  no  doubt  come  into  clearer 
perspective  when  the  PSRO  regulations  become 
finalized  and  are  issued.  Abstracts  and  sum- 
maries of  the  PSRO  portion  of  the  H.R.  1 
have  been  made  available  from  various  sources 
but,  as  we  all  know,  until  the  Secretary  issues 
the  regulations,  interpretations  are  mere  conjec- 
ture and  I will  not  take  the  time  of  this  group 
in  attempting  to  discuss  them — other  than  mak- 
ing one  observation.  It  is  apparent  that  con- 
siderable emphasis  will  be  placed  on  the  hos- 
pital utilization  review  committee,  provided 
that  the  committee  demonstrates  that  it  can  do 
a “satisfactory”  job.  And  that,  I suppose,  is 
what  we  are  talking  about  this  morning. 


We  have  another  obligation,  it  seems  to  me, 
as  physicians,  regardless  of  our  involvement 
with  Medicare.  I refer,  of  course,  to  our  co- 
operation with  medical  associations,  medical 
foundations  and  others  who  are  attempting  to 
develop  standards  of  care,  promote  effective 
utilization  review  and  stimulate  continuing 
medical  education.  As  Medical  Consultants,  we 
are  in  a unique  position  to  detect  aberrant 
patterns  of  practice  involving  both  over-  and 
under-utilization  of  health  facilities  and  serv- 
ices. Working  with  our  peers  in  the  profession, 
our  efforts  may  one  day  be  rewarded  with  at- 
tainment of  the  goal  we  all  seek — the  best 
possible  medical  care  for  all  of  the  people. 

I have  posed  the  problem  of  how  can  we  ob- 
tain effective  utilization  review  in  the  small 
hospital,  and  have  related  a few  of  my  own 
thoughts  on  the  subject,  but  I most  certainly 
have  not  offered  any  definitive  solution  to  the 
problem. 

That — I leave  to  you!  And  I look  forward  to 
your  response. 


DEPARTMENT  OF  LABOR 


Workmen’s  Compensation  Board 

FRANKFORT,  KENTUCKY  40601 


MEMORANDUM 


TO: 

FROM: 

SUBJECT: 

DATE: 


Kentucky  Medical  Association 

Oscar  Morgan,  Jr.,  Staff  Assistant 
Rehabilitation  Section 

Vocational  Rehabilitation  Services  for  Industrially  Injured 
February  28,  1973 


I am  taking  this  opportunity  to  inform  you  that,  pursuant  to  fulfilling 
the  provisions  of  Kentucky  Revised  Statute  342.710,  a Rehabilitation  Section 
has  been  established  within  the  Workmen's  Compensation  Board.  The  purpose 
of  this  Section  is  to  restore  industrially  injured  employes  to  gainful 
employment . 

Under  the  revised  statute , an  employe  is  entitled  to  vocational  reha- 
bilitation services  if  he  has  suffered  an  occupational  injury  to  the  extent 
that  he  is  unable  to  return  to  employment  for  which  he  has  previous  training 
or  experience.  These  services  include  vocational  training  and  job  placement, 
as  well  as  physical  restoration  services. 

The  primary  purpose  of  this  communication  is  to  inform  you  of  the  avail- 
ability of  services  to  injured  employes  through  the  Rehabilitation  Section  of 
Workmen's  Compensation,  and  to  solicit  your  cooperation  in  the  referral  of 
claimants  whom  you  feel  may  benefit  from  medical  and  vocational  rehabilitation 

services. 
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Problem-Oriented  Medical  Record 


THE  Problem-Oriented  Medical  Record  is 
gaining  great  momentum.  This  patient 
chart  system  is  being  widely  instituted  in 
medical  teaching  facilities,  including  the  Uni- 
versities of  Louisville  and  Kentucky.  It  is  ex- 
pected then  to  be  adopted  by  all  hospitals  even- 
tually to  be  the  standard  out-patient  record.  It 
replaces  the  familiar  and  uniform  system  used 
from  time  immemorial  to  now,  which  is  now 
known  as  the  “source  oriented  record”  and 
which  is  criticized  as  having  too  little  uniform- 
ity and  dependability. 

The  Problem-Oriented  Medical  Record 
starts  with  a “data  base”  instead  of  the  history, 
physical  and  laboratory  results.  The  data  base 
should  be  uniform  for  a given  patient  popula- 
tion so  that  various  patients  will  benefit  from 
appropriately  tailored  and  detailed  inquiries, 
the  standard  of  which  should  be  stable  among 
various  doctors  and  other  medical  personnel. 

The  guiding  light  at  the  center  of  the  system 
is  the  “problem  list”  which  is  a permanent, 
growing,  accurate  reflection  of  the  patient’s 
status  and  which  makes  his  record  a dependa- 
ble, transferable  and  assessable  instrument.  The 
problems  are  numbered,  keep  their  numbers  for 
life  and  state  the  situation  as  accurately  and 
succinctly  as  possible.  Thus,  “epigastric  pain, 
cause  undetermined”  is  a valid  problem  or  di- 
agnosis as  is  “peptic  ulcer”;  but  “rule  out  peptic 
ulcer,  gallstones  or  pancreatitis”  is  unaccepta- 
ble. 

The  progress  notes  are  segmented  into  parts: 
1)  historical  or  subjective  data,  2)  objective 
data,  3)  interpretation,  where  argument  for 
and  against  gallstones,  peptic  ulcers  and  pan- 
creatitis belong  and  4)  plans  including  depar- 


tures from  the  original  objectives.  These  notes 
are  numbered  to  correspond  with  the  pertinent 
problem  and  the  problem  list  is  kept  current. 

The  criticisms  of  the  problem  oriented  rec- 
ord include  that  this  is  pretty  much  what  we 
have  always  done,  that  this  makes  the  record 
more  important  than  the  patient  and  that  the 
discipline  of  keeping  the  record  correctly  is  too 
time-consuming.  If  this  is  what  we  have  al- 
ways done,  then  surely  there  will  be  no  objec- 
tion to  the  few  changes  in  terminology  for  the 
sake  of  uniformity.  The  emphasis  on  the  pa- 
tients record  as  an  accurate  and  current  reflec- 
tion of  the  patient  status  is  surely  well  placed; 
to  settle  for  less  is  to  acknowledge  the  record’s 
worthless  estate. 

One  of  the  most  important  virtures  of  the 
problem  oriented  record  system  is  that  it  makes 
available  for  assessment  the  patient,  the  doctor 
and  the  patient’s  care.  This  is  an  important 
step  in  introducing  computer  techniques  into 
both  patient  care  and  record  assessment  and  if 
these  assessments  are  to  be  made  in  the  future, 
the  only  practical  method  will  be  with  computer 
assistance. 

Only  the  actual  practice  of  this  method  can 
answer  the  questions  about  its  worth  and  dura- 
bility but  this  is  now  underway.  The  wider  the 
acceptance  and  enthusiasm  by  physicians,  the 
greater  the  chances  for  success  in  elevating  the 
distinction  and  usefulness  of  the  medical  rec- 
ord to  its  proper  position.  The  doctor’s  hand- 
writing has  been  subject  to  ridicule  for  cen- 
turies. It  is  time  to  make  a bold  effort  for  good 
records. 

AEO 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

APRIL 

19-21  Workshop  and  conference  on  Pulmonary 
Thromboembolism,  University  of  Kentucky 
Medical  Center*.  Program  chairman:  Kazi 
Mobin-Uddin,  M.D.  Registration  fee:  $150 
(conference)  and  $100  (workshop),  Lexing- 
ton 

19  Ninth  Annual  Rheumatic  Disease  Symposium, 
Health  Sciences  Center  Auditorium,  Universi- 
ty of  Louisville  School  of  Medicine,  Louis- 
ville 

24  2nd  Trustee  District  meeting,  Owensboro 
Country  Club,  Owensboro 

25  1st  Trustee  District  meeting,  Paducah  Country 
Club,  Paducah 

30-May  1 Workshop  on  Cardiac  Diagnosis  and 
Treatment,  University  of  Kentucky  Medical 
Center*.  Program  Chairman:  Borys  Surawicz, 
M.D.  Registration  fee:  $60.  11  hours  A AFP 
credit  requested. 

MAY 

1 13th  Trustee  District  meeting,  Ashland 

2 14th  Trustee  District  meeting.  Pikeville 

2-4  Symposium  on  Pediatric  Radiology,  Universi- 
ty of  Kentucky  Medical  Center*,  Lexington 

8 10th  Trustee  District  meeting,  Lexington 

9-12  Annual  Meeting,  Kentucky  Chapter,  Ameri- 
can Academy  of  Family  Physicians,  Ramada 
Inn-Bluegrass  Convention  Center,  Louisville 

11-12  Spring  meeting,  Kentucky  Orthopaedic  Soci- 
ety, Rowntowner  Motor  Lodge,  Covington 

17  “Medical  Aspects  of  Sports  Seminar,”  Eastern 
Kentucky  University,  Richmond 

24-25  Spring  meeting,  Kentucky  Chapter,  Ameri- 
can Academy  of  Pediatrics  and  spring  post- 
graduate course.  University  of  Kentucky  De- 
partment of  Pediatrics,  Lexington 


*For  further  information  regarding  conferences  and 
workshops  at  the  University  of  Kentucky,  contact 
Frank  R.  Lemon,  M.D.,  Associate  Dean  for  Continu- 
ing Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


JUNE 

12  3rd  Trustee  District  meeting,  Hopkinsville 

14-15  Emergency  Room  Nurses  Seminar,  Ramada 
Inn,  Louisville 

IN  SURROUNDING  STATES 

APRIL 

25- 26  Postgraduate  course,  “Peripheral  Vascular  Dis- 

ease,” Cleveland  Clinic  Foundation,  Cleveland 

26- 28  Congress  on  Medical  Ethics,  sponsored  by 

AMA  Judicial  Council,  Washington  Hilton 
Hotel,  Washington,  D.C. 

29-30  Congress  on  Environmental  Health,  sponsored 
by  AMA,  Ambassador  West  Hotel,  Chicago 

MAY 

9-10  Postgraduate  course,  “Advances  in  Derma- 
tology,” Cleveland  Clinic  Foundation,  Cleve- 
land 

12  Postgraduate  course,  “Gastrointestinal  Endo- 
scopy: Techniques  and  Applications,”  Cleve- 
land Clinic  Foundation,  Cleveland 

JUNE 

24-28  AMA  Annual  Meeting,  Americana  Hotel, 
New  York 


Ky.  ENT  Society  To  Hold 
1st  Meeting  May  2-3 

The  first  annual  meeting  of  the  Kentucky  ENT 
Society  is  scheduled  for  May  2-3  to  be  held  at  the 
Kentucky  Colonel  Inn  in  Louisville. 

Featured  speakers  for  the  two-day  event,  which  be- 
gins with  registration  at  4 p.m.  on  May  2,  are  Robert 
D.  Lindberg,  M.D.  and  Richard  H.  Jesse,  M.D.,  both 
from  Anderson  Hospital  in  Houston,  Texas. 

A business  meeting  will  be  held  on  Wednesday 
evening.  May  2,  followed  by  the  evening  lecture  pre- 
sented by  Doctor  Lindberg  entitled  “Radiotherapy, 
Before  or  After  Surgery.” 

Doctors  Jesse  and  Lindberg  will  present  lectures 
on  numerous  subjects  during  the  Thursday  morning 
scientific  program. 
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ORGANIZATION  SECTION 


KMA  Annual  Meeting  Accredited 
As  Education  Course  By  AMA 

During  the  1972  KMA  Annual  Meeting,  an  AMA 
Survey  Team  reviewed  the  various  program  sessions 
for  purposes  of  scientific  and  educational  content. 
The  Survey  Team,  which  was  composed  of  physicians, 
is  part  of  a mechanism  developed  by  the  AMA  to 
accredit  continuing  medical  education  courses  and 
opportunities  offered  by  state  medical  associations. 
Notification  was  recently  received  that,  on  the  basis 
of  the  Survey  Team  Report,  the  AMA  Council  on 
Medical  Education  had  approved  the  KMA  Annual 
Meeting  as  an  accredited  continuing  education  course. 

According  to  the  Survey  Team’s  report  of  their 
review,  some  outstanding  portions  of  the  Annual 
Meeting  were  the  consistent  excellence  of  scientific 
content  and  coordinated  specialty  group  meetings. 
The  Team  also  commented  favorably  on  the  large 
number  of  member  participants  who  registered  and 
the  supporting  technical  exhibits. 

It  is  anticipated  that  this  accreditation  will  be  a 
beneficial  supplement  to  a statewide  continuing  edu- 
cation system  being  considered  by  the  KMA  Medical 
Education  Committee. 

The  members  of  the  Scientific  Program  Committee 
are  to  be  highly  commended  for  their  outstanding 
work  in  structuring  the  scientific  sessions  of  the  An- 
nual Meeting  and  engaging  speakers  of  national  prom- 
inence. The  KMA  Meeting  will  be  listed  in  an  August, 
1973  issue  of  the  Journal  of  the  American  Medical 
Association  as  an  accredited  continuing  education 
course. 

Kentucky  Represented  By  15 
At  AMPAC  Workshop 

The  AMA-AMPAC  Public  Affairs  Workshop  held 
March  10  and  11,  1973,  in  Washington,  D.  C.  was 
attended  by  15  KEMP  AC  representatives.  Political 
experts  Neil  R.  Peirce,  Richard  M.  Scammon  and 
F.  Clifton  White  gave  their  views  on  the  effect  of 
the  1973  election  on  the  American  political  system. 

The  Workshop  sessions  covered  such  subjects  as 
PAC  membership,  improving  communication  effec- 
tiveness, candidate  support  committees,  state  PAC 
Board  organization,  the  physician’s  role  in  campaign 
management  and  evaluation  and  federal  health  legis- 
lation and  regulation. 

An  analysis  of  federal  health  legislation  was  dis- 
cussed by  a panel  composed  of  Russell  B.  Roth,  M.D., 
President-Elect  of  AMA;  U.S.  Representative  James 
F.  Hastings  (R-N.Y.);  U.S.  Senator  J.  Glenn  Beall, 


Jr.  (R-Maryland)  and  John  Zapp,  D.D.S.,  Deputy 
Assistant  Secretary  of  Legislation  (Health),  U.S. 
Department  of  HEW. 

KEMPAC  was  honored  by  being  presented  the 
second  place  Women  Membership  Award  at  the 
AMPAC  Annual  Banquet.  Political  satirist  Mark 
Russell,  who  has  become  a tradition,  gave  his  usually 
excellent  presentation. 

George  Bush,  Chairman,  Republican  National 
Committee,  and  Robert  Strauss,  Chairman  of  the 
Democratic  National  Committee,  were  present  at 
the  final  session  and  provided  information  on  the 
past  and  future  course  of  national  politics  which 
was  followed  by  an  interesting  question  and  answer 
session. 

KEMPAC  members  in  attendance  at  the  meeting 
were  former  AMPAC  Chairman,  Hoyt  D.  Gardner, 

M. D.  and  Mrs.  Gardner,  Vice-Chairman,  KEMPAC 
Board;  Lee  C.  Hess,  M.D.,  KMA  President;  Robert 

N.  McLeod,  Jr.,  M.D.,  Chairman,  KMA  Board  of 
Trustees;  Fred  C.  Rainey,  M.D.,  Chairman,  KEMPAC 
Board;  Mrs.  George  W.  Schafer,  President,  Woman’s 
Auxiliary  to  KMA;  Mrs.  William  Pearson,  KEMPAC 
Board  Secretary;  Carl  Cooper,  Jr.,  M.D.,  KEMPAC 
Assistant  Treasurer;  Bennett  L.  Crowder,  M.D., 
KEMPAC  Director;  Donald  C.  Barton,  M.D., 
KEMPAC  Director  and  Mrs.  Barton;  Mrs.  T.  Robert 
Taylor;  Robert  G.  Cox,  KMA  Executive  Director  and 
Jerry  E.  Mahoney  and  Gilbert  L.  Armstrong  of 
KMA  staff. 


William  P.  McElwain,  M.D.,  Commissioner  of  Health,  (left) 
discusses  matters  of  environmental  interest  with  Thomas 
O.  Harris,  Commissioner  for  Natural  Resources  and  En- 
vironmental Protection  (center)  and  John  E.  Trevey,  M.D., 
Lexington,  Chairman  of  the  KMA  Committee  on  Environ- 
mental Quality  (right).  Commissioners  McElwain  and 
Harris  recently  attended  a meeting  of  the  Committee 
on  Environmental  Quality  held  at  the  KMA  Headquarters 
Office  in  Louisville. 


(tcky  Medical  Association  • April  1973 


259 


Ky.  Surgical  Society  To  Meet 
May  25,  26  at  Jenny  Wiley 

The  annual  spring  meeting  of  the  Kentucky  Sur- 
gical Society  will  be  held  May  25  and  26  at  Jenny 
Wiley  State  Park  in  Prestonsburg. 

David  B.  Skinner,  M.D.,  Pro- 
fessor and  Chairman  of  the  De- 
partment of  Surgery,  University 
of  Chicago  Hospitals  and  Clinics, 
will  be  the  featured  speaker  for 
the  two-day  session.  Editor  of  the 
Journal  of  Surgical  Research, 
Doctor  Skinner  Doctor  Skinner  will  speak  on 
“Gastroesophageal  Reflux  and  Hiatal  Hernia”  and 
“Mesenteric  Vascular  Disease.” 

In  addition  to  Doctor  Skinner’s  presentations,  pa- 
pers will  be  presented  by  several  members  of  the 
Kentucky  Surgical  Society. 

Ky.  Honored  By  AMA  Conference 

The  Membership  Achievement  Award  was  present- 
ed to  the  Kentucky  Medical  Association  on  February 
18,  by  the  1973  AMA  National  Leadership  Confer- 
ence “in  behalf  of  the  entire  federation  of  American 
medicine.” 

The  award  was  given  in  recognition  of  the  1972  in- 
crease in  AMA  membership  over  the  previous  year. 

First  Generic  Drug  List 
Due  By  September 

Recent  information  from  the  Associated  Press  in- 
dicates the  first  generic  drug  list  in  Kentucky  may  be 
ready  for  distribution  to  physicians  and  druggists  by 
September,  1973. 

N.  Earl  Becknell,  Director  of  the  Narcotic  and 
Drug  Control  Program  for  the  State  Department  of 
Health,  said  the  Drug  Formulary  Council  hopes  to 
include  about  20  drugs  on  the  first  list. 


KMA  INTERIM  MEETING 

Since  the  1973  KMA  Interim  Meeting  took  place  at 
press  time,  it  was  not  possible  to  Include  a story  and 
pictures  on  the  meeting  in  this  issue  of  The  Journal. 
Complete  coverage  will  appear  in  the  May  issue. 


KMA  Physicians  Host  Dinner 
For  Ky.  Congressmen 

The  Kentucky  Medical  Association  hosted  its  16th 
Annual  Washington  Dinner  on  March  13.  Invited  to 
the  dinner  and  reception  were  both  of  Kentucky’s 
U.  S.  Senators  and  all  the  U.S.  Representatives  from 
Kentucky.  Administrative  assistants  of  the  Congress- 
men also  attended. 

On  Monday  afternoon,  March  12,  a briefing  session 
was  held  for  those  in  attendance  at  the  AMA  Wash- 


ington Office.  HEW  representatives  were  also  present 
and  discussed  several  important  health  issues.  Visits 
were  made  on  an  individual  basis  with  all  the  mem- 
bers of  Kentucky’s  Congressional  delegation. 

Lee  C.  Hess,  M.D.,  Florence,  President  of  KMA 
and  Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 
for  National  Affairs,  KMA  Legislative  Committee, 
express  their  appreciation  to  the  27  Kentucky  phy- 
sicians and  wives  who  attended  the  Annual  Wash- 
ington Dinner. 


In  lirmnrtam 


GARLAND  L.  DYER,  M.D. 

Louisville 

1885-1973 

Garland  Lambuth  Dyer,  M.D.,  died  on  February 
27,  1973,  at  the  age  of  87.  A 1913  graduate  of  the 
University  of  Louisville  School  of  Medicine,  Doctor 
Dyer  had  been  a general  practitioner  until  1969  when 
he  retired  due  to  illness.  He  was  a member  of  the 
Jefferson  County  Medical  Society,  and  the  Kentucky 
and  American  Medical  Associations. 


GUINN  S.  COST,  M.D. 

Hopkinsville 

1915-1973 

Guinn  Shaw  Cost,  M.D.,  57,  died  on  March  3, 
1973.  A surgeon,  Doctor  Cost  graduated  from  Van- 
derbilt University  School  of  Medicine  in  1940.  He 
was  an  emeritus  member  of  the  Pennyrile  Medical 
Society,  as  well  as  the  Kentucky  and  American  Medi- 
cal Associations. 


BERT  C.  BACH,  M.D. 

Whitesburg 

1882-1973 

Bert  C.  Bach,  M.D.,  died  on  March  3,  1973,  at 
the  age  of  91.  A 1910  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Doctor  Bach  was  a 
general  practitioner  for  many  years  in  Whitesburg. 
He  was  an  emeritus  member  of  the  Kentucky  Medical 
Association. 


EDWARD  D.  MUDD,  M.D. 

New  Haven 
1878-1973 

Edward  D.  Mudd,  M.D.,  died  on  March  12  in 
Louisville,  at  the  age  of  93.  He  practiced  medicine 
at  New  Haven  for  64  years  after  graduating  from  the 
University  of  Louisville  School  of  Medicine  in  1904. 
A general  practitioner.  Doctor  Mudd  was  an  emeritus 
member  of  the  Kentucky  Medical  Association. 
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A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WATER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide!  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  RR.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


What’s  in  it 
for  her? 

All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


ethinyl  estradiol/50 


ethyn 

diacetate/1 


Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

• heavy  flow 
large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmented 
very  feminine  appearam 
occasionally  short 
premenstrual  syndrome 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 

This  formulation,  which  h 
less  estrogenic  activity  ar 
a moderate  progestogen 
dominance,  may  be  a goo 
beginning. 


mestranol/100  meg 


ethynodiol  diacetate/1  mg 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


Ovuleri 

Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0 1 mg. 

Each  pink  tablet  in  Ovulen-28®  is  a 
placebo  containing  no  active  ingredients 

for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


norethynodrel/2.5  mg. 


mestranol/0.1  mg. 


Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg /mestranol  0.1  mg. 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

*Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

• scanty  menses 

• small  breasts 

• thin,  often  tall, 
sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 

• thin  vaginal  lining, 
tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique"  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


)emulen 

ailable  in  21-  and  28-pill  schedules 

ch  white  tablet  contains:  ethynodiol 
icetate  1 mg. /ethinyl  estradiol  50  meg 
ch  pink  tablet  in  Demulen-28*  is  a 
pricebo  containing  no  active  ingredients 

tfiell  suited  to  most  women 
i hen  low  estrogenic  activity 
iQtid  moderate  progestogen 
Jminance  are  preferred 


Ovulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  0vulen-28®  and  Demulen-28®  is  a placebo,  containing  no  active  ingredients. 


Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimateanimal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  someanimal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occuror  be  suspected  thedrug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain13 
leading  to  this  conclusion,  and  oneI * * 4  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  Doll3 
was  about  sevenfold,  while  Sartwell  and  associates4  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  in 
glucose  tolerance  has  been  observed  in  a significant  percentage  of 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed ; 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  con-  < 
stitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  shoulc 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted.  Susceptible  women  may  experience  an  increase  ir 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  con 
traceptives— A statistically  significant  association  has  been  demon 
strated  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere 
bra  I thrombosis. 


Although  available  evidence  is  suggestive  of  an  association,  such  i 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  throm 
bosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp 
toms  (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treat 
ment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease) 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  o 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individual: 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  ir 
users  of  oral  contraceptives,  an  association  has  been  neither  con 
firmed  nor  refuted:  anovulation  post  treatment,  premenstrual-liki 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  o 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhage . 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  ore 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  reter 
tion  and  other  tests;  coagulation  tests:  increase  in  prothrombin,  Factor 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extract 
able  protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapon 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Cor 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13-26', 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P:  Investigation  c 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  an 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-19 
(April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.:  Investigation  of  Relatio 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease. 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwel 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromtx 
embolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Contrc 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969. 
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Enovid-E 


with  estrogen- 
dominant/ 
nonandrogenic 
activity 


norethynodrel  2.5  mg./mestranol  0.1  mg. 


Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  oi 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  tf 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  lutei 
izing  hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  ar 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  applicab 
to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 


Enovid-E9 

brand  of  norethynodrel  with  mestranol 

I Product  of  Searle  Laboratories 

Division  of  G D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began  37] 


Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro  Con 

□ □ Maternal  and  Child  Care  programs7 

□ □ Federal  funds  to  expand  medical 

schools? 

□ □ Federal  aid  to  medical  students? 

□ □ Expanded  nurse  training  programs? 

□ □ Expanded  physician’s  assistant  pro- 

grams? 

□ □ Restricted  experimentation  of 

HMO's? 

□ □ More  effective  occupational  health 

and  safety  laws? 

□ □ Nation-wide  program  of  community 

emergency  medical  services? 

□ □ Voluntary  national  health  insurance? 

□ □ National  health  insurance  plan  fed- 

eralizing all  healthandmedicalcare7 

If  you're  for  the  first  nine  but  against  the  tenth, 


you  stand  where  the  AMA  stands  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N Dearborn  St./Chicago  III,  60610 


r 

General 

LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 
OF  BEING  CHOSEN 

BY  THE 

Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 

AND  OFFICE  FURNISHINGS 


12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 

ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 

1 20  Bauer  Ave.,  Louisville-St.  Matthews 

(502)  896-0383 

L ) 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
: 5 CC.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROeRIG 

A division  ot  Pfizer  Pharmaceuticals 

New  York,  New  York  1001? 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1 cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.;  family 
maximum  dose,  4 tsp.) 


with  a single  dose  of  Antiminth 

” (pyrantel  pamoate) ORALSUSPENS,ON 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 

ROeRIG 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 


ORAL  SUSPENSION 


While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
‘Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 





What’s 
on  your 
patients 
face... 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
‘senile”  keratoses...  and 
they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T.*  seen  on  3/29167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6/12/67,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxypropyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream /solution 
...  a Roche  exclusive 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


'Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes— 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.'  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.2  3 4 

Significantly  more  potent  in  vitro  than 


nystatin.5  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients' 46 
And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2,3 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  of  potency.  Consider  Candeptin 
for  your  next  vaginal  moniliasis  patient. 


CANDEPTIN 

(candicidin) 


These  are  Candeptin: 

The  highly  effective  candicidin 
for  all  your  vaginal  moniliasis  patients. 


Description:  Candeptin  (candicidin) 
Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm  or  0.06%  Candicidin  activity  in 
U S P petrolatum.  3 mg.  of  Candicidin  is 
contained  in  5 gm.  of  ointment  or  one 
applicatorful  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vacelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm  U S P petrolatum. 
Action:  Candeptin  Vaginal  Ointment. 
Vaginal  Tablets,  and  Vacelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components  During  pregnancy  manual 
Tablet  or  Vacelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vacelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vacelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear 
Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28.  in  foil  with 
inserter  — enough  for  a full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 


Federal  law  prohibits  dispensing  without 
prescription. 

References:  I.  Olsen.  J R Journal-Lancet 
85  287  (July)  1965  2.  Giorlando,  S.W 
Ob/Gyn  Dig.  73:32  (Sept.)  1971  3.  Decker. 

A Case  Reports  on  File,  Medical  Department, 
Julius  Schmid  4.  Giorlando.  SW.  Torres.  J.F., 
and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec. 

90  370  (Oct.  1)  1964  5.  Lechevalier.  H : 
Antibiotics  Annual  1959-1960  New  York. 
Antibiotica  Inc  , 1960.  pp.  614-618  6.  Friedel. 

H J : Maryland  M.J.,  75:36  (Feb  ) 1966 


Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York.  New  York  10019 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VAGELETTES 
Vaginal  Capsules 


Intestinal  Malabsorption 

(Continued  from  page  249) 

4.  Drummey,  G.  D,,  Benson,  J.  A.  and  Jones  C.  M.:  Micro- 
scopic examination  of  the  stool  in  steatorrhea.  N Engl  J Med 
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5.  Sherr,  H.  P.,  Sasaki  Y,  Newman  A.  et  al:  Detection  of 
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6.  Bramwell,  C.  H.,  Lennard  Jones,  J.  E.  Sherif,  S.  M.  and 
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testinal Juice  as  a Diagnostic  Test  of  Pancreatic  Disease  Gut 
8:404-414,  1967. 

7.  Trier,  J.  S. : Diagnostic  Value  of  Peroral  Biopsy  of  the 
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INNOVATIVE  COMPREHENSIVE 

HEALTH  PROGRAM  in  rural  setting  needs 
following  professional  staff  for  Family  Health 
Care  Program:  physicians,  nurses,  and  den- 
tists (Kentucky  licensed).  Federally  funded, 
decentralized.  Preventive  oriented.  Write  or 
phone  Mountain  Comprehensive  Health  Cor- 
poration, Begley  Building,  Hazard,  Kentucky 
41701.  Telephone:  (606)  439-1314. 

MCHC  is  on  Equal  Opportunity  Employer 


WANTED: 

FULL  TIME  EMERGENCY  ROOM  PHYSICIANS 

GENERAL  SURGEON 
GENERAL  OR  FAMILY  PRACTICE 

New  beautifully  equipped  380-bed  hospital 
Good  Salary  and  inducements 

For  details  on  this  and  other  private  practice 
opportunities  throughout  the  South,  call 
collect: 

502/589-3790 

Professional  Relations  Department 
EXTENDICARE,  INC. 

P.O.  Box  1438 
Louisville,  Kentucky  40201 
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POST-  GRADUATE 
SYMPOSIUM 

ON 

RHEUMATIC  DISEASES 


Auditorium,  Health  Science  Center 


APRIL  19, 1973 


Louisville  Medical  Center 


Preston  & Walnut  Streets 


SPONSORED  BY  THE  UNIVERSITY  OF  LOUISVILLE  SCHOOL  OF  MEDICINE 
AND  THE  KENTUCKY  ARTHRITIS  FOUNDATION 


CURRENT  TOPICS  IN  RHEUMATOLOGY 

This  symposium  will  present  selected  topics  of  current  interest  to  update  the  physician 
in  new  methods  and  advances  in  rheumatology.  Highlights  will  include  the  mechanism 
of  inflammation  in  arthritis,  newer  useful  laboratory  procedures,  radioisotope  tech- 
niques for  joint  examination,  developments  in  the  surgery  of  rheumatoid  arthritis  and 
newer  knowledge  in  scleroderma,  polymyalgia  rheumatica  and  other  nonarticular  rheu- 
matic disorders.  There  will  be  panel  discussions  with  audience  participation. 


PROGRAM  DIRECTOR:  DAVID  H.  NEUSTADT,  M.D. 


ALFONSE  T.  MASI,  M.D. 
Memphis,  Tennessee 

CHARLES  M.  PLOTZ,  M.D. 
Brooklyn,  New  York 

NAOMI  F.  ROTHFIELD,  M.D. 
Hartford,  Connecticut 

A.  B.  SWANSON,  M.D. 

Grand  Rapids,  Michigan 

THOMAS  E.  WEISS,  M.D. 

New  Orleans,  Louisiana 

GERALD  WEISSMANN,  M.D. 
New  York,  New  York 

NO  REGISTRATION  FEE 


New  Findings  in  Scleroderma: 

Clinical,  Pathologic  and 
Epidemiologic 

Polymyalgia  Rheumatica  and 
Other  Forms  of  Nonarticular 
Rheumatism 

Laboratory  Procedures  in 
Rheumatic  Diseases 

Finger  Joint  Replacement 
Surgery  in  Rheumatoid  Arthritis 

Radioisotopes  in  Rheumatic 
Diseases:  Clinical  Application 

Mechanism  of  Inflammation  in 
Arthritis 

LUNCHEON  FEE  $2.00 


Approved  for  six  accredited  hours  by  American  Academy  of  Family  Physicians 

FOR  FURTHER  INFORMATION  CONTACT  KENTUCKY  ARTHRITIS  FOUNDATION,  1381  BARDSTOWN  RD.,  LOUISVILLE,  KY.  40204 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspi ri n control . 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 


Tandearil  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
rout  ne  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Inlormatlon. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


TA  9041 


more  than  sleep 

YOUR  CHOICE  OF  SLEEP  MEDICATION 
IS  WISELY  BASED  ON  MORE  THAN 
SLEEP-INDUCING  POTENTIAL 


Sleep  with 
relative  safety 

Chronic  tolerance  studies  have  con- 
firmed the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression 
of  cardiac  or  respiratory  function  was 
noted  in  patients  administered 
recommended  or  higher  doses  for 
as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse 
reactions  were  reported,  they  were 
mild,  infrequent  and  seldom  required 
discontinuance  of  therapy.  Morning 
“hang-over”with  Dalmane  has  been 
relatively  infrequent.  Dizziness, 
drowsiness,  lightheadedness  and  the 
like  have  been  the  side  effects  noted 
most  frequently,  particularly  in  the 
elderly  and  debilitated.  (An  initial 
dose  of  Dalmane  15  mg  should  be 
prescribed  for  these  patients.) 


Sleepfor7to8 
hours  without  need 
to  repeat  dosage 
during  the  night 

No  sleep  medication  has  been  as 
rigorously  evaluated  in  the  sleep 
research  laboratory  as  Dalmane. 
Insomnia  patients  given  one  30-mg 
capsule  of  Dalmane  (flurazepam  HCI) 
at  bedtime,  on  average:  fell  asleep 
within  17,  minutes,  had  fewer  night- 
time awakenings,  spent  less  time 
awake  after  sleep  onset,  and  slept  for 
7 to  8 hours  with  no  need  to  repeat 
dosage  during  the  night. 


Sleep  with 
consistency— 
no  waning  of 
therapeutic 
effectiveness 

Over  multiple  nights  of  therapy,  no 
waning  of  drug  effectiveness  was 
noted. There  was  consequently  no 
need  to  increase  dosage  during  the 
study  periods.  It  stands  to  reason 
that  the  fewer  repeat  or  incremental 
doses  needed  to  sustain  sleep,  the 
lower  the  total  cost  of  the  sleep  medi- 
cation. Consistent  effectiveness  is  the 
measure  of  Dalmane(flurazepam  HCI) 
economy. 

When  your  evaluation  of  insomnia 
indicates  the  need  for  a sleep  medi- 
cation, consider  Dalmane— a single 
entity  nonnarcotic,  nonbarbiturate 
agent  proved  effective  and  relatively 
safe  for  relief  of  insomnia. 


(flurazepam  HCI) 

When  restful  sleep  is  indicated 


One  30-mg  capsule  h.s.— usual  adult  dosage. 
One  15-mg  capsule  h.s.  — initial  dosage 
for  elderly  or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e  g.,  operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age. Though  physical  and  psychology 
dependence  have  not  been  reported  o 
recommended  doses,  use  caution  in  ao 
ministering  to  addiction-prone  individt 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated 
initial  dosage  should  be  limited  to  15  m 
to  preclude  oversedation,  dizziness  am 
or  ataxia.  If  combined  with  other  drug 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effe 
Employ  usual  precautions  in  patients; 
who  are  severely  depressed,  or  with 


depression  or  suicidal  tendencies, 
tic  blood  counts  and  liver  and  kid- 
net  ion  tests  are  advised  during 
ited  therapy.  Observe  usual  precau- 
n presence  of  impaired  renal  or 
lie  function. 

se  Reactions:  Dizziness,  drowsi- 
1 ightheadedness,  staggering,  ataxia 
filing  have  occurred,  particularly 
;rly  or  debilitated  patients.  Severe 
on,  lethargy,  disorientation  and 
probably  indicative  of  drug  intoler- 
>r  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia 
euphoria,  depression,  slurred  speech, 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mgflurazepam  HCI. 


He  won't  resist 
feeling  better  witt 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
tf  non-constipating 


LIQUID 


MYLANTA 


TABLETS 

® \ 

aluminum  and  magnesium  hydroxides  with  simethicone 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Are  there  significant 
differences  in  bioavailability 
and  clinical  predictability 
among  drug  products? 


Results  of  a questionnaire  to 
7,000  physicians: 

44.6% 

Agree  there  is  a significant 
difference 

24.9% 

Believe  there  is  no  difference 


30.5% 

Had  no  opinion 


Are  there  significant  difference 
in  bioavailability  and  clinica 
predictability  among  drug  products 


Teacher  of  Medicine 


Alfred  Gilman,  Ph.D. 

Wm.  S.  Lasdon 
Professor  & Chairman 
Department  of 
Pharmacology 
Albert  Einstein 
College  of  Medicine  of 
Yeshiva  University 


I think  that  there  can  be 
a very  great  distinction 
between  generic  drugs  and 
brand  name  drugs.  And  that 
applies  to  products  of  origi- 
nal research  that  have 
outlived  their  patent  pro- 
tection as  well  as  to  drugs 
that  have  long  been  in  the 
public  domain.  Let  me  ex- 
plain why. 


The  Importance 
of  the  Manufacturing 
Environment 
In  terms  of  formulation, 
quality  control,  and  the 
ability  to  reproduce  an  es- 
sentially identical  product, 
batch  after  batch,  I doubt 
that  many  firms  are  prop- 
erly equipped  to  put  out  a 
product  that  is  as  carefully 
controlled  as  the  product 
marketed  by  a pharmaceu- 
tical company  with  sophis- 
ticated research  and  high 
quality  manufacturing  fa- 
cilities. For  example,  when 
a company  comes  out  with 
its  own  preparation  of  a 
drug  that  has  just  lost  its 
patent  protection,  there  is 
no  assurance  that  the  drug 
it  produces  will  be  a thera- 
peutic equivalent.  The  raw 
material  could  be  identical 
and  yet  bioavailability 
might  vary  from  complete 
unavailability  to  that  which 
is  equivalent  to  the  original. 

It  Isn’t  Enough  to  Meet 
USP  and  NF  Standards 

Meeting  USP  and  NF 
standards  is  not  enough  to 
guarantee  therapeutic 
equivalence.  In  certain  in- 
stances, stricter  standards 
must  be  applied.  Right 
now,  the  New  York  Heart 
Association  has  a commit- 
tee that  is  studying  the 
problem  of  digoxin  equiva- 


lency. I am  certain  that 
they  are  going  to  recom- 
mend a bioavailability  as- 
say of  a particular  digoxin. 
Unless  this  is  done,  they 
will  not  recommend  it  for 
purchase  or  use  in  New 
York  City  hospitals.  It  rep- 
resents too  much  of  a haz- 
ard. They  have  gone  so  far 
as  to  recommend  a batch- 
by- batch  certification  of 
bioavailability  even  though 
the  company  has  been  re- 
producing and  marketing  a 
digoxin  product  through 
the  years. 

The  Problem  of  Controlling 
Bioavailability  of  Generics 
The  FDA  does  not  have 
the  manpower  to  inspect 
the  quality  control  capabil- 
ities of  hundreds  of  houses 
specializing  in  generic 
products.  And  I don't  think 
that  the  average  pharma- 
cist is  knowledgeable  or 
aware  of  the  quality  and 
bioavailability  of  the  infi- 
nite numbers  of  generic 
preparations.  A recom- 
mendation has  been  made 
that  every  time  a generic 
house  (or  for  that  matter  a 
large  pharmaceutical  com- 
pany) markets  an  already 
existing  drug  for  the  first 
time,  a modified  new  drug 
application  should  be  sub- 
mitted. The  manufacturer 
would  have  to  show  that  his 
compound  is  the  therapeu- 
tic equivalent  of  the  stand- 
ard compound  in  use, 
assuming  that  the  standard 
compound  is  one  that  has 
been  available  for  an  ex- 
tended period  — say  15 
years.  This  would  be  one 
indication  that  the  control 
of  bioavailability  is  begin- 
ning to  get  the  attention 
that  it  deserves. 


Clinical  Predictability 
More  Important  Than  PM 

Although  the  question 
price  has  been  greatly  ■ 
aggerated,  it  is  true  t 
patients  can  on  occas 
save  money  on  gent 
drugs.  But  you  are  not 
ing  to  dare  attempt  to  $ 
money  if  it  jeopardizes 
patient’s  health.  Let’s  I 
turn  to  the  example  ( 
has  become  very  promir 
in  recent  years,  that  of 
cardiac  glycosides.  T 
are  probably  the  most  t> 
drugs  we  use  with  res] 
to  the  small  difference 
tween  a maximally  effec 
dose  and  a toxic  dose.  W 
you  are  dealing  with  di 
of  this  type,  the  first  < 
cern  must  be  clinical 
dictability.  At  the  risl 
variations  in  bioavaik  ! 
ity,  it  would  be  sheer  f 
to  try  to  save  the  pat 
what  might  amounl 
maybe  $10  or  $20  a y 
The  physician  cannot  n 
age  his  patient  unless  1 
sure  that  the  drug  h 
prescribing  has  the  s 
positive  effect  each  1 - 
the  prescription  is  rene' 
This  is  especially  sig  1 
cant  when  the  patient  t 
the  product,  not  for  moi 
but  for  the  rest  of  his  li 
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ferent  preparations  of  a 
, ig  substance  may  be  de- 
pd  by  certain  physical, 

, -mical  or  biological  char- 
[eristics,  identity  is  not 
ays  assured  even  though 
„ | se  characteristics  may 
described  in  compendia 
h as  the  USP,  NF  or  de- 
ed by  other  specific 
iree  standards.  More- 
■r,  even  with  equivalent 
ig  substances,  similar 
armaceutical  products 
1 be  produced  by  differ- 
manufacturers  such 
it  these  products  are  bio- 
ically  or  therapeutically 
quivalent. 

\ Growing  Awareness 
of  Potential  for 
Nonequivalence 
\s  experience  increases 
h drug  substances  de- 
ed from  different  sources 
if  under  different  condi- 
ns,  it  should  be  possible 
establish  specifications  in 
ficient  detail  to  minimize 
■ potential  for  their  non- 
uivalence.  However, 
■re  is  general  agreement 
tit  product  therapeutic 
f jivalence  would  still  not 
t assured  even  if  one  could 


minimize  nonequivalence 
of  drug  components  pro- 
duced by  different  manu- 
facturers. Arguments  re- 
late largely  to  the  extent 
of  product  inequivalences. 
Experience  over  the  past 
six  years  has  uncovered  a 
greater  incidence  of  non- 
equivalence of  products 
prepared  by  different  man- 
ufacturers from  generically 
equivalent  substances  than 
many  had  previously  sur- 
mised. 

Newer  Bioavailability 
Studies  Reveal  Differences 

Bioavailability  may  be 
defined  as  a measure  of  the 
rate  and  amount  of  absorp- 
tion of  a drug  substance 
from  its  administered  dos- 
age form.  For  several  years 
pharmaceutical  scientists 
have  proposed  that  bio- 
availability data  on  pre- 
sumably equivalent  dosage 
forms  provide  the  best 
measure  of  product  equiva- 
lence-short of  adequate 
clinical  trial.  In  their  con- 
tinued search  for  shortcuts 
to  the  evaluation  of  product 
equivalence,  medical  and 
pharmaceutical  scientists 
have  increasingly  relied 
upon  bioavailability  char- 
acteristics as  reflected  by 
blood  levels  of  a drug  after 
its  administration  to  hu- 
man subjects. 

Leading  manufacturers 
now  conduct  comparative 
bioavailability  studies  on 
their  own  product  dosage 
forms  after  production 
process  changes  that  would 
have  been  considered  in- 
consequential a few  years 
ago.  This  isn’t  surprising, 
since  there  are  so  many 
possible  differences  in  pro- 
duction operations  that  the 
opportunities  for  inequiva- 


lent generic  and  brand 
name  products  are  numer- 
ous-even when  the  pro- 
duction process  begins  with 
identical  chemical  sub- 
stances. Moreover,  repu- 
table manufacturers  are 
striving  to  improve  in  vitro 
control  measures,  such  as 
dissolution  characteristics, 
which  are  being  related 
more  meaningfully  to  bio- 
availability  reference  data. 

As  a result  of  advances  in 
scientific  instrumentation 
and  analytical  methodology 
which  permit  measure- 
ments of  small  quantities  of 
drug  substances  in  the 
body,  our  abilities  to  detect 
differences  in  bioavailabil- 
ity and  possible  therapeutic 
nonequivalance  have  ap- 
preciably improved. 

Product  Selection 
Based  on  Patient  Response 

Improved  specifications 
and  standards  can  better 
assure  the  equivalence  of 
drug  substances.  Manufac- 
turers, compendia  and  reg- 
ulatory agencies  can  all 
play  a part.  However,  it  is 
the  drug  product,  not  the 
drug  substance , that  the 
physician,  pharmacist, 
nurse  and  patient-customer 
utilize.  How  can  these  indi- 


viduals make  or  influence 
specific  product  selections 
to  minimize  variations  in 
therapeutic  equivalence  of 
multisource  drugs?  Pa- 
tients’ responses  to  a drug 
product  provide  a basis  of 
experience  to  aid  the  phy- 
sician in  his  selection  of  a 
particular  product.  The 
nurse  and  pharmacist  can 
also  help  detect  patient  re- 
sponses, but  ultimate  re- 
sponsibility must  remain 
with  the  physician. 

Reputation  of 
Manufacturer  as  Basis  for 
Product  Selection 
The  physician,  to  assure 
that  his  patients  receive 
quality  health  care,  must 
rely  upon  the  capabilities 
of  the  reputable  pharma- 
ceutical manufacturer  who 
is  equipped  to  develop,  pre- 
pare and  control  a quality 
product  of  uniform,  reliable 
therapeutic  performance. 
Substitution  with  purport- 
edly equivalent  generic 
products  that  are  only  su- 
perficially evaluated  by  an 
imitator  manufacturer  can 
place  the  health  of  the  pa- 
tient secondary  to  factors 
of  price  or  convenience  for 
the  provider. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  Street,  N.W..  Washington.  D.C.  20005 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


lillfP  „ -wlp 


I N PlCATtONS^f fferapeutTcatfy*,  used  as  an  adjuncts  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  as  m:  • infected  burns,  skin  grafts,  surgffcal  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris, Iparonychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 


Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfat< 
5,000  units:  zinc  bacitracin  400  units:  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatun 
q.s.  In  tubes  of  1 oz.  and  Vt  oz.  and  %2  oz.  (approx.)  foil  packets 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Application 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT  SECTION 


1973  Annual  Meeting 

Ramada  inn-Bluegrass  Center 


Kentucky  Medical  Association 

Louisville,  Kentucky  September  1 8,  1 9,  20 


Fill  Out  and  Mail  to: 

ARNOLD  C.  WILLIAMS,  M.D.,  Chairman 

Committee  on  Scientific  Exhibits 
Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 


Applications  for  space  should  be  received 
before  July  1,  1973. 

The  Kentucky  Medical  Association  welcomes 
and  supports  scientific  exhibits  as  a facet  of 
continuing  postgraduate  education. 


1 . Title  of  exhibit 

2.  Name(s)  of  exhibitor (s)  

Address  

Professional  title  

3.  Institution  if  other  than  exhibitor 

4.  Amount  of  linear  footage  required 

(all  side  walls  are  four  feet) 

SHELF  DESIRED? Yes No 

5.  Do  you  wish  lighting  other  than  the  bracket  lights  provided? Yes No. 

(SPOTLIGHTS  ARE  NOT  FURNISHED) 


6.  Will  summary  printed  matter  be  available  or  obtainable  for  the  interested  physician? 

7.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  the  exhibit 


8.  Has  this  exhibit  been  displayed  before?  If  so,  when  & where? 


9.  Please  attach  a brief  outline  which  includes  a general  idea  of  your  exhibit. 


Date 

Signature  of  Applicant 

KMA  provides,  without  cost  to  the  exhibitor,  simple  shelves,  bracket  lights  and  a title  sign,  pro- 
vided all  items  are  approved  in  advance  by  the  Scientific  Exhibits  Committee. 

Transportation  and  erection  costs  are  the  responsibility  of  the  exhibitor. 

View  Boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying  directly  to  the  Joseph 
T.  Griffin  Company,  704  West  Main  Street,  Louisville,  Kentucky  40202. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


New 

Dosage  Form: 


Chewable 

tablets 

Mintezol 

THIABENDAZOLE  i MSD) 


50  easy  to  take 
everyone  in  the  family 
:an  keep  to  the 
'egimen  you  prescribe 


nclude:  fever,  facial  flush,  chills,  conjunctival  injection, 
ingioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
n boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
jottles  of  120  cc. 

"or  more  detailed  information,  consult  your  MSD  representa- 
ive  or  see  full  prescribing  information.  Merck  Sharp  & 
lohme,  Division  of  Merck  & Co..  Inc..  West  Point.  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINT EZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Yz 

50 

0.5 

1 

75 

0.75 

IVz 

100 

1.0 

2 

125 

1.25 

2Vz 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

'Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


OE>  EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE  Southern  Optical  Bldg. -640  S.4th 
Contact  Lenses  - 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

new  ALBANY  Professional  Arts  Bldg.,  1919  State  Street 
bowling  green  524  East  Main  Street 

owensboro  Doctors  Bldg.,  1001  Center  Street 


* Opfetf 


CHARGE  ACCOUNTS 
INVITED 

BankAmericard 
Master  Charge 
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Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


CftMor 


AUeryyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

MHnwtapp 

M'.vhithibs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  1 00  and  500. 

AH-pOBINS 

A.  H,  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don't  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2.  3.  or  4 contains  Phenobarbital  ('/*  gr.) . 16  2 mg  (warning 
may  be  habit  forming);  Aspirin  (2%  gr.),  162  0 mg  : Phenacetin  (3  gr.).  194  0 mg  ; Codeine 
phosphate.  ’/»  gr.  (No  2),  Vi  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

xr:  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
v!'  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va. 


AH ROBINS 


Halotestin  mg  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin?>  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets.  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment of  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration 
1.  Primary  eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituilarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  lemale:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement,  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 

JA7I-1008R 


who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis  If  this  occurs  the  drug 
should  be  discontinued  Watch  female  patients 
closely  for  signs  of  virilization  Some  effects  may 
not  be  reversible  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne  Decreased  ejaculatory 
volume  Gynecomastia  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
laundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets 
5 mg  — bottles  of  50  scored  tablets. 

10  mg  — bottles  of  50  scored  tablets 
For  additional  product  mlormation.  see  your 
Upiohn  representative  or  consult  the  package 
circular.  meo  b-6*s  imahi 


■ 
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lamazoo  Michiaan  49001 
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How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium* 25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  ot  the  dosage 


strength  ;is.\yeiJ  asSflhe  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  sereri/the,  2 !5-imre  strength  of  Librium  tre- 
quently  provides  the  neyessaryaptianxiety  action  with  a 
minimum  of  unwanted  adverscqre'actions.  Librium  25  mg 
is  a convenient  dosage  form  lor' th^  relief  of  severe, 
incapacitating  anxiety,'  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  ot  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some 


people  develop  excessive 


psychic  tension  and  need  your  counseling, 


> 

and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nig;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 
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To  help  you  manage  excessive  psychic  tension 


- when  manhood  ebbs... 


' due  to  testicular  deficiency 


Halotestin'5mS  tablets 

fluoxymesterone/  Upjohn 

oral  hormone  replacement  with  parenteral-like  potency 


Halotestin®  Tablets  — 2,  5 and  10  mg 

(fluoxymesterone  Tablets.  U.S.P.,  Upjohn) 

Indications  in  the  male:  Primary  indication  in  the 
male  is  replacement  therapy.  Prevents  the  devel- 
opment of  atrophic  changes  in  the  accessory  male 
sex  organs  following  castration: 

1.  Primary  eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  secondary 
to  androgen  deficiency.  3.  Those  symptoms  of 
panhypopituitarism  related  to  hypogonadism  4. 
Impotence  due  to  androgen  deficiency.  5.  Delayed 
puberty,  provided  it  has  been  definitely  estab- 
lished as  such,  and  it  is  not  just  a familial  trait. 

In  the  lemale:  1.  Prevention  of  postpartum  breast 
manifestations  of  pain  and  engorgement.  2.  Pal- 
liation of  androgen-responsive,  advanced,  inoper- 
able female  breast  cancer  in  women  who  are  more 
than  1,  but  less  than  5 years  post-menopausal  or 
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who  have  been  proven  to  have  a hormone-de- 
pendent tumor,  as  shown  by  previous  beneficial 
response  to  castration. 

Contraindications:  Carcinoma  of  the  male  breast. 
Carcinoma,  known  or  suspected,  of  the  prostate. 
Cardiac,  hepatic  or  renal  decompensation.  Hyper- 
calcemia Liver  function  impairment.  Prepubertal 
males  Pregnancy. 

Warnings:  Hypercalcemia  may  occur  in  immobil- 
ized patients,  and  in  patients  with  breast  cancer. 
In  patients  with  cancer  this  may  indicate  progres- 
sion of  bony  metastasis.  If  this  occurs  the  drug 
should  be  discontinued.  Watch  female  patients 
closely  for  signs  of  virilization.  Some  effects  may 
not  be  reversible  Discontinue  if  cholestatic  hepa- 
titis with  jaundice  appears  or  liver  tests  become 
abnormal. 

Precautions:  Patients  with  cardiac,  renal  or  he- 
patic derangement  may  retain  sodium  and  water 


thus  forming  edema.  Priapism  or  excessive  sexual 
stimulation,  oligospermia,  reduced  ejaculatory 
volume,  hypersensitivity  and  gynecomastia  may 
occur.  When  any  of  these  effects  appear  the  an- 
drogen should  be  stopped. 

Adverse  Reactions:  Acne.  Decreased  ejaculatory 
volume  Gynecomastia  Edema.  Hypersensitivity, 
including  skin  manifestations  and  anaphylactoid 
reactions.  Priapism  Hypercalcemia  (especially  in 
immobile  patients  and  those  with  metastatic  breast 
carcinoma).  Virilization  in  females.  Cholestatic 
jaundice. 

How  Supplied 

2 mg  — bottles  of  100  scored  tablets. 

5 mg  - bottles  of  50  scored  tablets. 

10  mg  - bottles  of  50  scored  tablets 
For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  •-«-* 
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MESSAGE 
FROM  THE 
PRESIDENT 


Physician's  Annual  Registration 

ALL  doctors  in  Kentucky  are  undoubtedly  aware  by  now  that  the  State  Board 
of  Medical  Licensure  has  instituted  a $12  per  year  renewal  fee  for  re- 
licensing of  all  physicians  who  have  previously  been  licensed  in  Kentucky. 
There  seems  to  be  considerable  misunderstanding  on  the  part  of  our  members 
regarding  this  relicensing  fee  and  I want  to  take  this  opportunity  to,  hope- 
fully, clarify  one  or  two  major  points. 

The  State  Board  of  Medical  Licensure  came  about  as  a result  of  the  desire 
of  Kentucky’s  physicians  to  retain  medical  licensing  as  a prerogative  of  the 
medical  profession.  When  this  new  agency  was  formed  it  was  determined  that 
the  most  feasible  place  for  that  office  to  be  located  would  be  in  the  KMA  Head- 
quarters Building.  The  $12  relicensing  fee  (Kentucky  was  the  last  state  in  the 
nation  to  institute  a relicensing  fee)  does  not  go  to  the  Kentucky  Medical  Associa- 
tion. All  the  money  collected  from  physicians  becomes  state  funds  and  is  used  to 
provide  necessary  services  which  are  required  under  state  statute. 

The  desire  of  our  profession  to  retain  medical  licensure  as  a physician-only 
function  was  largely  responsible  for  our  legislative  creation  of  this  new  Board. 
While  your-  fees  become  state  funds,  I firmly  believe  they  are  essential  and  are 
being  put  to  proper  use  on  behalf  of  all  Kentucky  physicians. 


PUBLIC  HEALTH  PAGE 


DDT-Substitute  Pesticides  — A Public  Health  Problem! 

William  P.  McElwain,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


THE  Environmental  Protection  Agency 
banned  almost  all  uses  of  DDT  in  the 
United  States,  effective  January  1,  1973. 
This  action  and  the  de-emphasized  use  of  the 
other  “hard  pesticides”  such  as  dieldrin,  aldrin, 
heptachlor,  etc.,  for  agricultural  purposes  has 
precipitated  the  necessity  to  select  substitute 
compounds.  The  domestic  use  of  DDT  had 
been  primarily  restricted  to  cotton,  soybeans 
and  peanuts  since  1968. 

These  alternate  insecticides,  particularly  the 
organophosphates  such  as  parathion,  guthion, 
azodrin,  di-syston,  etc.,  and  carbamates  such 
as  furadan  and  lannate,  present  a much  greater 
acute  hazard  to  untrained  applicators  and 
others  who  come  in  direct  contact  with  them. 
An  intensive  effort  by  State  and  Federal 
agencies  was  recently  inaugurated  in  Kentucky 
and  13  other  southern  states  to  create  an 
awareness  of  using  the  alternate  insecticides 
safely.  The  program  was  particularly  addressed 
to  the  small  producer  who  may  be  less  in- 


fThis  article  was  prepared  by:  E.  Edsel  Moore,  Di- 
rector, Pesticide  Program,  Division  of  Environmental 
Services,  Kentucky  State  Health  Department,  275  East 
Main  Street,  Frankfort,  Kentucky  40601. 


formed.  Despite  this  action,  it  is  anticipated 
that  there  will  be  an  influx  of  human  episodes 
of  overexposure  this  usage  season  or  during 
the  transitional  period.  Consequently,  it  is 
important  that  physicians  become  familiar 
with  the  diagnosis  and  treatment  procedures 
in  order  to  institute  prompt  and  proper  medi- 
cal attention,  should  they  be  confronted  with 
a poisoning  involving  these  compounds. 

There  is  an  indication  that  pesticide  mor- 
bidity is  a problem  in  Kentucky.  In  a recently 
completed  comprehensive  study  that  involved 
reviewing  approximately  1.8  million  records  at 
40  of  the  State’s  public  hospitals,  387  pesticide 
episodes  serious  enough  to  require  physician 
attention  were  discovered. 

Admission  records  were  reviewed  for  the 
four  year  period,  1968-71  and  emergency  room 
records  for  1970-71. 

Although  only  12.4%  of  the  total  incidents 
were  agriculturally  oriented,  the  organophos- 
phate  insecticides  were  the  most  frequently 
implicated.  This  group  of  chemicals  was  re- 
sponsible for  52  of  the  total  cases  and  41 
for  the  DDT  group. 

A paper  of  the  study  has  been  considered 
for  publication  in  a future  issue  of  the 
Archives  of  Environmental  Health. 


296 


May  1973  • The  Journal  of 


EMERGENCY  MEDICAL  TREATMENT  FOR  ACUTE  ORGANOPHOSPHATE 
AND  CARBAMATE  INSECTICIDE  POISONING12 


Organophosphorus  Compounds 

Carbamate  Compounds 

Commercial 

Malathion 

Abate* 

Carbaryl  (sevin*  1 

Products 

Diazinon 

Imidan* 

Baygon* 

And 

Dicapthon 

Gardona* 

Zectran* 

Generic 

DDVP  (vapono’l 

Ethion 

Thiram 

Names 

Naled  (dibrom*) 

Parathion 

Vapam* 

Fenthion  (baytex*) 

TEPP 

Carbofuran  (furadan*) 

Dimethoate  (cygon*) 
Dursban* 

Mevinphos  (phosdrin*) 
Phorate  (thimet*) 
Monocrotophos  (azodrin*) 
Azinphosmethyl  (guthion*) 
Carbophenothion  (trithion*) 
Fensulfothion  (dasanit*) 
Disulfoton  (di-syston*) 
Demeton  (systox*! 

Dyfonate* 

Methomyl  (lannate*) 

Pharamacoligic 
Action  or  Site 

Anticholinesterase 

Anticholinesterase 

of  Toxicity 

Modes  of 
Absorption 

Ingestion,  Inhalation  & skin 

Ingestion,  inhalation  & skin 

Toxicity 

Moderate  to  EXTREME 

Slight  (carbaryl)  to 
Moderate  (baygon)  to 
Severe  — lannate  (oral) 

S 

1.  mild  — anorexia,  headache,  dizziness,  weakness. 

anxiety, 

Constriction  of  pupils 

Y 

tremors  of  tongue  & eyelids,  miosis,  impairment 

of  visual 

Salivation 

M 

acuity. 

Profuse  sweating 

P 

2.  moderate  — nausea,  salivation,  lacrimation,  a 

bdominal 

Lassitude 

T 

cramps,  vomiting,  sweating,  slow  pulse,  muscular 

tremors. 

Muscle  incoordination 

O 

3.  severe  — diarrhea,  respiratory  difficulty,  pinpoint  and 

Nausea 

M 

non-reactive  pupils,  pulmonary  edema,  cyanosis 

loss  of 

Vomiting 

s 

sphincter  control,  convulsi 

ons,  coma  and  heart  block. 

Diarrhea 

Epigastric  pain 
Tightness  in  chest 

T 

SPEED  IS  IMPERATIVE 

SPEED  IS  IMPERATIVE 

R 

1.  atropine  injection  — 1-4  mg.  Repeat  2 mg.  when  toxic 

1.  atropine  injection  — 1-4  mg.  Re- 

E 

symptoms  begin  to  recur 

(15-60  minute  intervals).  Exces- 

peat  2 mg.  when  toxic  symptoms 

A 

sive  salivation  good  sign 

more  atropine  needed. 

begin  to  recur  ( 1 5-60  minute  in- 

T 2.  Keep  airways  open.  Aspirate,  use  oxygen,  insert  endo- 

M tracheal  tube.  Do  tracheotomy  & give  artificial  respiration 

E as  needed. 

N 3.  For  ingestion  lavage  stomach  with  5%  sodium  bicarbonate 

T if  not  vomiting.  For  skin  contact,  wash  with  soap  and 

water  (eyes  — wash  with  isotonic  saline)  Wear  rubber 
gloves  while  washing  contact  area. 

Treatment  for  parathion  has  been  improved  with  the 
availability  of  2-PAM  (2-pyridine-aldoxime  methiodide). 
In  addition  to  atropine  give  2-PAM  1 gm.  intravenously 
at  a slow  rate  over  a period  of  5 minutes  and  administer 
again  periodically  as  indicated.  More  than  one  injection 
may  be  required. 

AVOID  MORPHINE,  THEOPHYLLIN,  AMINOPHYLLIN,  BAR- 
BITURATES OR  PHENOTHIAZINES. 

Do  not  give  atropine  to  a cyanotic  patient.  Give  artificial 
respiration  first,  then  administer  atropine. 


tervals).  Excessive  salivation  good 
sign  more  atropine  needed. 

2.  Keep  airways  open.  Aspirate,  use 
oxygen,  insert  endotracheal  tube. 
Do  tracheotomy  and  give  artificial 
respiration  as  needed. 

3.  For  ingestion,  lavage  stomach  with 
5%  sodium  bicarbonate  if  not 
vomiting.  For  skin  contact,  wash 
with  soap  & water  (eyes  — wash 
with  isotonic  saline).  Wear  rubber 
gloves  while  washing  contact  area. 

4.  Oxygen 

5.  AVOID  THEOPHYLLIN  AND  AMIN- 
OPHYLLIN OR  BARBITURATES. 
2-PAM  & other  oximes  are  contra- 
indicated for  routine  usage. 


Laboratory 

Tests 


* Trade  Name 


No  simple  test.  Only  complex  laboratory  procedures.  Initial 
blood  cholinesterase  is  a helpful  diagnostic  aid. 


No  simple  test.  Only  complex  lab- 
oratory procedures.  Initial  blood 
cholinesterase  is  a helpful  diag- 
nostic aid.  1-napthol,  normally 
found  in  traces,  is  excreted  in 
urine  in  much  higher  concentra- 
tions following  carbaryl  (sevin*) 
ingestion. 


1.  Hayes,  Way  land  ].,  Revised  1963,  Clinical  Hand- 
book on  Economic  Poisons,  p.p.  12-23.  A revision  of 
Public  Health  Service  Publication  No.  476„  U.S. 
Government  Printing  Office,  Washington,  D.C. 


2.  U.S.  Navy  Disease  Vector  Ecology  & Control 
Center.  Chart:  Emergency  Medical  Treatment  for 
Acute  Pesticide  Poisoning  (Misc.  348;  Revised  June, 
1972). 
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THE  INSURANCE  PAGE 


Substandard  Health  Insurance 


The  Health  Insurance  Standards  Commit- 
tee of  the  Kentucky  Foundation  for 
Medical  Care  has  been  charged  with  the 
responsibility  of  assisting  the  Foundation  to 
develop  minimal  standards  of  coverage  for 
health  insurance  offered  to  the  citizens  of  this 
Commonwealth  and  to  use  its  influence  to  see 
that  substandard  coverage  is  upgraded  or  re- 
moved from  the  market.  This  appears  to  be 
a monumental  task. 

A listing  of  insurance  companies  doing  busi- 
ness in  the  state  of  Kentucky,  contains  ap- 
proximately 1,182  companies.  When  one  ex- 
amines the  number  of  policies  offered  by  Blue 
Cross-Blue  Shield,  one  decided  that  the  num- 
ber of  individual  policies  offered  for  sale  is 
astronomical. 

Most  of  the  group  policies  sold  in  Kentucky 
seem  to  be  fairly  satisfactory  policies  since  they 
have  been  established  by  bargaining  between 
employer  representatives,  union  representa- 
tives and  the  insurance  companies.  One  of  the 
major  advantages  of  group  policies  is  that  the 
entire  group  is  covered,  and  the  problem  of 
insurability  does  not  arise. 

When  individual  policies  are  sold,  they  are 
often  sold  through  the  use  of  deceptive  ad- 
vertising, and  more  often  than  not  the  decep- 
tive advertising  leads  the  patient  to  an  illogical 
conclusion  that  he  will  get  broad  insurance 
coverage  even  though  he  is  not  entitled  to  it. 
Both  the  salesman  and  applicant  tend  to  mini- 
mize the  patient’s  past  illness  and  the  policy  is 
issued  without  any  statement  of  past  illness. 
The  salesman  then  receives  his  total  payment 
from  the  first  premium  and  forgets  about  the 
insured. 

After  a year  or  so,  when  the  insured  has  a 


claim,  the  company  suddenly  becomes  aware 
that  it  is  possible  that  this  patient  may  not 
have  been  insurable.  For  the  first  time  they 
ask  the  attending  physician  about  pre-existing 
disease  and  the  date  of  onset  of  the  underlying 
condition  causing  the  recent  illness.  When  pre- 
existing illness  is  discovered  the  insured  finds 
that  he  receives  no  payment.  The  insurance 
company  has  had  the  benefit  of  one  to  two 
years  insurance  premiums,  the  salesman  has 
made  his  commission  and  the  insured  has 
nothing. 

Two  changes  in  the  present  insurance  laws 
would  help  this  situation  greatly.  One  is  that 
all  insurance  companies  should  be  required 
to  follow  the  example  of  Blue  Cross-Blue 
Shield  and  obtain  a statement  of  previous  ill- 
ness or  insurability  from  the  attending  phy- 
sician. If  the  patient  has  no  attending  phy- 
sician, insurability  should  be  determined  by 
history  and  physical  examination  prior  to 
issuing  the  contract.  The  second  change  would 
be  that  the  salesman  receive  a much  smaller 
commission  from  the  first  premium  payment 
and  that  he  receive  a continuing  service  pay- 
ment each  time  the  insured  pays  his  annual 
premium.  In  this  manner  the  salesman  has 
some  incentive  for  maintaining  a satisfactory 
relationship  with  the  insured. 

It  would  be  an  almost  impossible  task  to 
attempt  standardization  of  all  the  policies 
offered  by  the  1,182  companies  doing  business 
in  Kentucky,  but  the  above  two  recommenda- 
tions would  go  a long  way  toward  removing 
substandard  hospitalization  insurance  policies 
from  the  market. 

Lewis  Dickinson,  M.D. 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THIS  21-year-old  married  white,  gravida  3,  para 
2,  was  under  the  care  of  a private  physician. 
She  had  a cholecystectomy  July,  1969,  with 
no  sequela.  She  was  Rh  negative  and  received 
Rhogam  following  her  second  delivery.  Her  EDC 
with  this  current  pregnancy  was  October  17,  1970. 

She  was  admitted  in  active  labor  at  8:05  p.m. 
on  September  23,  1970.  Examination  revealed  the 
cervix  3 cm  dilated  with  a vertex  presentation  at  the 
midpelvis  with  intact  membranes.  Her  blood  pressure 
was  120/84,  pulse  90. 

She  was  sedated  with  50  mg  Demerol,  0.4  mg 
Scopolamine  and  1/2  cc  Lorfan  IV  at  9:10  p.m. 
when  the  contractions  were  every  three  minutes. 

She  received  another  50  mg  Demerol,  0.4  mg. 
Scopolamine  and  1/2  cc  Lorfan  IM  at  11:05  p.m. 
and  was  taken  to  the  delivery  room. 

Anesthesia  consisting  of  N..O  75%,  0_,  25%.  and 
Trilene  % was  started  at  11:20  p.m.  The  patient’s  lips 
became  red  on  the  delivery  table  and  the  anesthesia 
was  reduced  to  mainly  0.,. 

She  delivered  spontaneously  at  11:25  p.m.  a 7 lb 
male  that  cried  spontaneously.  A right  mediolateral 
episiotomy  was  done.  The  placenta  was  intact  and 
the  uterus  was  explored  revealing  no  uterine  defect 
or  retained  tissue.  The  cervix  was  checked.  The  last 
part  of  the  episiotomy  was  repaired,  without 
anesthesia.  The  patient  moved,  but  was  not  alert 
and  there  was  improvement  of  her  color.  Her  blood 
pressure  was  104/90,  pulse  120.  She  received  1 cc 
of  Pitocin  and  ergotrate  IM  with  the  delivery  of 
the  placenta.  The  bleeding  was  normal  and  the  uterus 
remained  firm.  Cord  blood  was  obtained  and  the 
Coombs  was  negative.  The  patient  was  moved  to 
the  recovery  room  at  11:45  p.m.  Her  color  was 
described  as  flushed,  but  her  nail  beds  remained 
slightly  cyanotic.  She  began  hyperventilating  but  was 
alert.  Her  blood  pressure  was  120/80,  pulse  124, 
respiration  32.  This  condition  continued  until  12:40 
a.m.  and  oxygen  was  administered.  At  12:40  a.m. 
her  blood  pressure  was  132/70,  temperature  100.4°, 
her  pulse  continued  around  120.  The  patient  was 
alert  and  felt  better.  She  received  Declostatin  orally. 
She  was  talking  and  doing  well  at  3:00  a.m.,  her 
blood  pressure  was  132/80,  pulse  126. 

She  was  still  hyperventilating  at  3:50  a.m.,  though 
she  was  propped  up  in  bed  and  said  she  felt  fine. 
Respirations  were  50  min  at  3:55.  Five  minutes 
later  the  patient  had  a convulsion  and  stopped 
breathing.  Oxygen  was  given  in  addition  to  intra- 
venous sodium  bicarbonate  and  external  massage. 
Lactate  was  given  in  the  jugular  vein.  Efforts  to 
pass  an  endotracheal  tube  were  unsuccessful. 
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Her  physician  was  called  at  4:05  a.m.  along  with 
a medical  consultant.  Adrenalin  was  given  into  the 
myocardium,  but  the  heart  began  fibrillating  and 
couldn’t  be  converted  in  spite  of  electric  shock.  The 
heart  ceased  beating  at  4:55  a.m.  Respiration  was 
never  re-established.  An  autopsy  was  obtained. 

Necropsy  revealed  petechial  hemorrhages  of  the 
lungs  indicating  anoxia.  Microscopic  sections  mani- 
fested multiple  capillary  emboli  in  the  lungs,  sug- 
gestive of  amniotic  fluid  emboli.  However,  special 
stains  for  keratin  and  fibrin  were  not  confirmatory, 
leading  to  suspect  the  material  in  the  capillaries 
may  have  been  altered.  The  presence  of  frothy  blood 
in  the  pulmonary  artery  at  necropsy  suggested  the 
possibility  of  air  embolism.  The  manifestations  of 
cerebral  edema,  laryngeal  edema,  capillary  emboli 
and  heart  failure  cells  in  the  lungs  plus  visceral 
congestion,  all  lead  to  respiratory  failure  probably 
due  to  amniotic  fluid. 

Comment 

The  Committee  on  Maternal  Mortality  classified 
this  death  as  a direct  obstetrical  one  with  no  pre- 
ventable factors.  The  diagnosis  of  amniotic  fluid 
embolism  was  made,  although  it  was  not  made  with 
absolute  certainty.  Amniotic  fluid  embolism  is  a 
tragic  situation.  Maternal  death  during  labor  occurs 
infrequently  when  compared  with  the  number  of 
deaths  during  pregnancy,  delivery,  and  in  the  puer- 
perium.  However,  of  the  few  deaths  which  do  occur 
during  labor,  amniotic  fluid  embolism  is  a major 
cause.  This  patient  exhibited  the  classic  signs  of 
dyspnea  and  cyanosis.  Most  of  the  patients  die  unde- 
livered with  the  classic  signs  and  symptoms  of  the 
embolism.  The  few  who  survive  the  initial  shock 
may  succumb  from  postpartum  hemorrhage.  Wide- 
spread embolization  of  the  pulmonary  arterioles  and 
capillaries  by  particulate  matter  is  believed  to  be 
responsible  for  the  pathologic  lesions.  When  such 
cases  have  been  reviewed,  two  observations  demand 
explanation.  In  most  instances,  the  amount  of  me- 
chanical blockage  of  the  pulmonary  vessels  by 
amniotic  debris  is  hardly  sufficient  to  be  the  cause 
of  death.  The  other  is  the  fact  that  finding  the 
blood  is  liquid  at  postpartum  examination  and  clot- 
ting of  any  degree  in  the  large  vessels  is  rarely 
seen.  However,  one  must  add  that  such  findings  may 
be  observed  in  cases  of  sudden  death  regardless  of 
its  cause.  It  therefore  appears  that  death  in  this 
situation  cannot  always  be  explained  by  the  effects 
of  embolism  alone. 

Treatment  of  amniotic  fluid  embolism  is  preven- 
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tive,  supportive  and  definitive.  A tumultuous  labor, 
whether  originating  spontaneously  or  stimulated  by 
oxytocin,  may  be  treated  by  the  administration  of 
sedatives  or  even,  if  necessary,  general  anesthesia. 
The  fact  that  amniotic  fluid  embolism  is  almost 
uniformly  fatal  creates  in  the  minds  of  most  the 
belief  that  any  treatment  is  futile.  In  a certain 
number  of  cases,  energetic  treatment  might  enable 
the  patient  to  survive.  Initially,  the  treatment  is 
directed  toward  the  relief  of  the  respiratory  distress, 
then  the  prevention  of  death  from  a coagulation 
defect.  These  patients  frequently  can  be  delivered 
from  below  and  Cesarean  section  therefore  is  rarely 
indicated.  A forceps  operation  may  salvage  the  fetus 
when  the  cervix  is  completely  dilated.  This  reduces 
respiratory  distress  in  the  mother.  The  vagina  and 
uterus  should  be  explored  to  exclude  any  possibilities 
of  rupture  or  lacerations.  Recovery  then  depends 
upon  maintenance  of  normal  blood  volume  in  addi- 
tion to  adequate  blood  replacement.  The  treatment 
must  include  the  restoration  of  normal  fibrinogen 
concentration. 


Family  Practice  Board 
Announces  Exam 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  two-day  written 
certification  examination  on  October  20-21,  1973, 
in  various  centers  throughout  the  United  States.  It 
is  necessary  for  each  physician  desiring  to  take  the 
examination  to  file  a completed  application  with  the 
Board  office  before  August  1,  1973. 

Information  regarding  the  examination  can  be 
obtained  by  contacting:  Nicholas  J.  Pisacano,  M.D., 
Secretary,  American  Board  of  Family  Practice,  Inc., 
University  of  Kentucky  Medical  Center,  Annex  #2, 
Room  229,  Lexington,  Kentucky  40506. 


INNOVATIVE  COMPREHENSIVE 
HEALTH  PROGRAM  in  rural  setting  needs 
following  professional  staff  for  Family  Health 
Care  Program:  physicians,  nurses,  and  den- 
tists (Kentucky  licensed).  Federally  funded, 
decentralized.  Preventive  oriented.  Write  or 
phone  Mountain  Comprehensive  Health  Cor- 
poration, Begley  Building,  Hazard,  Kentucky 
41701.  Telephone:  (606)  439-1314. 

MCHC  is  an  Equal  Opportunity  Employer 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Nonobstructed  urinary  tract  infections 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus- 
ceptible organisms.  Important  Note:  In  vitro  sen- 
sitivity tests  not  always  reliable;  must  be  coordinated 
with  bacteriological  and  clinical  response.  Add 
aminobenzoic  acid  to  follow-up  culture  media.  In- 
creasing frequency  of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially  in  chronic 
and  recurrent  urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamides 
infants  less  than  2 months  of  age;  pregnancy  at  term 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established.  Do 
not  use  for  group  A beta-hemolytic  streptococcal  in- 
fections, as  sequelae  (rheumatic  fever,  glomerulone- 
phritis) are  not  prevented.  Deaths  reported  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever 
pallor,  purpura  or  jaundice  may  be  early  indications 
of  serious  blood  disorders.  CBC  and  urinalysis  with 
careful  microscopic  examination  should  be  performed 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronchia! 
asthma.  Hemolysis,  frequently  dose  related,  may  oc- 
cur in  glucose-6-phosphate  dehydrogenase-deficient 
patients.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  thrombocytopenia,  leukopenia 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalized 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylac- 
toid reactions,  periorbital  edema,  conjunctival  and  1 
scleral  injection,  photosensitization,  arthralgia  and  al- 
lergic myocarditis;  Gastrointestinal  reactions:  Nausea 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  ano- 
rexia, pancreatitis  and  stomatitis;  C.N.S.  reactions 
Headache,  peripheral  neuritis,  mental  depression 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  Miscellaneous  reactions:  Drug  fever, 
chills  and  toxic  nephrosis  with  oliguria  and  anuria 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc- 
curred. Due  to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and 
oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  fol- 
lowing long-term  administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


r \ Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
/ Nutley,  N.J.  07110 


acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUIII-IN 
BENEFITS  OF 

GANTRISIN 

sulfisoxazole/Roche* 

i 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

2. 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 

For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

•Koch-Weser,  J.,  eta!,:  Arch  Intern.  Med.,  128  399.  1971. 


ROCHE 


For  nonobstructed  cystitis 

begin  with  An*  /fl 

Gantrisin"  m f 

sulfisoxazole/Roche" 

Usual  adult  dosage:  flSn 

4 to  8 tablets  stat 


Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Now 

form  follows 
function 

Only  Candeptin  (candicidin) 

gives  you  this  unique  form. . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES 
Vaginal  Capsules... a unique  dosage  form... 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. . .of  particular  value  for  the  pregnant 
patient... for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief— itching,  burning, 
and  discharge  subside  in  48-72  hours) 

Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.2'3'4 


Safe 

Exact  dosage  assured2'3 

No  side  effects,  clinical  reports  of  irritation  or 

sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!'4,6 In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2,3 

Unique 

CANDEPTIN(candicidin) 

VAGELETTES  " Vaginal  Capsules 


Description:  Candeptin  (candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm.  or  0 06%  Candicidin  activity  in 
U.S.P.  petrolatum  3 mg  of  Candicidin  is 
contained  in  5 gm.  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vagelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P.  petrolatum. 

Action:  Candeptin  Vaginal  Ointment. 
Vaginal  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vagelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28.  in  foil  with 
inserter— enough  for  a full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 


Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen,  J R Journal-Lancet 
85  287  (July)  1965  2.  Giorlando,  S.W  : 
Ob/Gyn  Dig  13:32  (Sept.)  1971  3.  Decker. 

A Case  Reports  on  File,  Medical  Department. 
Julius  Schmid  4.  Giorlando,  S W., Torres,  J.F., 
and  Muscillo.  G : Am.  J Obst.  & Gynec. 

90:370  (Oct.  I)  1964  5.  Lechevalier,  H 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc.,  1960.  pp  614-618  6.  Friedel. 

H.J.:  Maryland  M.J.,  /5:36(Feb.)  1966. 


Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York,  New  York  10019 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VAGELETTES 
Vaginal  Capsules 
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General 

LEASING 

CORPORATION 
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BY  THE 
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Association 
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THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
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AND  OFFICE  FURNISHINGS 

12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 

ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 

120  Bauer  Ave.,  Louisville-St.  Matthews 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


MSD 


tfel[l)D©GS500  mg 

Mintezol 


(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 ml,  in 
bottles  of  120  ml. 

For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 

Dohme,  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient's  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

% 

50 

0.5 

1 

75 

0.75 

m 

100 

1.0 

2 

125 

1.25 

2% 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

’Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


SEND  IN  MEETING  INFORMATION 

Many  medical  organizations  are  setting  dates  for 
their  summer  and  fall  meetings.  At  the  same 
time  they  are  choosing  the  topics  to  be  discussed, 
arranging  for  speakers  and  planning  programs. 

The  Continuing  Medical  Education  office  of  the 
Kentucky  Medical  Association  would  like  to  urge 
these  societies  and  organizations  to  notify  this  of- 
fice of  these  dates  and  topics  so  they  can  be  added 
to  the  “Continuing  Education  Opportunities”  cal- 
endar in  The  Journal.  In  this  way  conflicts  in  dates 
can  be  avoided  and  a wider  audience  can  be  in- 
formed of  these  upcoming  meetings. 

Please  send  such  information,  when  available 
to  the  KMA  Continuing  Medical  Education  Office, 
3532  Ephraim  McDowell  Drive,  Louisville,  Ky. 
40205. 


IN  KENTUCKY 

MAY 

9-12  Annual  Meeting,  Kentucky  Chapter,  Ameri- 
can Academy  of  Family  Physicians,  Ramada 
Inn-Bluegrass  Convention  Center,  Louisville 

11-12  Spring  meeting,  Kentucky  Orthopaedic  Soci- 
ety, Rowntowner  Motor  Lodge,  Covington 

17  “Medical  Aspects  of  Sports  Seminar,”  Eastern 
Kentucky  University,  Richmond 

24  7th  Trustee  District  meeting,  Catalina  Motor 
Inn,  Frankfort 

24- 25  Spring  meeting,  Kentucky  Chapter,  Ameri- 

can Academy  of  Pediatrics  and  spring  post- 
graduate course,  University  of  Kentucky  De- 
partment of  Pediatrics,  Lexington 

25  Postgraduate  course,  “Hypo  and  Hyperthyroid- 
ism”, Duncan  R.  MacMillan,  M.D.,  Louisville, 
Children’s  Hospital  Lecture  Series,  Children’s 
Hospital  Amphitheater,  7 p.m.,  Louisville 

25- 26  Spring  meeting,  Kentucky  Surgical  Society, 

Jenny  Wiley  State  Park,  Prestonsburg 

JUNE 

1-2  Conference,  “Drugs  and  Techniques  in  Anes- 
thesia,,” University  of  Kentucky  Medical  Cen- 
ter*, Program  Chairman:  John  E.  Plumlee, 
M.D.  Registration  fee:  $50.00. 


6 12th  Trustee  District  meeting,  Somerset 
12  3rd  Trustee  District  meeting,  Hopkinsville 

14-15  Emergency  Room  Nurses  Seminar,  Ramada 
Inn,  Louisville 


IN  SURROUNDING  STATES 

MAY 

12  Postgraduate  course,  “Gastrointestinal  Endo- 
scopy: Techniques  and  Applications,”  Cleve- 
land Clinic  Foundation,  Cleveland 

JUNE 

13-14  Postgraduate  course,  “Symposium  on  Infec- 
tious Diseases,”  Cleveland  Clinic  Foundation, 
Cleveland 

24-28  AMA  Annual  Meeting,  Americana  Hotel, 
New  York 


*For  further  information  regarding  conferences  and 
workshops  at  the  University  of  Kentucky,  contact 
Ronald  D.  Hamilton,  M.D.,  Director  of  Continuing 
Education,  University  of  Kentucky  College  of  Medi- 
cine, Lexington,  Kentucky  40506. 


★ ★ ★ ★ ★ 


To  Remember- 

The  AMA  has  fully 
accredited  the  KMA 
Annual  Meeting  for 
continuing  education. 

Mark  these  dates: 
September  18-20,  1978. 


306 


acidyf 

HCHLORVYNOL) 

ief  Summary 

i cation*— Placidyl  (ethchlorvynol)  is  indicated 
|;hort-term  hypnotic  therapy  in  the  management 
insomnia. 

: traindlcatlons— Drug  hypersensitivity  and  por- 

fa- 

nlngs— Not  recommended  during  the  first  and 
nnd  trimester  of  pregnancy.  Caution  patients 
loossible  combined  exaggerated  effects  with 
.1  hoi,  barbiturates,  tranquilizers  or  other  CNS 
h essants.  Exaggerated  effects  might  result  in 

Iring  of  vision,  paralysis  of  accommodation  and 
ound  hypnosis.  Caution  patients  concerning 

!ng  a motor  vehicle,  operating  machinery,  or 
>r  hazardous  operations  requiring  alertness  af- 
taking  the  drug.  ADMINISTER  WITH  CAUTION 
'PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
JG.  Adjustment  of  the  dosage  of  oral  anticoag- 
rts  might  be  necessary  when  beginning  ethchlor- 
)l  therapy,  during  therapy,  or  after  stopping 
apy.  This  drug  is  not  recommended  for  use  in 
dren.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
SICAL  DEPENDENCE.  INSTANCES  OF  SE- 
/ E WITHDRAWAL  SYMPTOMS,  INCLUDING 
1 AVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
:n  TO  THOSE  SEEN  WITH  BARBITURATES, 
iTE  BEEN  REPORTED  IN  PATIENTS  TAKING 
IliULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
3:.R  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
*>DENLY  DISCONTINUED.  PROLONGED  AD- 
• USTRATION  OF  THE  DRUG  IS  NOT  RECOM- 
IMDED.  Addiction-prone  patients  or  those  who 
I likely  to  increase  dosages  of  the  drug  on  their 
3 initiative  should  be  observed  for  evidence  of 
i s or  symptoms  which  may  indicate  possible 
fry  withdrawal  or  abstinence  symptoms.  Signs 
I symptoms  associated  with  withdrawal  and  ab- 
lence  include  unusual  anxiety,  tremor,  ataxia, 
iring  of  speech,  memory  loss,  perceptual  dis- 
Itons,  irritability,  agitation  and  delirium.  Other 
I well  defined  signs  and  symptoms,  not  neces- 
ly  due  to  withdrawal  and  abstinence,  may  in- 
le  anorexia,  nausea  or  vomiting,  weakness, 
iness,  sweating,  muscle  twitching  and  weight 
. Abrupt  discontinuance  of  Placidyl  following 
onged  overdosage  may  result  in  convulsions 
delirium. 

:autions— Toxic  amblyopia  has  been  reported 
long-term  continuous  use  of  ethchlorvynol. 
nanent  visual  defects  have  been  observed,  al- 
igh  amblyopia  has  improved  after  discontinua- 
of  the  drug.  Drug  dosage  should  be  limited 
elderly  and  debilitated  patients  to  the  smallest 
ctive  amount.  If  pain  is  present,  this  drug 
uld  only  be  given  if  insomnia  persists  after 
l is  controlled  with  analgesics.  Caution  is  ad- 
d in  prescribing  the  drug  for  patients  who  are 
rg  treated  with  either  MAO  inhibitors  or  anti- 
ressants.  Transient  delirium  has  been  reported 
i the  combination  of  Placidyl  and  amitryptyline. 
ig  dosage  should  be  reduced  if  prescribed  for 
ents  receiving  MAO  inhibitors  or  antidepres- 
Its.  Caution  should  be  exercised  in  patients 
i impaired  hepatic  or  renal  function.  Patients 
' respond  unpredictably  to  barbiturates  or  alco- 
or  who  exhibit  excitement  and  release  of  inhi- 
3n  in  association  with  such  agents,  may  also 
:t  in  this  way  to  Placidyl.  Rarely,  patients  may 
libit  symptoms  suggestive  of  an  unusual  sus- 
lltibility  to  the  drug;  such  as  prolonged  hypnosis, 

► ound  muscular  weakness,  excitement,  hysteria, 
liyncope  without  marked  hypotension.  Transient 
liness  or  ataxia  may  occur. 
er*e  Reactions— Hypotension,  nausea  or  vom- 
3,  gastric  upset,  aftertaste,  blurring  of  vision, 
iness,  facial  numbness,  and  allergic  reaction 
tied  by  urticaria  have  been  reported  following 
lidyl  administration.  Mild  '‘hangover''  and  symp- 
's  of  mild  excitation  have  occurred  in  some 
I ents.  There  have  been  rare  reports  of  cholestatic 
hdice  occurring  in  patients  taking  ethchlorvynol. 
!ew  cases  of  thrombocytopenia  have  been  re- 
■ ed  in  patients  receiving  ethchlorvynol.  305432 


Give  us  her  nights 


Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  suffered  by  the  elderly.  Anxiety 
and  agitation  might  be  the  cause.  Or  the  effect. 

In  time  that  can  be  determined.  But  tonight  one  fact 
is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 


Prescribed  by  physicians  for  over  1 7 years. 

Placidyl®  @ 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


SMALL  ROL,^ 

Two  forms  of  Cordrari 


24  in 


c0rDRAI 

TAPE 


4 mc9 


pef 


«m* 


Flurandrenolide 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company  ♦ Indianapolis,  Indiana  46206 
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The  Abdominal  Wall  as  a Source  of  Pain 

Harold  W.  Baker,  M.D. 

Louisville,  Kentucky 


'' Pelvic  pain”  is  frequently  due  to  ab- 
dominal wall  soreness  rather  than  visceral 
disease.  Presented  is  a procedure  used  in 
determining  the  cause  of  this  pain. 

PELVIC  pain  is  one  of  the  most  common 
reasons  for  patients  to  seek  gynecological 
consultation.  Through  the  years  it  has 
been  my  observation  that  many  patients  have 
been  diagnosed  and  treated  erroneously  as  hav- 
ing visceral  disease  including  pelvic  inflamma- 
tory disease,  endometriosis,  pelvic  congestion, 
appendicitis  and  diverticulitis.  Other  patients 
with  negative  findings  have  been  labelled,  un- 
fortunately, psychoneurotic  and  referred  to  a 
psychiatrist.  A few  patients  have  been  subject- 
ed to  laparotomy  with  no  pathology  found.  It 
is  interesting  that  their  pain  lessened  for  a few 
weeks  while  they  were  convalescing  and  taking 
good  care  of  themselves,  but  after  a time  the 
pain  returned. 

The  routine  history  is  usually  not  revealing 
due  to  the  fact  that  the  patient  cannot  relate 
the  pain  to  any  specific  time  of  her  cycle  nor 
can  she  associate  it  with  bladder  or  bowel 
function.  She  does  not  recall  the  exact  onset  of 
the  pain  nor  any  relation  to  trauma.  Once  the 
physician  is  aware  of  the  possibility  of  the  ab- 
dominal wall  being  the  source  of  the  pain,  then 
his  direct  questions  often  elicit  affirmative  an- 
swers. These  include:  “Is  the  pain  brought  on  or 
made  worse  by  changing  position,  lifting,  bend- 
ing, coughing  or  straining?”  “Is  the  pain  eased 
by  holding  your  hand  firmly  over  the  area?” 
“Does  a girdle  help?” 

The  physical  examination  is  carried  out  as 


usual  looking  for  organic  disease  in  the  abdo- 
men, pelvis  and  rectum.  When  a patient  is  ten- 
der on  bimanual  pelvic  examination  and  par- 
ticularly when  she  states  “That’s  the  pain”,  a 
maneuver  that  is  helpful  is  to  remove  the  hand 
doing  the  abdominal  portion  of  the  bimanual 
without  changing  the  location  and  pressure  of 
the  vaginal  fingers  and  then  ask  her  if  the  pain 
has  changed.  Then  reverse  the  procedure  by 
replacing  the  abdominal  hand  on  the  tender 
area  and  retracting  the  vaginal  fingers  about 
one  inch  and  reducing  the  pressure  so  that  the 
vaginal  fingers  are  not  touching  any  organ  ex- 
cept the  vagina.  Again  determine  whether  her 
pain  has  changed.  This  maneuver  may  need  to 
be  repeated  to  ascertain  which  hand  seems  to 
be  eliciting  the  tenderness.  With  many  patients 
this  has  been  the  moment  I first  became  sus- 
picious that  the  abdominal  wall  might  be  the 
source  of  their  pain. 

The  recto-vaginal  examination  is  essential  in 
ruling  out  abnormalities  in  the  cul-de-sac  such 
as  free  blood  from  a tubal  pregnancy,  tender 
retroflexed  uterus,  endometriosis,  prolapsed 
ovary,  or  diverticulitis.  The  smooth  5 mm  to 
10  mm  spherical  protrusions  from  a rather  in- 
definite pelvic  mass  is  characteristic  of  diver- 
ticuli  of  the  sigmoid. 

Once  the  physician  is  certain  that  the  patient 
does  not  have  a surgical  abdomen  and  does  not 
have  an  acute  organic  problem  in  the  pelvis, 
then  he  is  ready  to  test  the  abdominal  wall.  The 
patient’s  legs  are  taken  out  of  the  stirrups  and 
she  lies  flat  and  relaxed.  She  is  asked  to  point 
out  the  location  of  her  pain.  The  physician 
then  palpates  this  area  and  surrounding  areas 
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with  gently  increasing  pressure  until  he  is  able 
to  duplicate  the  same  pain  of  her  chief  com- 
plaint. Usually  the  duplication  effort  is  success- 
ful, but  if  not  or  if  the  patient  says  “That  is 
not  quite  it”,  the  test  loses  some  of  its  sig- 
nificance but  should  be  done  nevertheless.  The 
patient  is  requested  to  grasp  each  side  of  the 
examining  table  and  then  to  bring  both  legs  up 
simultaneously  to  about  a 45°  angle  and  hold 
them  there.  Often  it  is  helpful  to  have  the 
physician’s  assistant  support  the  patient’s  heels 
lightly.  Pressure  with  the  examining  hand  is 
again  applied  to  the  same  area  where  the  ten- 
derness was  previously  elicited  and  the  patient 
is  asked  to  compare  the  degree  of  tenderness 
evoked  when  the  legs  were  down.  Most  patients 
have  never  undergone  an  examination  like  this 
•before  so  a second  or  third  test  is  helpful  to 
avoid  confusion. 

If  the  patient  can  make  a clear  evaluation 
that  her  tenderness  to  the  physician’s  palpation 
is  the  same  or  worse  with  her  legs  elevated,  the 
diagnosis  of  abdominal  wall  soreness  is  con- 
firmed. Whereas  when  the  tenderness  disap- 
pears with  the  abdominal  muscles  splinting  the 
abdominal  contents,  then  the  diagnosis  is  made 
that  her  pain  is  indeed  visceral  and  further 
studies  will  be  necessary. 

The  cause  of  the  abdominal  wall  soreness  is 
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usually  not  clear  and  I have  found  that  it  is  not 
necessary  to  find  a cause.  A simple  explana- 
tion to  the  patient  will  suffice  that  sometime  in 
the  past  she  probably  ran  into  a door  knob  or 
dresser  drawer,  or  was  kicked  in  the  abdomen 
by  one  of  her  children,  or  she  tore  a few 
muscle  fibers  during  heavy  lifting  or  vomiting. 

A few  patients  are  still  incredulous,  so  I pro- 
ceed to  compare  her  sore  muscle  to  the  base- 
ball player  whose  arm  is  sore  and  the  young 
executive  with  left  chest  pain  which  turns  out 
to  be  a sore  pectoral  muscle  rather  than  a 
coronary. 

The  treatment  is  quite  simple.  First  the  re- 
assurance that  she  does  not  have  any  serious 
condition  causing  the  pain  may  be  all  that  is 
necessary.  Many  of  these  patients  were  worried 
that  they  might  have  cancer.  Second,  local  heat 
should  be  prescribed  in  the  form  of  hot  baths, 
heating  pad,  and  the  application  of  a linament 
to  the  area  at  bedtime.  Third,  she  should  wear 
a girdle  part  of  the  day  and  should  apply  the 
flat  of  her  hand  firmly  to  the  area  for  a few 
minutes  when  the  pain  begins. 

To  date  I have  not  found  this  leg  raising  test 
to  give  an  erroneous  diagnosis.  To  be  sure  a 
few  patients  have  a combination  of  pelvic  ten- 
derness and  abdominal  wall  soreness,  but  even 
in  these  cases  the  elimination  of  one  com- 
ponent of  their  pain  is  most  helpful. 
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Acne  Vulgaris— Long  Term  Antibiotic  Uset 

Maurice  T.  Fliegelman,  M.D.* 

Louisville,  Kentucky 


A discussion  of  the  etiology  and  patho- 
genesis of  acne  vulgaris  and  its  general 
treatment  will  precede  a presentation  of 
the  use  of  antibiotics  in  its  management. 
Drug  beneficial  and  adverse  effects  will 
be  mentioned. 

ACNE  vulgaris  is  a chronic,  inflammatory 
disease  of  the  pilosebaceous  follicles 
characterized  by  comedones,  papules, 
pustules,  cysts  and  nodules  in  the  areas  of  pre- 
dilection which  are,  primarily,  the  face,  neck, 
upper  trunk  and  arms.  It  is  mostly  a disease  of 
adolescence,  with  almost  80%  of  teenagers  be- 
ing involved  before  attaining  adulthood,  at  least 
to  some  degree.  However,  it  may  persist  in 
adults  for  many  years. 

Much  has  been  written  in  the  literature  about 
acne  vulgaris,  its  etiology,  pathogenesis  and 
treatment.  However,  relatively  little  of  specific 
nature  concerning  the  long-term  use  of  anti- 
biotics in  this  condition  has  been  published  for 
the  non-dermatologist.  It  was  felt  that  such  in- 
formation, combined  with  a short  discussion  of 
its  etiology,  pathogenesis  and  other  treatment 
modalities  would  be  of  some  interest. 

Etiology  and  Pathogenesis 

In  brief,  the  etiology  and  pathogenesis  of 
acne  vulgaris  can  be  divided  into  three  broad 
areas: 

1.  Heredity.  Severe  acne  tends  to  beget  se- 
vere acne.  This  is  worth  discussing  in  history- 
taking since  it  may  give  a clue  concerning  prog- 
nosis and  length  of  and  vigor  of  treatment. 

2.  Hormones.  Androgens  affect  acne  unfav- 
orably; estrogens  favorably.  Corticosteroids 
produce  an  anti-inflammatory  effect. 

3.  Infection. 

a.  Corynebacterium  acnes. 
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b.  Staphylococcus  albus. 

c.  Pityrosporon  ovale. 

The  above  elaborate  lipases  which  break 
down  the  triglyceride  fraction  of  sebum 
into  free  fatty  acids.  These  provoke  an 
inflammatory  response. 

Treatment 

In  addition  to  the  antibiotic  measures  to  be 
discussed  in  more  detail  and  the  endocrine  ap- 
proach mentioned  in  passing  previously,  fre- 
quently used  measures  include: 

1.  Diet  and  vitamins — not  nearly  as  impor- 
tant as  formerly  thought. 

2.  Local  measures 

a.  Cleaners 

b.  Keratolytics,  including  Vitamin  A acid 

3.  Antiseborrheic  measures 

4.  Ultraviolet  light 

5.  General  measures — rest,  occasionally 
mild  sedation,  sun  exposure,  etc. 

6.  Psychological  approach — most  important, 
especially  in  those  who  feel  socially 
ostracized. 

Beneficial  Action  of  Antibiotics 

Tetracycline  is  the  most  frequently  used  anti- 
biotic in  the  treatment  of  acne  vulgaris  because 
of  effectiveness  and  low  cost.  It  has  been  de- 
termined that  it  is  excreted  through  the  pilose- 
baceous apparatus;  hence,  its  effectiveness. 
Penicillin  is  not  excreted  through  the  pilose- 
baceous apparatus;  hence,  its  relative  ineffec- 
tiveness. 

Tetracycline  was  found  to  be  effective  in 
reducing  the  number  of  bacteria  on  the  skin 
surface  and  the  number  of  organisms  remained 
lower  as  long  as  the  antibiotic  was  continued. 
No  evidence  of  antibiotic  resistance  to  these 
organisms  (staph  or  corynebacterium)  was 
noted  since  these  strains  were  of  low  patho- 
genecity.  Some  investigators  feel  it  enzymatic- 
ally blocks  lipase  activity  in  corynebacterium 
acnes. 
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A number  of  dosage  schedules  have  been 
used  successfully.  One  reasonably  acceptable 
schedule  is  250  mgms.  q.i.d.  for  five  days,  then 
b.i.d.  or  one  daily  almost  indefinitely,  depend- 
ing on  the  patient’s  response.  Some  dermatolo- 
gists use  alternate  courses;  on  for  two  months, 
off  for  one  or  two  months.  This  may  be  used 
for  several  months  or  as  long  as  one  to  two 
years. 

Clindamycin  (Cleocin),  lincomycin  (Lin- 
cocin),  and  doxycycline  (Vibramycin)  may  be 
used  with  approximately  equal  change  of  clin- 
ical success  as  generic  tetracycline. 

“Good  to  excellent  results  were  obtained 
with  clindamycin  (43%),  lincomycin  (46%) 
and  doxycycline  (41%).  This  compared  with 
42%  good  to  excellent  results  with  tetracy- 
cline under  similar  conditions.1” 

The  use  of  antibiotic  in  comedonal  acne  and 
acne  conglobata  have  been  somewhat  disap- 
pointing. Their  greatest  usefulness  has  been 
in  papular,  inflammatory  and  papulo-pustular 
forms. 

Adverse  Effects  of  Tetracyclines- 

The  various  adverse  effects  of  tetracyclines 
must  be  kept  in  mind,  such  as: 

1.  Hypersensitivity 

2.  May  cause  tooth  discoloration — last  half 
of  pregnancy  (infancy  and  early  childhood) 


3.  If  renal  impairment  exists,  look  out  for 
systemic  accumulations  and  liver  toxicity.  Low- 
er doses  indicated. 

4.  Photosensitivity 

5.  Formation  of  a stable  calcium  complex  in 
bone  forming  tissues. 

6.  Overgrowth  of  nonsusceptible  organisms, 
including  fungi 

7.  When  syphilis  is  suspected,  darkfield  and 
other  appropriate  tests  are  indicated. 

8.  Depression  of  plasma  prothrombin  activi- 
ty has  been  noted. 

9.  Gastrointestinal:  anorexia,  nausea,  vom- 
iting, diarrhea,  glossitis,  enterocolitis,  etc 

10.  Blood:  hemolytic  anemia,  thrombocyto- 
penia, neutropenia  and  eosinophilia 

Summary 

The  etiology  and  pathogenesis  of  acne  vul- 
garis is  briefly  discussed,  as  well  as  general 
treatment  measures. 

The  specific  role  of  antibiotics,  especially  the 
tetracyclines,  has  been  discussed  in  some  detail. 
Antibiotics  are  a most  useful  adjunctive  form 
of  treatment  in  many  cases  of  acne  vulgaris. 
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Surgical  Treatment  of  Complications  of 
Myocardial  Infarction? 

Gordon  K.  Danielson,  M.D.* * 

Rochester,  Minnesota 


CORONARY  artery  occlusive  disease  is 
the  leading  cause  of  death  in  our  coun- 
try today,  being  responsible  for  over  one- 
half  million  fatalities  each  year.  In  addition, 
countless  others  suffer  from  angina  pectoris,  left 
ventricular  failure  or  one  of  the  other  complica- 
tions of  this  disease.  Many  of  the  complica- 
tions of  myocardial  infarction  are  now  amen- 
able to  surgical  treatment.  (Table  I)  Time  per- 
mits us  to  discuss  only  a few  of  these.  Left 
ventricular  rupture  usually  results  in  immediate 
death,  but  there  have  been  occasional  cases  of 
contained  rupture  or  false  aneurysm  formation 
which  have  been  treated  successfully.  Left  ven- 
tricular aneurysm  can  be  diagnosed  pathologic- 
ally in  approximately  five  per  cent  of  patients 
surviving  myocardial  infarction.  Clinically  sig- 
nificant ventricular  aneurysms  occur  much  less 
frequently. 

Repair  of  post-infarction  ventricular  aneu- 
rysm is  accomplished  through  a median  sternot- 
omy and  with  the  aid  of  extracorporeal  circu- 
lation. (Figure  1)  If  the  patient  has  unstable 
hemodynamics,  bypass  can  be  instituted  prior 
to  sternotomy  using  the  femoral  vessels,  and 
the  entire  operation  performed  without  shifting 
the  cannulae. 

Thrombus  is  carefully  removed,  and  the  left 
ventricular  scar  is  excised.  (Figure  2)  In  this 
illustration  there  is  also  a ventricular  septal  de- 
fect located  in  the  usual  anterior  position  near 
the  apex.  This  should  be  closed  either  with  a 
patch  or  heavy  mattress  sutures  passed  through 
pledgets  of  teflon  felt  because  of  the  relatively 
high  incidence  of  recurrence  when  other  tech- 
niques are  used. 

The  PA  chest  x-ray  often  suggests  the  pres- 
ence of  a left  ventricular  aneurysm,  but  diag- 
nosis should  be  confirmed  by  left  ventricular 
angiography.  Postoperative  chest  x-rays  usual- 
ly show  considerable  reduction  in  the  cardiac 
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silhouette,  but  some  cardiomegaly  often  re- 
mains. Nevertheless,  there  is  almost  always  im- 
provement in  hemodynamics  following  resection 
of  a large  left  ventricular  aneurysm.  Table  2 
shows  the  hemodynamics  of  a patient  who  de- 
veloped angina  and  shortness  of  breath  with 
mild  exercise.  Three  weeks  postoperatively,  his 
cardiac  index  had  increased  nearly  50  per  cent 
at  rest,  and  four  months  postoperatively,  he 
was  able  to  exercise  vigorously  without  any 
symptoms. 

Recently,  excision  of  left  ventricular  aneu- 
rysm has  been  combined  with  vein  bypass 
grafts  whenever  significant  obstructive  lesions 
have  been  found  in  the  coronary  arteries,  and 
the  anatomy  is  suitable.  Table  3 shows  the  op- 
erative and  late  mortality  for  12  patients  who 
underwent  resection  of  left  ventricular  aneu- 
rysm alone  and  for  17  patients  who  underwent 
aneurysmectomy  combined  with  vein  bypass 
grafting.  All  but  two  patients  were  in  class  III 
or  IV,  and  most  had  intractable  congestive 
heart  failure.  The  initial  operative  mortality  has 
remained  the  same,  but  the  late  mortality  for  a 
similar  follow-up  interval  is  less  in  those  pa- 
tients who  received  vein  grafts.  All  the  mor- 
tality in  the  recent  group  was  related  to  in- 


Table  1 

SURGICAL  COMPLICATIONS  OF  MYOCARDIAL  INFARCTION 


Complication 
Thromboembolism 
Pericardial  effusion/cardiac 
tamponade 

Permanent  complete  heart 
block 

Left  ventricular  rupture 
Left  ventricular  aneurysm 
Ventricular  Septal  defect 
Mitral  insufficiency 

Intractable  ventricular  flut- 
ter/fibrillation 

Intractable  angina 
Shock 


Surgical  Treatment 
Embolectomy 

Pericardiocentesis/ pericar- 
diectomy 

Pacemaker 
Repair  ( C PB ) 
Aneurysmectomy  (CPB) 
Closure  (CPB) 
Repair/Replacement  mitral 
valve  (CPBI 

Revascularization  /inf  arct- 
ectomy  (CPB) 
Revascularization  (CPB) 
Assisted  circulation/revascu- 
larization (CPB) 
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complete  myocardial  revascularization. 

Table  4 shows  the  functional  status  of  the 
patients  before  and  following  operation. 

The  situation  is  much  less  clear  in  the  case  of 
akinetic  areas  of  the  left  ventricle.  Resected 
specimens  have  a normal  or  only  slightly  re- 
duced thickness,  and  histologically  they  show 
fibrous  tissue  interspersed  with  islands  of  hyper- 
trophied muscle.  Originally,  we  resected  all 
akinetic  areas  if  they  failed  to  contract  after 
myocardial  revascularization.  In  general,  our 
experience  has  shown  that  resection  of  these 
areas  did  not  improve  the  operative  mortality 
or  postoperative  results.  Possibly,  removing  the 
collateral  pathways  was  deleterious.  In  any 
event,  only  full  thickness  scar  or  definite 
aneurysms  are  resected  at  the  present  time. 

We  have  employed  acute  infarctectomy  in 
only  a few  instances.  One  patient  was  a 35- 
year-old  engineer  who  had  a silent  and  un- 
recognized myocardial  infarction.  His  only  dif- 
ficulty was  multiple  systemic  emboli  which  con- 
tinued despite  anticoagulation.  The  left  ven- 
triculogram suggested  an  aneurysm,  but  at  op- 
eration an  acute  infarct,  approximately  10  to 
14  days  old,  was  encountered.  The  resected 
specimen  included  necrotic  muscle  and  large 
amounts  of  fresh  thrombus.  The  patient  also 


FIG.  1 Post-infarction  ventricular  aneurysm  and  ventricular 
septal  defect.  The  heart  is  approached  through  a median 
sternotomy,  A,  and  cannulation  is  performed  through  the 
right  atrium  and  ascending  aorta,  B.  If  the  pericardium 
is  tightly  adherent  to  the  aneurysm,  it  is  not  disturbed 
until  cardiopulmonary  bypass  is  begun.  The  aorta  is 
temporarily  cross-clamped  and  the  aneurysm  is  incised 
along  its  entire  length.  C,  If  the  patient  is  hemodynamically 
unstable,  cannulation  may  be  performed  through  both 
femoral  veins  and  the  femoral  artery  under  local  anes- 
thesia. If  a precipitous  drop  in  blood  pressure  or  cardiac 
arrest  should  appear  with  induction  of  general  anesthesia 
or  thoractomy,  bypass  may  be  instituted  immediately  and 
the  remaining  dissection  performed  under  controlled  con- 
ditions. In  most  instances,  the  entire  bypass  can  then  be 
conducted  through  the  peripheral  cannulation. 


Table  2 

59-YEAR-OLD  MALE  WITH  VENTRICULAR  ANEURYSM 


Hemodynamic  Data 

Cardiac  Index 


Rest 

Exercise 

1. 

Preoperative 

2.8 

3.2* 

2. 

Three  weeks  postoperatively 

4.0 

3. 

Four  months  postoperatively 

4.4 

5.5 

♦The  patient  developed  retrosternal  tightness,  shortness 
of  breath,  and  sweating. 

received  a right  saphenous  vein  bypass  graft 
and  had  an  uneventful  convalescence. 

In  another  patient,  an  acute  myocardial  in- 
farction was  sustained  during  operation  for 
aortic  valve  replacement.  Resection  of  the  in- 
farcted  area  and  reconstruction  of  left  ventricle 
was  successfully  accomplished.  In  our  limited 
experience  and  that  of  others,  infarctectomy 
has  been  beneficial  if  the  main  problem  is  in- 
tractable ventricular  fibrillation.  In  such  cir- 
cumstances, the  heart  can  usually  be  defibril- 
lated  following  resection  of  the  infarct.  On  the 
other  hand,  if  the  problem  is  one  of  pump  fail- 
ure, infarctectomy  has  not  generally  improved 
hemodynamics. 

There  has  been  increasing  experience  in  the 
treatment  of  post-infarction  ventricular  septal 
defect.  As  in  the  case  of  left  ventricular  aneu- 
rysm, a median  sternotomy  is  the  preferred 
incision.  The  ventricular  septal  defect  is  ap- 
proached through  an  incision  in  the  infarcted 
area  of  the  left  ventricle.  Sixteen  patients  have 
undergone  closure  of  post-infarction  ventricular 
septal  defect  at  the  Mayo  Clinic,  with  three 
early  deaths.  Seven  of  these  16  patients  had  a 
concomitant  resection  of  ventricular  aneurysm, 
with  six  survivors.  The  sole  nonsurvivor  did  well 
from  a cardiac  standpoint,  but  died  of  compli- 
cations of  pulmonary  emboli.  There  were  four 
late  deaths  in  the  16  patients,  due  to  addition- 
al complications  of  coronary  artery  disease.  It 
is  hoped  that  the  incidence  of  late  death  will 
be  reduced  as  a result  of  our  current  policy  of 
placing  vein  bypass  grafts  into  diseased  coro- 


Table  3 

VENTRICULAR  ANEURYSM 


Surgical  Results 
Aneurysmectomy 


No.  of  No.  of  deaths 
Patients  Early  Late 


Alone  12  2 5 

With  vein  grafts  17  3*  1* 

♦All  4 deaths  were  of  patients  with  triple-vessel  disease 
in  whom  only  1 vessel  was  grafted. 
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nary  vessels  whenever  the  anatomy  is  suitable. 

Mitral  insufficiency  following  myocardial  in- 
farction may  result  from  papillary  muscle  dys- 
function or  rupture,  ruptured  chordae  tendi- 
neae,  or  dilation  of  the  left  ventricle.  Repair  of 
the  mitral  valve  is  usually  best  accomplished 
by  prosthetic  replacement,  but  suitable  cases  of 
ruptured  chordae  of  the  mural  leaflet  of  the 
mitral  valve  can  be  satisfactorily  repaired  by 
plication  of  the  involved  portion  of  leaflet  and 
eccentric  posterior  annuloplasty.  In  our  experi- 
ence, mitral  valve  replacement  is  often  com- 
bined with  resection  of  ventricular  aneurysm, 
vein  bypass  grafting,  or  both.  The  comment  is 
often  made  that,  following  resection  of  large 
areas  of  left  ventricle,  one  must  be  concerned 
about  producing  a left  ventricular  cavity  that  is 
too  small,  particularly  when  a ball  valve  pros- 
thesis is  inserted.  We  have  not  encountered 
this  problem  in  any  of  our  cases. 


FIG.  2 A,  Thrombus  is  carefully  removed,  and  the  endo- 
cardial surface  is  wiped  clean  with  gauze  sponges.  6, 
The  aneurysm  sac  is  excised;  a 1 cm.  margin  is  left.  The 
ventricular  septal  defect  in  the  anterior  inferior  portion 
of  the  septum  may  be  closed  by  interrupted  horizontal 
mattress  sutures  passed  through  Teflon  felt  pledgets,  C, 
or  by  a prosthetic  patch,  D.  E,  The  ventriculotomy  is 
closed  with  a continuous  horizontal  mattress  suture  backed 
with  an  over-and-over  suture.  The  sutures  may  be  passed 
through  strips  of  Teflon  felt  for  additional  strength  of 
closure. 

Table  5 gives  the  operative  mortality  for 
post-infarction  mitral  insufficiency.  Although 
the  figures  remain  relatively  high,  some  sur- 
vivors are  markedly  benefited,  so  operation  is 
offered  to  selected  patients  in  this  “salvage” 
group.  As  in  the  case  of  post-infarction  ven- 
tricular septal  defect,  it  is  hoped  that  the  inci- 
dence of  late  death  will  be  reduced  by  vein  by- 
pass grafting. 

One  of  the  more  exciting  developments  in 
the  field  of  myocardial  revascularization  has 


Table  4 

VENTRICULAR  ANEURYSMECTOMY  AND  VEIN 
BYPASS  GRAFT 

Functional  Status 


Class 

No.  of 

patients 

1 

Preoperative 

0 

Postoperative 

7 

II 

2 

3 

III 

10 

1 

IV 

5 

1 

been  the  emergency  treatment  of  acute  coro- 
nary insufficiency.  From  September,  1970,  to 
December  of  last  year,  14  Mayo  Clinic  patients 
underwent  emergency  surgery  for  acute  life- 
threatening  coronary  insufficiency.  The  pa- 
tients fell  into  two  groups.  Group  I included 
five  patients  who  developed  severe  myocardial 
ischemia  during  coronary  arteriography.  Group 
2 consisted  of  four  patients  with  severe  an- 
gina and  recurrent  ventricular  fibrillation  re- 
fractory to  medical  management,  and  an  addi- 
tional five  patients  who  presented  with  angina 
of  greater  than  three  hours’  duration  accom- 
panied by  electrocardiographic  signs  of 
ischemia. 

An  example  of  a patient  in  Group  1 is  a man 
who  was  shown  to  have  a severe  segmental 
stenosis  in  the  right  coronary  artery.  After  the 
injection  of  contrast  material  was  made,  the 
patient  complained  of  severe  chest  pain,  and  a 
repeat  injection  now  showed  complete  occlu- 
sion of  the  artery  in  the  area  of  prior  stenosis. 
The  patient  was  taken  directly  to  the  operating 
room  and  a right  coronary  artery  vein  bypass 
graft  was  inserted.  Postoperatively,  the  graft 
was  patent,  and  the  patient  had  no  further  pain. 

Figure  3 shows  the  electrocardiogram  from 
a patient  in  Group  2 who  had  severe  coronary 
artery  disease  and  aortic  stenosis.  With  the  on- 
set of  pain,  the  QRS  complex  widened,  the  ST 
segment  was  depressed,  and  ventricular  tachy- 
cardia developed.  After  nitroglycerin  the  pain 
subsided  and  the  electrocardiogram  reverted  to 
a pre-pain  configuration.  This  pattern  was  re- 

Toble  5 

POST-INFARCTION  MITRAL  VALVE  DISEASE 

Results  of  Surgery 

No.  of  No.  of  deaths 
patients  Early  Late 

Mitral  valve  only  11  3 4 

Mitral  valve  and 

Saphenous  vein  graft  9 3 1 
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FIG.  3 The  electrocardiogram  from  a patient  who  had 
severe  coronary  artery  disease  and  aortic  stenosis.  With 
the  onset  of  angina,  the  QRS  complex  widened,  the  ST 
segment  was  depressed,  and  ventricular  tachycardia  de- 
veloped. After  nitroglycerin,  the  pain  subsided  and  the 
electrocardiogram  reverted  to  the  pre-pain  configuration. 


peated  many  times,  and  the  patient  required 
defibrillation  on  several  occasions. 

The  patient  was  successfully  operated  upon, 
and  the  postoperative  angiogram  demonstrated 
the  aortic  valve  in  place  and  a patent  vein 
graft  to  the  anterior  descending  coronary  ar- 
tery. The  patient  had  no  further  episodes  of 
pain  or  ventricular  tachycardia. 


Table  6 

EMERGENCY  MYOCARDIAL  REVASCULARIZATION 


Number  and  Location  of  Saphe 

nous  Grafts 

Grafts 

LAD 

Right 

CX 

Total 

cases 

Single 

6 

1 

0 

7 

Double 

4 

2 

4 

5 

Triple 

2 

2 

2 

2 

TOTAL 

12 

5 

6 

23/14 

M flow, 

88 

85 

40 

ml/mm 

(8  cases) 

(1  case) 

(3  cases) 

Table  6 shows  the  number  and  location  of 
the  saphenous  vein  grafts.  The  left  anterior 
descending  was  the  artery  most  often  grafted. 

Table  7 shows  the  operative  results.  There 
was  one  fatality,  a patient  who  sustained  a 
cardiac  arrest  and  was  being  maintained  by 
closed  chest  cardiac  massage  until  he  was 
connected  to  the  pump  oxygenator,  Although 
a triple  saphenous  vein  graft  was  done,  myo- 
cardial contractions  were  still  inadequate  at 


the  termination  of  bypass.  In  the  other  13 
patients,  the  electrocardiogram  either  reverted 
to  normal  or  showed  reduced  T-wave  changes. 
The  ventricular  dysrhythmias  present  in  four 
patients  preoperatively  did  not  recur  after 
operation.  Nine  of  ten  grafts  studied  post- 
operatively  were  patent. 


Table  7 

EMERGENCY  MYOCARDIAL  REVASCULARIZATION 
Early  Results 

Mortality  1/14(7%) 

Improvement 
Clinical 

Electrocardiographic 
(absence  of  infarction 
or  dysrhythmia;  decreased 
ischemia) 

Findings  of  restudy 
Graft  status 

Patent  9 

Not  visualized  1 


13/13 

13/13 


One  of  the  patients  in  this  series  has  sub- 
sequently undergone  a second  emergency  pro- 
cedure. He  had  done  well  for  over  one  year 
following  emergency  vein  grafting  to  the  left 
anterior  descending  coronary  artery  and  re- 
turned for  re-evaluation.  Following  coronary 
arteriography,  he  developed  severe  chest  pain 
accompanied  by  electrocardiographic  changes 
of  ischemia.  The  study  suggested  occlusion  of 
the  distal  anastomosis  of  his  graft.  At  opera- 
tion, a thrombus  was  found  which  was  acting 
as  a ball  valve.  The  area  of  proximal  stenosis 
in  the  coronary  artery  had  progressed  to  total 
occlusion,  and  a thrombus  had  propagated 
down  the  artery  to  the  level  of  the  anastomo- 
sis. The  thrombus  was  removed  and  a success- 
ful repair  was  made.  The  patient  continues  to 
do  well  over  one  year  after  his  second  emer- 
gency operation. 

In  summary  then,  we  can  say  that  surgical 
therapy  is  beneficial  for  a number  of  complica- 
tions of  myocardial  infarction,  and  the  current 
trend  is  to  combine  the  procedure  (left  ven- 
tricular aneurysmectomy,  valve  replacement, 
etc.)  with  aortocoronary  saphenous  vein  bypass 
grafts  whenever  residual  coronary  artery  oc- 
clusive disease  is  present. 
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GRAND  ROUNDS 


The  University  of  Louisville  School  of  Medicine 

This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Surgical  Considerations  in  the  Management  of 
Hiatal  Hernia  and  Esophagitis 


THREE  patients  demonstrate  many  of  the 
considerations  appropriate  for  the  surgeon 
who  is  asked  to  see  a patient  with  hiatal 
hernia. 

First  is  a 53-year-old  woman  who  is  some- 
what overweight  but  otherwise  healthy.  She 
has  had  heartburn  as  a moderately  significant 
symptom  since  the  late  stages  of  her  second 
pregnancy  30  years  before.  Within  the  last 
three  years  her  retrosternal  pain  has  become 
progressively  more  symptomatic  and  similarly 
less  responsive  to  medical  management.  Ant- 
acids, dietary  restrictions,  attempts  to  lose 
weight  and  elevation  of  the  head  of  the  bed 
have  all  been  ineffective.  Initial  hospital  evalu- 
ations showed  a small  sliding  hiatal  hernia 
with  free  reflux  of  contrast  material  into 
the  distal  esophagus.  No  ulceration  was  seen 
in  the  esophagus.  No  stenosis  and  no  gastric  or 
duodenal  ulcer  were  seen.  The  barium  enema 
was  normal  as  was  an  oral  cholecystogram. 
Esophagoscopy  showed  moderately  severe 
esophagitis  without  evidence  of  stenosis.  A 
biopsy  was  not  done.  A study  of  gastric  acidity 
was  in  the  normal  range  for  the  test  employed. 

The  second  patient  presented  with  com- 
plaints of  dysphagia  for  solid  food.  He  had 
experienced  substernal  burning  pain  inter- 
mittently; this  had  been  responsive  to  antacid 
mints  for  a long  period.  Previous  evaluations 
of  these  complaints  had  shown  a hiatal  hernia, 
but  no  specific  management  had  been  recom- 
mended. At  that  time  x-ray  examination 
showed  the  absence  of  duodenal  ulcer,  gastric 
ulcer,  cholelithiasis,  or  other  significant  intra- 
abdominal diseases.  Examination  showed  an 
entirely  well  individual  with  no  evidence  of 


weight  loss.  Further  hospital  evaluation  showed 
a longitudinal  esophageal  stenosis  with  some 
apparent  shortening  and  a moderate-sized  slid- 
ing hiatal  hernia. 

The  third  patient  presented  with  a massive 
hiatal  hernia  demonstrated  radiographically, 
with  most  of  the  stomach  herniated  into  the 
posterior  mediastinum  but  with  minimal  re- 
flux. The  stomach  itself  appeared  to  contain 
no  ulcers,  and  no  other  abnormalities  were 
detected  in  a thorough  evaluation,  including 
an  electrocardiogram.  The  patient’s  complaints 
were  tightness  in  and  around  the  heart  and 
some  occasional  difficulties  with  breathing. 
These  were  more  marked  after  meals.  While 
these  symptoms  had  been  getting  steadily 
worse  over  a substantial  period,  this  particular 
patient  indicated  that  they  had  been  accentu- 
ated by  a recent  accident. 

Pathophysiology 

Our  first  consideration  is  to  stress  the  im- 
portance of  the  hernia’s  physiologic  relation- 
ships and  to  de-emphasize  the  anatomic  ab- 
normality. Hiatal  hernias  of  one  sort  or 
another  exist  in  a substantial  portion  of  the 
population.  The  majority  of  these  do  not  cause 
symptoms.  Most  of  those  which  do  cause 
symptoms  are  apparently  managed  rather  well 
by  non-operative  methods  of  therapy,  which 
should  properly  include  the  reasonable  use  of 
antacid,  elevation  of  the  head  of  the  bed,  small 
meals  and  a program  of  weight  loss,  if  this  is 
a predisposing  factor  because  of  increased 
intra-abdominal  pressure.  While  it  appears  that 
relatively  few  patients  of  all  those  with  hiatal 
hernia  genuinely  require  operation,  those 
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patients  who  would  properly  benefit  from  op- 
eration must  be  identified  (Table  1). 

The  important  physiologic  relationship  is  not 
the  presence  of  the  hernia  in  the  chest,  al- 
though the  third  patient  is  an  example  of  such, 
but  a displacement  of  the  esophagogastric 
junction  into  a position  where  it  is  no  longer 
normally  competent  to  prevent  gastroesopha- 
geal reflux.  As  a result,  gastric  acid,  which  is 
typically  normal  in  concentration  and  volume, 
refluxes  into  distal  esophagus.  The  distal  esoph- 
agus is  very  slightly  resistant  to  such  reflux,  and 
such  sensitivity  may  be  accentuated  if  the  acid 
clearing  mechanism  is  impaired.  Hiatal  hernia, 
therefore,  is  an  anatomic  defect,  but  the 
disease  which  causes  these  patients  to  see  a 
physician,  our  third  patient  notwithstanding, 
is  esophagitis  and/or  its  complications. 

Table  1 

Indications  for  Operation  in  Patients 
with  Hiatal  Hernia 

Failure  of  medical  care 
Persistence  of  heartburn 
Development  of  dysphagia  (stenosis) 

Bleeding 

Most  commonly  from  an  ulcer  in  the 
herniated  stomach 

Presence  of  longitudinal  (stricture)  or 
circumferential  (Schatzki  ring)  stenosis 
Retrosternal  pressure  symptoms  only  if 
hernia  is  large 

Documented  pulmonary  aspiration 

Coexisting  Illnesses 

Coexisting  diseases  are  frequent  in  patients 
with  hiatal  hernia  (Table  2).  It  is  not  regularly 
possible  to  distinguish  among  such  illnesses 
and  complete  x-ray  evaluation  is  essential. 
Clearly  esophagitis  will  not  respond  sympto- 
matically to  cholecystectomy  for  cholelithiasis, 
or  vice  versa.  This  is  often  a major  diagnostic 
problem,  and  we  often  employ  esophagoscopy 
to  confirm  the  diagnosis  of  esophagitis  ob- 
jectively. 

Previous  Surgical  Failures 

It  is  appropriate  to  remind  surgeons  that  this 
operation  has  acquired  a bad  name  both  with 
patients  and  many  of  our  colleagues  in  related 
specialties.  This  is  attributable  to  two  major 
factors.  First,  a large  number  of  patients  were 
operated  upon  for  hiatal  hernia  who  had  no 
symptoms  and  obviously  could  not  be  im- 
proved by  their  operation.  Second,  a substantial 
number  of  patients  undergoing  operation  have 


Table  2 

Mimimum  Frequency  of  Abnormalities 
Associated  with  Hiatal  Hernia 


Cholelithiasis 

33% 

Duodenal  ulcer 

24% 

Colonic  disease 

7% 

(sufficient  to  require 

operation) 

Gastric  ulcer 

5% 

Angina  pectoris 

3% 

No  other  abnormalities 

60% 

failed  to  benefit  from  the  procedure  because 
of  an  anatomic  recurrence  and/or  a physio- 
logic failure.  These  unsatisfactory  results  have 
been  reported  by  several  centers  to  exceed  25% 
in  five  years. 

New  Concepts 

A new  interest  in  hiatal  hernia  and  esopha- 
gitis as  a surgical  illness  was  no  doubt  stimu- 
lated by  the  studies  of  Belsey  and  Nissen1,  who 
almost  simultaneously  and  independently 
realized  that  simple  approximation  of  the  crura 
of  the  diaphragm  behind  the  esophagus  and  re- 
attachment of  the  tenuous  phreno-esophageal 
ligament  to  the  undersurface  of  the  diaphragm 
was  extremely  unlikely  to  control  mechanical 
or  physiologic  defects  of  this  sort.  Accordingly, 
both  of  them  developed  a “valvuloplasty”  type 
of  procedure  in  which,  among  other  things,  an 
acute  angle  at  the  esophagogastric  junction  is 
accentuated  to  permit  caudad  passage  of  in- 
gested material  but  to  generally  retard  cepha- 
lad  regurgitation  of  gastric  contents,  whether 
food  or  acid.  These  operations  have  brought 
a new  order  of  success  to  the  surgical  approach 
to  hiatal  hernia,  and  most  individuals  with 
modest  experience  in  either  procedure  report 
anatomic  and  physiologic  success  which  exceed 
90%,  even  in  patients  who  have  been  scrupu- 
lously studied  for  postoperative  failure.  Also, 
these  procedures  can  apparently  be  conducted 
with  reasonable  morbidity  and  a mortality  rate 
acceptable  for  a benign  disease  (Table  3). 

Much  has  been  made  of  whether  the  trans- 
abdominal or  transthoracic  route  was  superior 
for  repair.  While  it  is  important  to  favor  that 


lSkinner,  D.  B.„  Belsey,  R.  H.  R.,  Hendrix,  T.  R. 
Zuidema,  G.  D.  Gastroesophageal  Reflux  and  Hiatal 
Hernia,  Little,  Brown  and  Company,  Boston,  1972. 
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route  most  familiar  to  the  operating  surgeon, 
it  may  well  be  that  patients  should  be  studied 
in  some  detail  to  identify  which  ones  would 
benefit  from  a trans-thoracic  operation  and 
which  from  a trans-abdominal  operation.  The 
patient  with  coexistent  gallstones  would  prob- 
ably do  better  with  one  abdominal  operation 
to  correct  his  cholelithiasis,  chronic  chole- 
cystitis, and  hiatal  hernia  than  with  two 
sequential  procedures.  Similarly,  we  feel  quite 
strongly  that  those  patients  with  either  very 
large  hernias  or  with  evidence  of  esophageal 
shortening  or  stenosis  benefit  from  a trans- 
thoracic operation,  as  an  example. 

Patient  Decisions 

Now  consider  the  patients  presented.  The 
first  patient  is  a fairly  typical  example  of  the 
patient  with  an  isolated  hiatal  hernia  which  is 
often  related  to  pregnancy.  At  this  point,  the 
first  patient’s  esophagitis  is  becoming  more 
recalcitrant  to  medical  treatment,  and  she  is 
unlikely  to  obtain  lasting  relief.  For  this 
patient  we  would  recommend  a hiatal  hernior- 
rhaphy with  reconstruction  of  a valvular 
mechanism,  such  as  has  been  described  by 
Nissen.  The  operative  approach  carried  out  in 
this  patient  should  very  likely  be  of  the  sur- 
geon’s choosing.  As  we  have  indicated  pre- 
viously, should  this  patient  have  clear  cut  signs 
of  intra-abdominal  disease  verified  by  x-ray 
study  of  abdominal  organs,  we  would  opt  for 
the  trans-abdominal  approach  (Table  1). 
Were  esophageal  shortening  a factor,  we  would 
recommend  the  trans-thoracic  approach. 

The  Approach  to  Stricture 

The  second  patient  made  relatively  little  of 
his  probably  significant  esophagitis  over  the 
years.  He  may  well  be  stoic,  because  at  this 
point  he  presents  with  a complication  of  un- 
controlled esophagitis,  i.e.,  longitudinal  sten- 
osis or  stricture  of  the  distal  esophagus.  In  the 
past,  firm  fibrous  strictures  were  treated  by 
extensive  operations,  such  as  interposition  of 
segments  of  intestine  (Merendino).  Such  pro- 
cedures prove  remarkably  effective  but  bear 
a substantial  mortality  rate  even  in  skilled 
hands.  Such  strictures  have  been  treated  by 
incision  and  the  use  of  gastric  fundus  as  a 
serosal  onlay  graft  (Thai).  Actually,  this 
patient  probably  should  be  treated  by  an  op- 


eration designed  to  control  reflux,  with  either 
digital  dilatation  through  a gastrotomy  or  endo- 
scopic dilatation  at  the  time  of  operation. 
While  this  can  be  accomplished  trans-abdom- 
inally,  unless  other  factors  were  clinically  sig- 
nificant, we  would  prefer  to  approach  this 
through  the  left  chest.  After  correction  of  the 
reflux  and  dilatation  of  a soft,  edematous,  non- 
fibrotic  stricture,  such  patients  obtain  a satis- 
factory long-term  result.  If  the  stenosis  is  firm 
or  hard  and  unyielding,  interposition  or  onlay 
grafting  supplemented  by  valvuloplasty,  will 
often  be  necessary. 

Table  3 


Results  of  Treatment  of  Hiatal  Hernia 
and  Esophagitis  by  Fundoplication  (Nissenl  * 


No. 

% 

Patients  operated  upon 

(1.2%  of  hiatal  hernias  discovered) 

121 

100.0 

Results 

Died  after  operation 

2 

1.6 

Complications  prolonging  hospitalization 

19 

15.7 

Anatomic  or  physiologic  failure 

3 

2.4 

Recurrence  of  symptoms 

4 

3.2 

Well  and  free  of  complaints 

112 

92.7 

♦Based  in  part  upon  previous  reports  (Ann.  Thor.  Surg. 
7:202,  1969,  Ann  Surg.  173:775,  1971). 


Conclusions 

Cautious  optimism  is  perhaps  the  watchword 
as  one  waits  to  see  whether  these  concepts 
stand  the  test  of  time.  Is  the  patient  selection 
(for  operation)  appropriate?  Have  we  swung 
too  far  to  the  right  and  excluded  legitimate 
operative  candidates  as  a reactionary  response 
to  previous  standards,  where  hiatal  hernias 
were  often  operated  upon  much  as  mountains 
were  climbed — because  they  were  there? 

What  is  the  role  of  the  once  popular  multi- 
faceted or  balanced  operations  for  hiatal 
hernia?  We  think  there  is  none,  because  pa- 
tients without  associated  peptic  ulcer  have 
normal  gastric  acidity,  requiring  no  operative 
maneuver  to  control  same,  and  preoperative 
x-rays  turn  up  virtually  all  significant  lesions 
discoverable  by  exploration. 

Can  we  keep  to  a minimum  the  complica- 
tions of  procedures  designed  to  produce  a 
valve  at  the  gastroesophageal  junction?  Some 
reports  have  described  significant  bloating 
after  operations  of  this  sort.  We  have  en- 
countered few  such  complaints,  but  this  may 
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be  attributable  to  the  relative  looseness  with 
which  the  fundus  is  wrapped  about  the  intra- 
abdominal esophagus  in  the  Nissen  procedure. 

Will  the  early  good  results  be  maintained? 
Both  Belsey  and  Nissen  have  had  in  excess  of 
20  years'  experience  with  such  operations. 
They  report  that  failures  tend  to  appear  soon — 
virtually  all  within  the  first  two  years — and 
that  once  control  of  reflux  and  esophagitis  is 
obtained,  it  usually  remains  controlled. 

This  discussion  of  recent  apparent  advances 


in  the  care,  treatment  and,  indeed,  under- 
standing of  hiatal  hernia  and  reflux  esophagitis 
has  been  concerned  with  multiple  factors,  and 
the  interested  reader  may  well  wish  to  consult 
a recent  monograph  on  this  subject. 


Hiram  C.  Polk,  Jr.,  M.D. 
Waheed  Ahmad,  M.D. 
John  S.  Harter,  M.D. 
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Congress'  Continuing  View  of  Health  Care  f 


M.  Gene  Snyder* * 


IT’S  a real  pleasure  to  be  here  tonight. 
I mean  that.  I mean  it  because  as  I gaze 
out  over  this  audience  tonight  I see  folks 
who  have  been  among  my  staunchest,  firmest, 
most  generous  and  consistent  supporters  . . . 
in  short,  they  have  been  my  personal  friends 
and  my  ideological  compatriots. 

The  fact  that  I feel  at  home  among  you  is 
not  likely  to  change.  Besides,  it  has  always 
impressed  me  that  all  you  prestigious  doctors 
would  invite  a country  lawyer  and  hard-work- 
ing real  estate  broker  to  address  you.  I’m  like 
the  mule  in  the  Kentucky  Derby — I’m  out- 
classed, but  I sure  appreciate  the  company. 

I am  confident  that  we  will  always  be  allies 
because  we  share  certain  fundamental  princi- 
ples. As  a pundit  once  remarked:  “Our  princi- 
ples are  the  springs  of  our  actions;  our  actions, 
the  springs  of  our  happiness  or  misery.  Too 
much  care,  therefore,  cannot  be  taken  in  form- 
ing our  principles.” 

The  principles  we  share  have  led  us  into 
some  pretty  hard-fought  actions  in  the  past. 
Together  we  have  battled  on  a number  of 
fronts  and  I have  no  doubt  that  the  future  will 
see  us  fighting  together  in  the  struggles  that 
inevitably  face  us  as  men — that  challenge  our 
principles — that  threaten  the  honor  of  our 
country. 

I know  what  many  of  you  are  thinking 
right  now.  You’re  saying  to  yourselves  that 
Snyder  is  going  to  use  this  opportunity  to  make 
another  scathing  attack  on  socialized  medicine 
and  on  the  many  current  proposals  designed 
to  achieve  that  ignominious  end. 

Well,  I’m  not  going  to  do  exactly  that.  I 
know  that  many  so-called  “National  Health 
Insurance”  plans  are  being  set  forth  by  the 

t Presented  at  the  KMA  Interim  Meeting,  March  29, 
1973,  at  Lake  Barkley  State  Resort  Park  in  Cadiz 

* Member , U.S.  House  of  Representatives,  from  the 
4th  Congressional  District,  Kentucky 


Hero  of  Chappaquiddick  and  other  do-gooders. 
But  each  of  you  knows  the  objections  to  such 
plans;  each  of  you  knows  why  it  won’t  work; 
and  each  of  you  believes,  with  Albert  Jay 
Kock,  that  the  best  thing  to  do  if  you  see 
someone  coming  to  your  door  intent  on  doing 
you  good  is  to  hide  under  the  bed.  Besides, 
if  we  had  any  British  doctors  here  tonight 
they  would  probably  tell  you  they  came  to 
the  States  because  they  got  tired  of  having 
to  treat  every  ailment  that  crawls  out  of  the 
diagnostic  woodwork,  from  hangnail  to  pink 
elephantiasis. 

What  I do  want  to  talk  about  tonight  is 
the  broad,  general  concept  under  which  such 
proposals  as  socialized  medicine  ought  to  be 
considered.  What  I mean  specifically  is  the 
role  of  government  in  all  the  spheres  of  human 
endeavor.  We,  in  America,  have  always  had 
certain  beliefs  about  how  far  the  government 
can  or  should  go  short  of  being  tyrannical. 
Today,  we  face,  not  dictatorship  of  one  man, 
as  some  of  our  adversaries  say,  but  a collective 
dictatorship  of  bureaucrats  who  have  an  in- 
satiable thirst  for  controlling  every  facet  of 
American  life — from  cradle  to  grave,  from 
office  to  kitchen,  from  the  highways  to  the 
bedroom.  That  great  philosopher,  George  San- 
tayana, said  it  well  when  he  commented  that 
“A  man  may  not  always  eat  and  drink  what  is 
good  for  him;  but  it  is  better  to  die  of  the 
gout  freely  than  to  have  a censor  officially 
appointed  over  his  diet,  who  after  all  could 
not  render  him  immortal  anyway.” 

This,  I believe,  is  essentially  the  spirit  which 
motivates  President  Nixon  in  his  current  drive 
for  economy  in  government. 

Government  went  hogwild  in  the  1960’s.  It 
went  hogwild  and  haywire.  Most  Americans, 
I hope,  have  learned  that  government  usually 
messes  up  most  areas  it  gets  into.  The  only 
way  bureaucrats  can  cut  red  tape  is  lengthwise. 
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The  President  has  said  that  he  wants  “not 
more  government  . . . but  better  government.” 
And  when  we  look  at  the  increase  in  govern- 
ment spending,  we  can  see  that  he  very  definite- 
ly has  a point. 

Since  our  nation  began,  Federal  spending 
totals  a staggering  3 trillion,  543  billion  dollars 
— and  today  it  is  hardly  surprising  that  the 
taxpayers  are  up  in  arms  and  demanding  to 
know  where  we  intend  to  go  from  here. 

Let’s  examine  the  history  of  Federal  spend- 
ing a little  more  closely.  Since  1790,  here’s 
how  it  looks:  up  until  1900  (in  other  words, 
for  the  first  1 1 1 years  of  the  Republic)  we 
spent  some  $16.5  billion.  Up  to  1940  (or 
in  the  next  40  years  from  1900)  the  govern- 
ment spent  $150  billion;  then  up  to  1950, 
$535  billion  and  $744  billion  in  the  next  10 
years  up  to  1960;  $553  billion  in  the  next 
five  years  (i.e.  1960  to  1965)  and  $850  billion 
in  the  next  five  years  up  to  1970  and  $695 
billion  in  the  three  years  since  1970! 

In  1901,  the  U.  S.  had  77  million  people 
and  spent  $7  per  capita.  Today  we  are  spending 
$1,110  per  capita — 158  times  as  much — al- 
though our  population  has  only  tripled  since 
the  turn  of  the  century. 

And  when  we  look  around  us  in  America, 
has  all  this  government-spent  money  solved 
the  great  problems  of  humanity?  On  the  con- 
trary, while  it  may  have  helped  some  in  a 
few  areas,  it  has  almost  universally  given  birth 
to  many  more  problems.  Injections  of  Federal 
money  have  become  like  injections  of  fertility 
drugs  . . . you  try  to  get  a baby  and  you  end 
up  with  a litter. 

If  we  don’t  put  some  kind  of  restraint  into 
practice,  spending  over  the  next  three  years 
could  hit  $900  billion,  or  a fourth  of  all  pre- 
vious spending  in  our  history! 

Yet,  the  first  modest  suggestion  of  cutbacks 
in  Federal  program  expansion  has  brought 
forth  howls  of  outrage  and  aggressive  efforts 
to  force  still  more  spending.  At  issue  here, 
ladies  and  gentlemen,  is  the  question  of  pri- 
orities. There  is,  as  you  all  know,  a fight  going 
on  over  who  should  establish  them.  Some  of 
my  colleagues  in  Congress  avow  that  President 
Nixon  has  grabbed  budgetary  power  away 
from  the  legislative  body. 

Isn’t  it  strange  that  when  Congress  fails  to 
appropriate  money  which  the  Administration 
feels  is  necessary,  it  is  called  the  system  of 


“checks  and  balances”;  but  when  the  Executive 
refuses  to  spend  money  which  it  feels  the  Con- 
gress has  wrongfully  appropriated,  it  is  called 
“dictatorship”? 

The  truth  is,  as  we  look  at  next  year’s 
budget,  the  one  for  fiscal  1974,  we  see  that 
Congress  pretty  well  mapped  out  the  priorities 
a long  time  ago.  Some  $205  billion  is  com- 
mitted to  past  programs,  all  enacted  by  Con- 
gress. These  items  are  uncuttable.  That  leaves 
less  than  25%  of  the  budget  to  play  around 
with — to  make  savings  or  change  priorities. 
One  huge  item  that  would  build  a lot  of  schools 
and  hospitals  and  such  is  the  $26  billion  in 
interest  we  are  paying  for  past  budgetary  ex- 
cesses. 

Outside  of  the  Constitutional  question,  which 
may  be  settled  in  the  courts,  the  Executive- 
Legislative  hassle  boils  down  to  who  is  going 
to  take  on  the  responsibility  of  saying  “no” 
to  the  insatiable  demands  for  Federal  programs 
to  go  ever  onward  and  skyward. 

Let  me  say  quite  frankly  that  a lot  of  the 
hot  air  you  hear  coming  out  of  the  halls  of 
Congress  these  days  about  “reassertion  of  Con- 
gressional prerogatives”  is  just  that — hot  air. 
Many  members  of  Congress,  the  majority 
leadership  included,  have  for  many  years  had 
their  cake  and  their  eating  it  too.  They’ve 
been  able  to  stand  up  and  say  to  every  interest 
group,  every  income  group  and  every  visitor 
to  their  offices,  “See,  we  gave  you  everything 
you  wanted.  It’s  that  nasty  old  White  House 
that  won’t  spend  it.” 

This  is  a convenient  way  to  get  off  the  hook 
— but  it’s  not  healthy  for  the  country.  And 
for  these  same  fiscal  mountebanks  to  get  up 
on  their  high  horses  now  is  political  oppor- 
tunism at  its  very  worst.  Chairman  Wilbur 
Mills  of  the  House  Ways  and  Means  Com- 
mittee stated  it  reasonably  when  he  said  that 
“since  the  time  of  Jefferson,  presidents  have 
reserved  on  the  expenditure  of  funds.  The 
President  is  not  going  to  use  authority  to  hold 
back  spending  indiscriminately  and  he  certainly 
will  not  use  this  authority  in  such  a way  as  to 
endanger  his  party’s  chances  to  win  after  the 
next  four  years.  If  we  want  to  stop  runaway 
expenditures,  we  must  not  only  provide  a 
spending  ceiling  but  also  give  the  President 
enough  leeway  in  determining  which  expendi- 
tures can  be  reserved,  so  he  can  do  the  job. 


322 


May  1973  • The  Journal  o 


Congress’  Continuing  View  of  Health  Care — Snyder 


That  is  our  only  alternative.” 

A perfect  illustration  both  of  Congressional 
irresponsibility  and  the  need  for  the  alternative 
which  Chairman  Mills  suggests  is  an  exchange 
which  appeared  in  the  Congressional  Record 
of  October  18,  1972,  involving  Mr.  Mills  him- 
self. In  that  exchange,  Chairman  Mills  re- 
ported that  the  Senate-House  conference  com- 
mittee had  agreed  on  a compromise  on  a bill 
to  put  a $250  billion  ceiling  on  spending.  How- 
ever, the  Chairman  reported,  even  though  the 
Senate  had  called  for  a ceiling,  it  had  refused 
to  give  the  President  any  powers  to  implement 
the  ceiling.  The  House  had  given  the  Presi- 
dent this  power. 

The  compromise  was  this:  the  President 
could  make  vetoes  of  appropriations  to  bring 
spending  under  $250  billion — but,  he  only 
had  the  power  to  do  so  for  one  day.  Further- 
more, any  actions  he  took  during  that  one 
day  were  null  and  void.  If  the  foregoing  is 
what  is  meant  by  “Congressional  responsibil- 
ity,” then  God  save  us  from  anyone  asserting  it. 

That  is  the  way  the  history  of  government 
spending  has  gone.  We  see  that  we  will  proba- 
bly run  a $25  billion  deficit  in  fiscal  1973. 
Due  to  changes  in  tax  laws  enacted  in  1969 
and  1971,  plus  growth  of  the  economy,  reve- 
nues will  be  up  to  $256  billion  in  1974,  with 
a $13  billion  deficit. 

The  President  is  aiming  at  a balanced  budget 
over  the  next  few  years,  but  the  Congress 
and  the  people  must  cooperate  in  achieving 
that  goal.  The  people  of  the  Fourth  Congres- 
sional District,  when  they  were  asked  whether, 
to  cut  overall  Federal  spending,  they  would 
accept  cuts  in  their  favorite  Federal  programs, 
responded  by  an  overwhelming  85.6%  to 
12.8%  that  they  would. 

I hope  this  message  gets  to  my  colleagues 
in  Congress  because  at  stake  is  whether  or  not 
our  dollars  will  buy  anything  in  a decade  or  so, 
for  the  path  of  inflation  runs  parallel  to  the 
path  of  upward  Federal  “printing  press”  money 
spent  in  the  form  of  deficits. 

It  is  clear  that  what  we  need  is  not  additional 
astronomically-priced  programs  like  socialized 
medicine  even  if  there  was  the  remotest  chance 
it  would  work  (which  there  isn’t).  Rather, 
we  must  have  cuts  in  the  wasteful  and  wild- 
eyed programs  we’re  already  burdened  with. 


This  is  not  the  time  to  embark  on  further 
flights  of  fancy.  Today  we  face  a great  decision. 

We  can  reaffirm  our  belief  in  the  sovereignty 
of  the  individual  and  the  desirability  of  freedom 
and  liberty,  or  we  can  plunge  headlong  down 
the  road  to  all-encompassing  governmental  con- 
trol and  national  extinction. 

I know  which  alternative  you  will  choose 
and  have  chosen.  And  I am  confident  which 
way  most  Americans  will  choose  if  we  provide 
them  with  the  leadership.  We  are,  I feel,  emerg- 
ing from  a time  of  great  national  doubt  and 
confusion. 

Think  of  this:  If  10  years  is  the  age  at 
which  public  events  begin  to  register  on  chil- 
dren, some  40%  of  all  Americans  can’t  re- 
member when  the  U.  S.  wasn’t  in  Vietnam. 
Also,  practically  every  American  man  between 
the  ages  of  19  and  76  has  had  the  threat  of 
the  draft  over  him  at  some  time  since  the 
start  of  World  War  II.  Every  family  has  been 
touched  in  some  way. 

This  has  changed  now.  There  is  still  a vigor- 
ous spirit  alive  in  America  and  it  is  emerging 
and  stirring  from  the  stupor  we  thought  it 
was  in  just  a short  time  ago.  Sure,  we  have 
a lot  of  problems — but  we  have  solved  prob- 
lems just  as  big  in  the  past.  The  world  admires 
us  for  our  character  as  a nation. 

We  have  acted  with  restraint  which  befits 
a super-power  in  this  age  of  super-power.  But 
we  cannot  rest  on  these  laurels.  The  act  of 
earning  respect  in  this  world  is  ceaseless.  Just 
as  a doctor  can't  rest  on  a feat  of  surgery  or 
diagnosis  he  performed  20  years  ago,  a great 
nation  cannot  rest  on  what  it  did  yesterday 
if  it  lets  things  go  to  hell  today.  And  things 
will  go  to  hell  if  our  government  continues 
irresponsible  spending  and  profligate  programs. 

So,  starting  today,  let  us  reaffirm  our  prin- 
ciples, the  principles  of  freedom  and  self- 
initiative which  have  made  us  a great  people, 
a mighty  nation.  Let  us  base  our  actions  on 
those  principles — actions  to  reject  the  tempta- 
tions to  national  weakness.  Let  us  face  the 
question  of  how  we  shall  answer  the  decisive 
challenge  which  confronts  our  nation  today. 
As  I said  before,  I know  what  your  answer 
has  been  and  what  it  will  continue  to  be. 

Thank  you. 
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IN  1953,  in  Madisonville,  Kentucky — pop- 
ulation then  about  11,000 — there  were  10 
physicians.  In  that  year  and  in  that  town, 
Doctors  Loman  and  Faull  Trover,  graduates  of 
the  University  of  Louisville  School  of  Medi- 
cine, embarked  upon  the  formation  of  a multi- 
specialty group  practice.  Now,  just  20  years 
later,  it  seems  appropriate  to  review  the  devel- 
opment and  some  of  the  accomplishments  of 
the  Trover  Clinic,  for  it  has  come  to  be  a 
unique,  regional  medical  institution,  indeed. 

In  1973,  the  Clinic  has  56  physician-mem- 
bers, representing  all  the  major  and  most  of 
the  sub-specialties.  The  Hopkins  County  Hos- 
pital has  grown  from  54  beds  at  the  time  of  its 
founding  in  1937  to  300  beds  now  with  coro- 
nary care,  intensive  care,  and  all  the  modern 
laboratory  and  other  ancillary  services  nor- 
mally found  in  an  urban  medical  center. 
Satellite  clinics,  bringing  the  advantages  of  the 
center  to  patients  in  the  periphery,  have  been 
established  in  Earlington  (1954),  Providence 
(1960),  and  Morganfield  (1972).  A Clinic  Con- 
valescent Center,  established  in  1962,  has 
grown  to  70  beds  capacity.  Doctor  Loman 
Trover,  who  serves  as  Medical  Director  of  the 
Clinic,  has  been  a recent  member  of  the  Coun- 
cil on  Professional  Services  for  the  American 
Hospital  Association,  and  is  this  year  Presi- 
dent-Elect of  the  prestigious  American  As- 
sociation of  Medical  Clinics.  The  record  of 
Clinic  growth  is  intrinsically  extremely  im- 
pressive, as  noted  above,  but  what  makes  this 
historical  review  really  educational,  and  what 
sets  this  group  practice  effort  apart,  is  a further 
study  of  the  very  close  relationship  that  has 
developed  between  the  Clinic  and  the  com- 
munity it  serves. 

Over  the  years  since  its  founding,  the  Clinic 
has  stimulated  in  and  around  Hopkins  County  a 
number  of  health-oriented  programs,  and  has 
affiliated  with  many  more.  The  Clinic  Founda- 
tion has  financed  medical  student  housing, 


scholarship  loans,  and  the  start  of  a Family 
Practice  Residency.  The  Clinic  itself  has  helped 
train  students  in  Community  Medicine  from 
the  University  of  Kentucky  Medical  School, 
has  helped  the  Madisonville  Community  Col- 
lege train  R.N.s,  and  has  worked  with  the 
Hopkins  County  Health  Department  screening 
programs,  the  Pennyrile  Comprehensive  Health 
Planning  Council,  the  Pennyrile  Mental  Health 
Center,  Pennyrile  Crime  Council,  Community 
Action  Agency,  etc.  In  1971,  the  Clinic  was 
instrumental  in  organizing  a Health  Occupa- 
tions School,  now  training  L.P.N.s,  lab  techs, 
x-ray  techs,  inhalation  therapists,  and  medical 
secretaries.  In  the  last  five  years,  Goodyear, 
General  Electric,  McGraw  Edison,  National 
Can,  and  Borg-Warner  have  all  located  manu- 
facturing plants  nearby;  good  health  care  for 
employees  of  these  plants  was  certainly  con- 
sidered carefully  in  site-selection. 

The  economic  background  of  this  group  has 
been  fee-for-service  since  its  origin,  and  under 
such  a plan  it  has  certainly  prospered.  Not 
only  has  the  Clinic  itself  prospered,  but  it  has 
brought  both  excellent  medical  care  and  the 
fiscal  benefits  of  a large  medical  center  to 
Hopkins  County.  Administrative  breadth  of 
vision,  looking  beyond  individual  illnesses  to- 
ward the  health  of  the  community  as  a whole, 
must  account  in  large  measure  for  such  an 
impressive  acceptance  of  a group  practice  con- 
cept in  Madisonville. 

No  brief  is  made,  by  the  clinic  or  by  this 
writer,  that  group  practice  is  the  only,  or  the 
best,  way  to  practice  medicine.  It  has  its  own 
set  of  problems,  of  course.  But  it  is  a way  to 
practice,  and,  given  the  same  intelligent  effort 
most  physicians  devote  to  their  labors  of  any 
sort,  it  can  obviously  produce  a quality  of 
medical  care,  and  community  progress,  worthy 
of  our  close  attention. 
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He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID  TABLETS 

aluminum  and  magnesium  hydroxides  with  simethicone 
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STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
thingsyou  need  in  an 
anticholinergic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

''Antiacid''  action — Pro-Banthlne®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

‘‘Sustained"  action — Pro-Banthlne  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthlne  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthlne  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthlne® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthine  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-Banthlne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-Banthlne  P.A.-Each  tablet  of  Pro-Banthine  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
Banthlne  15  mg.  should  be  observed. 

How  Supplied:  Pro-Banthlne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthlne®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


The  Rx  that  says 

“Relax" 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 

minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non* 
cumulative  action  begins  to  work  within  30  minutes . . . yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster”  nor  a "hangover”  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihoc 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs. 


Butisoll 

■I^HRBITAL) 


SODIUM 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  “hangover”  and  gastrointestinal 
disturbances  are  seldom  seen.  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis.  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per5cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg„  30  mg. 
50  mg.,  100  mg. 

(McNEIL)  McNeil  Laboratories.  Inc.,  Fort  Washington,  Pa.  19034 


ORGANIZATION  SECTION 


1973  KMA  Annual  Meeting  Being  Held  1st  Time 
At  Louisville  Ramada  Inn/Bluegrass  Center 


The  1973  KMA  Annual  Meeting  will,  for  the  first 
time,  be  held  at  the  Ramada  Inn/Bluegrass  Conven- 
tion Center  in  Louisville. 
The  annual  session,  to  be 
held  September  18-20, 
will  feature  an  outstand- 
ing scientific  program 
and  many  prominent 
guest  speakers  are  sched- 
uled to  participate,  Lee 
C.  Hess,  M.D.,  Florence, 
KMA  President,  an- 
nounced. 

The  KMA  Scientific 
Program  Committee  has 
designed  the  program  so 
that  every  medical  specialty  will  be  involved.  Guests 
of  the  Association,  specialty  group  speakers  and  many 
local  physicians  have  been  invited  to  discuss  a wide 
range  of  medical  subjects  during  the  four  general 
sessions  and  17  specialty  sessions. 

Various  themes  for  the  general  session  presentations 
include  “Critical  Care  Medicine,”  “Pollution,”  “Renal 
Problems”  and  “Sex  and  Its  Consequences.” 

Speaking  to  the  topic  “Critical  Care  Medicine" 
during  the  September  18  morning  session  will  be  Ray 
Heifer,  M.D.,  East  Lansing,  Mich.;  Hubert  J.  Van 
Peenen,  M.D.,  Houston,  Tex.,  and  Don  M.  Benson, 
M.D.,  Pittsburgh,  Pa. 

“The  Battered  Child  Syndrome”  will  be  discussed 
by  Doctor  Heifer,  who  is  Associate  Professor,  Depart- 
ment of  Human  Development,  Michigan  State  Uni- 
versity. A member  of  the  American  Academy  of 
Pediatrics,  Doctor  Heifer  has  been  President  of  the 
Ambulatory  Pediatric  Association  during  1972-73. 

Doctor  Van  Peenen  will  deal  with  the  subject 


Doctor  Van  Peenen 

“Laboratory  Utilization  Patterns  in  Critical  Care 
Medicine.”  Professor  and  Chairman,  Department  of 
Pathology  at  the  University  of  Texas  Medical  School 
at  Houston,  Doctor  Van  Peenen  is  a member  of  the 
Academic  Clinical  Laboratory  Physicians  and  Scien- 
tists and  the  American  Society  of  Clinical  Pathologists. 

Active  in  the  field  of  emergency  medical  care, 
Doctor  Benson  is  a member  of  the  Cardiopulmonary 
Resuscitation  and  Emergency  Care  Committee  of  the 
American  Heart  Association  and  belongs  to  the 
Society  of  Critical  Care  Medicine.  Assistant  Professor 
of  Anesthesiology  at  the  University  of  Pittsburgh 
School  of  Medicine,  Doctor  Benson  will  speak  on 
“Critical  Care  Medicine — Its  Evolution  and  Present 
Status.” 

The  American  Medical  Association  has  fully  ac- 
credited the  Annual  Meeting  for  postgraduate  con- 
tinuing medical  education. 

The  1973  Annual  Meeting  will  include  meetings 
of  the  17  specialty  groups,  two  meetings  of  the  KMA 
House  of  Delegates,  the  President’s  Luncheon,  a wide 


Doctor  Heifer 


Doctor  Benson 


For  the  first  time,  the  KMA  Annual  Meeting  will  be  held  at  the  Ramada  Inn/Bluegrass  Convention  Center  in  Louisville, 
September  18-20,  1973.  Located  at  Interstate  64  and  Hurstbourne  Lane,  the  Ramada  Inn  is  convenient  for  shopping  and 
for  visiting  recreational  facilities  in  the  Louisville  area. 
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variety  of  technical  and  scientific  exhibits,  and  the 
Annual  Convention  of  the  Woman’s  Auxiliary  to 
KMA.  All  activities  will  be  held  at  the  Ramada  Inn/ 
Bluegrass  Convention  Center. 

Upcoming  issues  of  The  Journal  will  carry  further 
details  on  other  speakers  and  highlights  of  this  year's 
meeting. 

Trustees  Schedule  Annual  Mtgs. 
In  Nine  KMA  Districts 

Nine  of  the  15  Trustee  Districts  of  KMA  have  held 
or  plan  to  hold  annual  meetings  in  April,  May  and 
June. 

The  Eighth  District’s  meeting  was  held  April  6-7 
at  Carter  Caves  State  Park.  April  12  was  the  meeting 
date  for  the  Fourth  District,  held  in  Lebanon.  The 
Second  KMA  District  met  at  the  Owensboro  Country 
Club  on  April  24,  followed  by  a meeting  on  April 
25  of  the  First  District  in  Paducah.  The  annual 
meeting  of  the  Thirteenth  KMA  District  was  held 
May  1 at  the  Bellefonte  Country  Club  in  Ashland. 
A scientific  program  was  the  highlight  of  the  meeting 
of  the  Fourteenth  District  held  May  2 in  Pikeville. 

C.  A.  Hoffman,  M.D.,  Huntington,  W.  Va.,  Presi- 
dent of  the  American  Medical  Association,  was  the 
featured  speaker  at  the  annual  meeting  of  the  Tenth 
Trustee  District  held  May  8 in  Lexington. 

Meetings  of  the  Seventh  and  Third  Districts  are 
being  planned.  The  Seventh  District  is  scheduled  to 
meet  on  May  24  in  Frankfort,  while  June  12  is  the 
date  being  planned  for  the  Third  District  meeting  in 
Hopkinsville. 

Principal  speakers  for  the  Trustee  District  meetings 
have  been  Lee  C.  Hess,  M.D.,  Florence,  KMA  Presi- 
dent, and  David  A.  Hull,  M.D.,  Lexington,  President 
of  the  Kentucky  Foundation  for  Medical  Care.  Both 
physicians  dealt  with  the  topic  “PSROs.”  Doctor  Hess 
addressed  the  meetings  of  the  Eighth,  Fourth,  First, 
Thirteenth  and  Fourteenth  Districts.  Doctor  Hull 
spoke  to  the  Second  District  and  is  scheduled  to  speak 
at  the  meetings  of  the  Seventh  and  Third  Districts. 

Drs.  Surawicz,  Westphal  Awarded 
At  1973  Interim  Meeting 

Borys  Surawicz,  M.D.,  Lexington  and  Ulrich  West- 
phal, Ph.D.,  Louisville,  were  presented  the  1973 
Faculty  Scientific  Achievement  Awards  at  the  Interim 
Meeting  during  the  Thursday  evening  dinner  session, 
March  29. 

The  Award,  which  is  presented  annually  to  a 
faculty  member  of  each  of  Kentucky’s  medical 
schools,  honors  the  recipient  for  having  done  out- 
standing research  or  for  having  made  a considerable 
contribution  to  the  field  of  medicine. 

Doctor  Surawicz  is  a Professor  of  Medicine  and 
Director  of  the  Cardiovascular  Division  of  the  Uni- 
versity of  Kentucky  College  of  Medicine.  A native 
of  Moscow,  Doctor  Surawicz  received  the  American 


Fred  C.  Rainey,  M.D.,  KMA  President-Elect,  (left)  presents 
the  Faculty  Scientific  Achievement  Awards  to  Borys  Sura- 
wicz,  M.D.  (center),  Lexington,  and  Ulrich  F.  Westphal, 
Ph.D.  (right),  Louisville. 


College  of  Cardiology  Master  Teacher  Award  in 
1971.  He  came  to  the  University  of  Kentucky  in  1962 
having  previously  been  a research  fellow  of  the 
American  Heart  Association  and  instructor  in  cardi- 
ology at  the  University  of  Pennsylvania  School  of 
Medicine.  Doctor  Surawicz  is  a trustee  of  the  Amer- 
ican College  of  Cardiology. 

Professor  of  Bio-Chemistry  at  the  University  of 
Louisville  School  of  Medicine,  Doctor  Westphal  re- 
ceived his  medical  education  in  Austria  and  Germany. 
He  was  selected  as  “Outstanding  Pre-Clinical  In- 
structor for  the  Year  1969”  at  the  University  of 
Louisville  and  belongs  to  numerous  medical  organiza- 
tions including  the  American  Society  of  Biological 
Chemists,  the  Society  for  Experimental  Biology  and 
Medicine  and  the  Bio-Chemistry  Study  Section  of 
the  National  Institute  of  Health. 


Carl  Cooper,  M.D.  Named 
Chairman  of  KEMPAC 

Carl  Cooper,  Jr.,  M.D.,  Bedford,  was  recently 
elected  Chairman  of  the  Board  of  Directors  of  KEM- 
PAC, following  the  resignation  of  Fred  C.  Rainey, 
M.D.,  Elizabethtown,  in  that  position.  Doctor  Rainey’s 
resignation  came  after  he  announced  his  candidacy 
for  State  Senator  from  the  Tenth  District. 

The  KEMPAC  Board  named  Bennett  L.  Crowder, 
II,  M.D.,  Hopkinsville,  to  fill  Doctor  Cooper’s  former 
position  as  assistant  treasurer. 

Doctor  Cooper,  a general  practitioner,  is  Vice- 
Speaker  of  the  KMA  House  of  Delegates.  He  has 
served  as  an  alternate  delegate  to  AMA  and  former 
chairman  of  the  KMA  Senior  Day  Program  Com- 
mittee. Active  in  the  Kentucky  Chapter,  American 
Academy  of  Family  Physicians,  Doctor  Cooper  is  a 
Vice-President  and  Director  of  that  organization. 
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1973  KMA  Interim  Meeting  Highlights  Presented 


Physicians  and  guests  who  attended  the  1973  KMA 
Interim  Meeting  were  presented  an  outstanding  and 
highly  informative  program  during  the  two-day  ses- 
sion. The  meeting,  which  was  held  at  Lake  Barkley 
State  Resort  Park  in  Cadiz  on  March  29-30,  featured 
addresses  from  top  speakers  from  throughout  the 
country  and  several  Kentucky  physicians. 

A panel  discussion  on  various  approaches  to  health 
oare  delivery  opened  the  Thursday  morning  session. 
Walter  I.  Hume,  Jr.,  M.D.,  Louisville,  moderated  the 
panel  which  consisted  of  Leslie  W.  Blakely,  M.D., 
Lexington;  George  F.  Brockman,  M.D.,  Greenville; 
McHenry  S.  Brewer,  M.D.,  Louisville;  W.  Neville 
Caudill,  M.D.,  Louisville,  and  Dan  A.  Martin,  M.D., 
Madisonville.  The  Kentucky  physicians  directed  them- 
selves to  the  many  different  modes  of  delivering 
health  care  in  Kentucky. 

Tom  Nesbitt,  M.D.,  Nashville,  Vice-Speaker  of 
the  AMA  House  of  Delegates,  presented  AMA’s 
views  on  health  care  delivery. 

Also  featured  on  the  Thursday  morning  program 
were  discussions  concerning  health  manpower,  health 
costs  and  health  insurance.  Joseph  C.  Hamburg,  M.D., 
Dean  of  the  College  of  Allied  Health  Professions, 
University  of  Kentucky;  Lowell  H.  Steen,  M.D.,  Ham- 
mond, Ind.,  AMA  delegate  from  Indiana,  and  Harold 
B.  McGuffey,  Kentucky  Commissioner  of  Insurance, 
were  the  respective  speakers  on  the  above  topics. 

Congressman  M.  Gene  Snyder  (R-Louisville)  was 
the  principal  speaker  at  the  dinner  session  on  March 
29.  He  discussed  developments  in  Congress  in  regard 
to  the  economy  of  the  nation. 

The  Faculty  Scientific  Achievement  Award  was 
presented  during  the  Thursday  evening  dinner  session 
to  Borys  Surawicz,  M.D.,  Professor  of  Medicine, 
University  of  Kentucky  College  of  Medicine  and  Ul- 
rich Westphal,  Ph.D.,  Professor  of  Bio-Chemistry, 


U.  S.  Representative  M.  Gene  Snyder  (R-Louisville)  delivers 
the  keynote  address  at  the  evening  dinner  session  of  the 
KMA  Interim  Meeting  on  March  29  at  Lake  Barkley  Lodge. 


Hoyt  0.  Gardner,  M.D.,  Louisville,  addresses  the  audience 
at  the  March  29  evening  dinner  session  of  the  KMA 
Interim  Meeting  upon  receiving  a plaque  honoring  him  for 
his  two-year  term  of  service  as  Chairman  of  the  AMPAC 
Board. 


University  of  Louisville  School  of  Medicine. 

Deans  of  the  two  medical  schools  in  Kentucky  ac- 
cepted grants  from  the  AMA  Education  and  Research 
Foundation.  Richard  F.  Swigart,  Ph.D.,  from  the 
University  of  Louisville  School  of  Medicine,  accepted 
a check  for  $8,068.51.  The  Dean  of  the  University  of 
Kentucky  College  of  Medicine.  William  S.  Jordan, 
M.D.,  was  presented  a check  for  $3540.00  for  the 
use  of  his  school. 

In  a special  presentation  at  the  dinner  session,  Hoyt 
D.  Gardner,  M.D.,  Louisville,  was  honored  by  KMA 
for  his  past  two  terms  as  Chairman  of  AMPAC.  A 
plaque  was  presented  to  Doctor  Gardner  who  is  also 
a former  KEMPAC  Chairman. 

“Current  Trends  in  Health  Care”  was  the  topic  of 
the  panel  discussion  on  Friday  morning.  Comments 
were  made  regarding  the  attitude  of  the  consumer, 
by  Robert  V.  Bullock,  LL.M.,  Frankfort,  Assistant 
Attorney  General;  of  the  hospital,  by  Wade  Mountz, 
Louisville,  President,  NortonAThildren’s  Hospital;  of 
the  physician,  by  John  H.  Budd,  M.D.,  Cleveland, 
Member,  AMA  Board  of  Trustees,  and  of  Congress, 
by  James  W.  Foristel,  LL.B.,  Washington,  D.C.,  Di- 
rector of  the  AMA  Congressional  Relations. 

Robert  E.  Rinehimer,  Camp  Hill,  Pa.,  as  President 
of  the  Pennsylvania  Blue  Shield,  discussed  the  role 
of  the  insurance  commissioner  in  relation  to  health 
care  delivery.  The  closing  address  of  the  two-day 
session  was  given  by  David  A.  Hull,  M.D.,  Lexington, 
President  of  the  Kentucky  Foundation  for  Medical 
Care. 
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Emergency  Nurses  Seminar 
Scheduled  June  14-15 

A two-day  seminar  for  emergency  and  critical  care 
nurses  will  be  held  June  14  and  15  at  the  Ramada 
Inn-Bluegrass  Convention  Center  in  Louisville.  Spon- 
sored by  the  Kentucky  Medical  Association,  the  Ken- 
tucky Hospital  Association  and  the  Kentucky  Chap- 
ter, American  College  of  Emergency  Physicians,  the 
annual  event  will  deal  with  many  aspects  of  emer- 
gency care. 


Miss  Romano 

David  R.  Boyd,  M.D.C.M.  and  Teresa  L.  Romano, 
R.N.,  both  of  the  Illinois  Department  of  Public 
Health  in  Chicago,  will  be  two  of  the  many  guest 
speakers  participating  on  the  program. 

Doctor  Boyd  is  Chief  of  the  Division  of  Emergency 
Medical  Services  and  Highway  Safety  of  the  Public 
Health  Department.  He  will  be  speaking  on  “The 
Illinois  Trauma  Program:  Program  to  Date”  and 
“Priorities  in  Multiple  System  Injuries.” 

The  Chief  Trauma  Nurse  Coordinator  of  the  De- 
partment, Miss  Romano  will  be  dealing  with  the 
subject  “Training  and  Education  of  Trauma  Personnel 
and  the  New  Health  Professionals.” 

Faculty  members  of  the  University  of  Louisville 
School  of  Medicine,  the  University  of  Kentucky  Col- 
lege of  Medicine,  as  well  as  several  other  Kentucky 


Doctor  Boyd 


physicians,  will  be  program  participants.  Burns,  immu- 
nizations, poisoning,  and  athletic  injuries  are  just  a 
few  of  the  topics  to  be  discussed  during  this  important 
program. 

Nurses  from  emergency  rooms,  intensive  care  and 
coronary  care  units,  operating  and  recovery  rooms, 
and  industrial  nurses  have  been  invited  to  attend  this 
course.  A $20  fee  will  include  the  registration  cost 
as  well  as  the  cost  of  the  social  hour  and  dinner  on 
Thursday  evening,  June  14. 


AMA  Officials  Brief  Ky.  M.D.’s 
On  National  Health  Insurance 

Twenty-six  physicians  and  wives  representing  the 
KMA  Board  of  Trustees,  KMA  Committee  on  Legis- 
lative Activities,  KMA  Public  Relations  Committee 
and  the  Woman’s  Auxiliary  to  KMA,  attended  the 
Action  ’73  Leadership  Conference,  held  at  the  KMA 
Headquarters  Office  on  April  18,  1973.  The  meeting 
was  devoted  to  the  important  subject  of  National 
Health  Insurance. 

Clinton  S.  McGill,  M.D.,  of  Portland,  Ore.,  a 
member  of  the  AMA  Speakers  Bureau  on  National 
Health  Insurance,  pointed  out  that  the  AMA’s 
Medicredit  Bill  had  more  congressional  sponsors  than 
any  other  National  Health  Insurance  proposals.  In 
his  presentation.  Doctor  McGill  compared  AMA’s 
Medicredit  Bill  with  other  National  Health  Insurance 
proposals. 

Mortimer  T.  Enright,  Director  of  the  AMA 
Speakers  and  Leadership  Programs,  presented  re- 
search materials  and  communication  aids,  and  out- 
lined effective  methods  and  techniques  of  speech 
delivery. 

Robert  Fry,  of  the  AMA  Department  of  Field 
Services,  stressed  the  need  for  Kentucky  physicians 
to  be  conversant  on  the  AMA  Medicredit  Bill  and 
presented  a brief  report  on  all  National  Health  In- 
surance legislative  proposals. 


Kentuckians  attending  the  AMA-AMPAC  Public  Affairs  Workshop  on  March  10  and  11,  1973,  and  the  KMA  Washington 
Dinner  on  March  13,  pose  on  the  U.S.  Capitol  steps  in  Washington,  D.  C.  with  several  AMA  officials  and  U.  S.  Representa- 
tive Tim  Lee  Carter,  M.D.  (tenth  from  right). 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  mcrphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.  co//' appears  above. 
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Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. .. regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A bet. i 
hemolytic  streptococcal  infections  and  will  not  eradicate  <t 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  sue; 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyt 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  r 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpu 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CE 
and  urinalysis  with  microscopic  examination  are  recommende 
during  sulfonamide  therapy.  Insufficient  data  on  children  und' 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  ren1 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucos; 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dosj 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosit 
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Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 


Antibacterial  Gantanol®  (sulfamethoxazole) 
controls  susceptible  strains  of  E.  coli  and  other 
gram-negative  and  gram-positive  organisms 


often  implicated  in  acute  nonobstructed  pyelo- 
nephritis and  cystitis. 


Prompt  antibacterial  blood  and  urine  levels 


In  from  2 to  3 hours  after  the  initial  2-Gm 
adult  dose,  antibacterial  levels  are  present  in 


both  the  blood  and  urine. 


B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 


Subsequent  1-Gm  doses  provide  up  to  12 
hours  of  antibacterial  coverage.  More  severe 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either 
schedule  provides  coverage  during  the  waking 


and  sleeping  hours— especially  important  during 
hours  of  sleep  when  normal  urinary  retention 
tends  to  favor  bacterial  proliferation. 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.L 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides,  especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 
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In  nonobstructed  cystitis  nfo  nnl 

and  pyelonephritis  due  to  V*  fj.  *7,  , v 

susceptible  organisms  (sulfamethoxazole) 

Basic  Therapy 
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slastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
ia,  purpura,  hypoprothrombinemia  and  methemoglobinemia); 
lergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
al  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
:rmatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
'al  and  scleral  injection,  photosensitization,  arthralgia  and 
lergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
idominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
omatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
I depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
;o  and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
xic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
phenomenon).  Due  to  certain  chemical  similarities  with 
•me  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
'poglycemic  agents,  sulfonamides  have  caused  rare  instances 
goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage;  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Digest  of  Proceedings,  Board  of  Trustees 
March  28,  1973 


The  third  regular  session  of  the  KMA  Board  of 
Trustees  was  held  on  March  28,  1973,  at  Lake  Bark- 
ley State  Park  in  Cadiz.  At  the  beginning  of  the 
meeting,  the  President’s  Report  and  the  Headquarters 
Office  Report  were  accepted  for  information. 

Ballard  W.  Cassady,  M.D.,  Chairman  of  the  KMA 
Budget  Committee,  presented  the  proposed  budget 
for  the  1973-74  Fiscal  Year.  The  budget  had  pre- 
viously been  approved  by  the  Budget  Committee.  The 
budget  was  accepted  by  the  Board  and  the  Committee 
was  commended  for  its  efforts  and  preparation  of  the 
budget. 

Committee  action  and  recommendations  to  the 
Board  were  as  follows:  1)  Approved  a School  Health 
Committee  request  of  $500  for  possible  use  to  help 
defray  costs  of  the  Second  Annual  Seminar  on  the 
Medical  Aspects  of  Sports.  2)  Business  Management 
and  Services  Committee  reported  on  several  proposed 
programs  concerning  group  travel  policies,  liability 
insurance  and  others.  The  Committee  also  reported 
on  a proposal  to  charter  a flight  to  the  AMA  Clinical 
Convention  in  Anaheim,  California,  this  fall.  The 
Board  approved  proceeding  with  plans  for  such  a 
flight.  3)  Legislative  Activities  Committee  reported 
briefly  on  the  Washington  Dinner  and  also  the  fact 
that  the  first  KMA  Legislative  Seminar  is  scheduled 
for  June  15-17,  Barren  River  State  Park.  4)  Emer- 
gency Medical  Care  Committee  reported  on  plans  for 
the  Second  Annual  Seminar  for  emergency  room 
nurses.  5)  Hospital  Committee  Chairman,  Richard  B. 
McElvein,  M.D.,  discussed  several  problems  which 
have  arisen  concerning  hospital  emergency  rooms. 
The  committee  recommended  several  ways  to  meet 
these  problems  and  also  suggested  that  Metropolitan 
Life  Insurance  Company  (Medicare  Part  B)  sponsor 
regional  seminars  for  physician  staff  members  to  as- 
sist them  in  the  proper  methods  of  billing  for  services 
under  Medicare.  All  these  recommendations  were  ac- 
cepted by  the  Board,  as  was  the  request  of  the  Public 
Relations  Committee  to  discontinue  Community 
Health  Week  as  a KMA  project. 

David  A.  Hull,  M.D.,  President  of  the  Kentucky 
Foundation  for  Medical  Care,  presented  a detailed 
report  to  the  Board  regarding  PSROs.  He  also  re- 
ceived approval  from  the  Board  to  request  the  State 
Comprehensive  Health  Planning  Council  to  endorse 
the  concept  of  a single  PSRO  for  Kentucky. 

Continuing  medical  education  was  considered  at 
length  and  the  Board  requested  that  the  Medical  Ed- 
ucation Committee  continue  their  activities  in  devel- 
oping continuing  medical  education  programs. 

J.  Thomas  Giannini,  M.D.,  Senior  AMA  Delegate 
from  Kentucky,  reported  on  activities  of  the  AMA 
delegation  regarding  membership.  He  further  re- 
ported that  the  KMA  had  received  recognition  for 
increased  membership  in  AMA  in  1972. 

The  Chairman  informed  the  Board  concerning 
several  state  councils  and  boards  to  which  KMA  sub- 
mits nominees  to  the  Governor  for  appointment.  A 


list  of  these  nominees  was  distributed  and  approved 
by  the  Board. 

The  Board  approved  an  Executive  Committee  rec- 
ommendation that  a KMA-KNA  Joint  Practice  Com- 
mittee be  established  and  referred  the  possible  ap- 
pointment of  an  ad  hoc  committee  to  study  primary 
psysicians  in  Kentucky  to  the  Quick  Action  Com- 
mittee. 

Lee  C.  Hess,  M.D.,  President  of  KMA,  reported 
on  action  regarding  an  Inter-Professional  Code  be- 
tween KMA  and  the  Kentucky  Bar  Association.  The 
Board  accepted  the  Code  and  finalized  plans  for  pub- 
lication and  distribution. 

The  Ad  Hoc  Committee  to  Select  a KMA  Parlia- 
mentarian recommended  the  appointment  of  Bennett 
L.  Crowder,  M.D.,  Hopkinsville,  to  this  position.  The 
Board  approved  this  nomination.  The  Chairman  re- 
ported that  the  State  Department  of  Health  had  dis- 
cussed with  KMA  the  possibility  of  a special  study 
of  drug  prescribing  patterns  of  physicians  in  Ken- 
tucky. The  Board  voted  to  appoint  a committee  to 
work  in  conjunction  with  the  State  Department  of 
Health  and  bring  back  recommendations  to  the  Board. 

The  Chairman  reported  that  the  Interim  Meeting 
Program  Committee  is  making  a detailed  study  of  all 
aspects  of  the  meeting  and  will  report  back  later 
concerning  continuation  of  the  Interim  Meeting. 

The  Board  voted  unanimously  that  a resolution  and 
special  award  be  presented  to  Hoyt  D.  Gardner,  M.D., 
Louisville,  to  recognize  him  for  his  service  as  Chair- 
man of  the  AMPAC  Board  of  Directors  during  the 
past  two  years. 

It  was  announced  that  the  next  regularly  scheduled 
meeting  of  the  Board  would  be  held  in  August,  but 
a special  meeting  may  be  held  in  the  interim  period. 


Scientific  Exhibitors  Urged 
To  Make  Plans  Soon 

All  physicians  interested  in  presenting  scientific  ex- 
hibits at  the  1973  KMA  Annual  Meeting  are  urged  to 
begin  making  plans  soon,  according  to  Arnold  C. 
Williams,  M.D.,  Lexington,  Chairman  of  the  KMA 
Scientific  Exhibits  Committee. 

Application  for  space  should  be  received  prior  to 
July  1,  1973,  at  the  KMA  Headquarters  Office.  The 
exhibits  should  have  a good  subject  and  be  of  teach- 
ing value,  but  they  do  not  have  to  be  expensive  or 
professionally  constructed. 

An  application  blank  appeared  in  the  April  Journal 
of  KMA,  p.  281.  You  may,  however,  obtain  an  appli- 
cation blank  by  writing  the  KMA  Headquarters  Of- 
fice, Scientific  Exhibits,  3532  Ephraim  McDowell 
Drive,  Louisville,  Kentucky  40205. 
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asthma  J Loptionai 

emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


I • Note  This  drug  is  not  a simple  analgesic  Do 
i lister  casually  Carefully  evaluate  patients  be- 
i ng  treatment  and  keep  them  under  close  su- 
i Obtain  a detailed  history,  and  complete 
i nd  laboratory  examination  (complete  hemo- 
lalysis,  etc  ) before  prescribing  and  at  fre- 
i rvals  thereafter  Carefully  select  patients, 

I hose  responsive  to  routine  measures,  contra- 
I patients  or  those  who  cannot  be  observed  fre- 
Varn  patients  not  to  exceed  recommended 
I hort-term  relief  of  severe  symptoms  with  the 
: lossible  dosage  is  the  goal  of  therapy  Dosage 
i taken  with  meals  or  a full  glass  of  milk.  Sub- 
a capsules  for  tablets  if  dyspeptic  symptoms 
tients  should  discontinue  the  drug  and  report 
’ aly  any  sign  of:  fever,  sore  throat,  oral  lesions 
ns  of  blood  dyscrasia);  dyspepsia,  epigastric 
iptoms  of  anemia,  black  or  tarry  stools  or  other 
of  intestinal  ulceration  or  hemorrhage,  skin  re- 
ignificant  weight  gain  or  edema  A one-week 
•d  is  adequate  Discontinue  in  the  absence  of  a 
response  Restrict  treatment  periods  to  one 
atients  over  sixty. 

is.  Acute  gouty  arthritis,  rheumatoid  arthritis, 
>id  spondylitis 

iications  Children  14  years  or  less;  senile  pa- 
itory  or  symptoms  of  G I inflammation  or  ul- 
ncluding  severe,  recurrent  or  persistent  dys- 
story  or  presence  of  drug  allergy;  blood 
s;  renal,  hepatic  or  cardiac  dysfunction;  hy- 

I n;  thyroid  disease;  systemic  edema; 

; and  salivary  gland  enlargement  due  to  the 
ymyalgia  rheumatica  and  temporal  arteritis; 
eceivmg  other  potent  chemotherapeutic 
r long-term  anticoagulant  therapy 
; Age,  weight,  dosage,  duration  of  therapy,  ex- 
f concomitant  diseases,  and  concurrent  potent 
arapy  affect  incidence  of  toxic  reactions.  Care- 
uct  and  observe  the  individual  patient,  espe- 
aging  (forty  years  and  over)  who  have 
I susceptibility  to  the  toxicity  of  the  drug  Use 
fective  dosage  Weigh  initially  unpredictable 
gainst  potential  risk  of  severe,  even  fatal,  re- 
he  disease  condition  itself  is  unaltered  by  the 
•“  w'th  caution  in  first  trimester  of  pregnancy 
rsmg  mothers  Drug  may  appear  in  cord  blood 
’ >t  milk  Serious,  even  fatal,  blood  dyscrasias, 


Butaiotidin  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  tfferapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G.l.  tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid).  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia,  gastritis, 


If  it  doesn't  work  in  a week,  forget  it. 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression. sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica. optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  ( B)98- 1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  lull 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


BU  8615-9 


What  should  a 
medication  for  sleep 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tiVity  to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (eg  . operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age.  Though  physical  and  psychok 
dependence  have  not  been  reported! 
recommended  doses,  use  caution  in 
ministering  to  addiction-prone  indiv 
or  those  who  might  increase  dosage; 
Precautions:  In  elderly  and  debi litat 
initial  dosage  should  be  limited  to  11 
to  preclude  oversedation,  dizziness 
or  ataxia.  If  combined  with  other  d r l 
having  hypnotic  or  CNS-depressant 
effects. consider  potential  additive  c I 
Employ  usual  precautions  in  patienl 
who  are  severely  depressed,  or  with! 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  onaverage:  fell  asleep  within  17  minutes,  had  fewer  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  (flurazepam  HCI)  has  been  shown  to  be  consistently  effective  even 
during  consecutive  nights  of  administration. Thus  there  is  little  likelihood  for 
the  need  to  increase  dosage  to  maintain  therapeutic  effect. 

Dalmane  is  in  a class  by  itself.  Not  a narcotic,  barbiturate  or  methaqualOne, 
Dalmane  is  the  only  available  benzodiazepine  specifically  indicated  for  insomnia. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane 
(flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  function  was  noted  in 
patients  administered  recommended  or  higher  doses  for  as  long  as  90  consecu- 
tive nights.  In  most  instances  when  adverse  reactions  were  reported  they  were 
mild,  infrequent  and  seldom  required  discontinuance  of  therapy.  Morning 
“hang-over”  with  Dalmane  has  been  relatively  infrequent.  Dizziness,  drowsi- 
ness, lightheadedness  and  the  like  have  been  the  side  effects  noted  most 
frequently,  particularly  in  the  elderly  and  debilitated.  (An  initial  dose  of 
Dalmane  15  mg  should  be  prescribed  for  these  patients.) 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep  medication, 
consider  Dalmane-a  single  entity  agent  proved  effective  and  relatively  safe 
for  relief  of  insomnia. 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Isnt  depression  or  suicidal  tendencies, 
'iodic  blood  counts  and  liver  and  kid- 
K function  tests  are  advised  during 
seated  therapy.  Observe  usual  precau- 
ns  in  presence  of  impaired  renal  or 
patic  function. 

verse  Reactions:  Dizziness,  drowsi- 
ss.  Iightheadedness,  staggering,  ataxia 
i falling  have  occurred,  particularly 
Jlderly  or  debilitated  patients.  Severe 
ifation.  lethargy,  disorientation  and 
■na.  probably  indicative  of  drug  intoler- 
:e  or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness, talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech. 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT.  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  eg  , excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults : 30  mg  usual  dosage; 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


Advertisement 


“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent  i 
issue  of  Medical  News  Report  (De- 
cember 4, 1972),  an  independent 
weekly  newsletter  published  by  forme 
AMA  Chief  Executive  F.  J.  L.  Blasin-  * 
game,  M.D. 

Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

"In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  thei 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  work 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economi 
impact.  The  economics  of  health  car  it 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tha; 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter-  ; 
ests  of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece: 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacisf 
made  in  the  absence  of  clinical  know 
edge  of  the  patient,  could  expose  hin 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothin 
in  the  pro-substitution  argument  tha  ( 
offsets  these  risks. 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim  1 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to  | 
better  utilize  pharmacists’  knowledg; 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degren 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  nee  si 
expert  knowledge  of  no  more  than  2!  1 


; >uld  be  an  obligation  of  medical 
notice... 

“Medical  societies  ought  to  con- 
l:t  continuing  campaigns  to  point 
i the  substantial  savings  that  could 
(realized  thru  deductible  insurance 
if  protection  for  catastrophic  ill- 
jss.  At  the  very  least,  they  should,  in 

I patients’  interest,  question  the 

i tics  of  any  insurance  organization 

I I raises  health  care  costs  by  forc- 
■ policyholders  to  buy  insurance 

I y may  not  need  or  want  and  prob- 
y won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
to  the  economic  consequences  of 
ir  decisions.  Too  many,  for  ex- 
ple,  habitually  hospitalize  patients 
the  convenience  of  the  MD.  It’s 
isense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
ties,  have  unhesitatingly  appealed 
heir  patients  for  support  in  the 
it  against  government  interference 
h the  private  practice  of  medicine, 
d the  public  in  the  past  has  re- 
inded.  It’s  time  the  American  Med- 
I Association  and  state  and  local 
dical  societies  paid  off  the  debt  by 
cisive  action  to  hold  down  the  cost 
medical  care.” 

st  of  Drugs 

Insurance  rates  and  hospital 
arges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


30  drugs  that  he  selects  to  treat  the 
ijority  of  conditions  encountered  in 
practice.  Moreover,  the  physi- 
n’s  choice  of  a specific  brand  is 
;ed  on  his  knowledge  of  the  pa- 
nt’s medical  history  and  current 
ndition,  and  his  experiences  with 
; particular  manufacturer’s 
)duct. 

Some  substitution  proponents 
je  argued  that  the  dispensing  of  a 
;scription  is  a simple  two-party 
nsaction  between  the  pharmacist 
1 the  patient,  and  that  a substitut- 
pharmacist  may  avoid  even  a 
hnical  breach  of  contract  by  simply 
ifying  the  patient  that  he  is  making 
substitution.  I would  judge  that 
j courts  would  be  sympathetic 
sard  a pharmacist  who  substituted 
hout  physician  approval  and  who 
dertook  a legal  defense  that  seeks 
make  the  patient  responsible  for 
(pharmacist’s  actions. 

Juced  Prescription  Prices? 

Substitution  advocates  are 
igesting  to  the  consumer,  and  par- 
ularly  the  consumer  activist,  that 
Juced  prescription  prices  could 
low  legalization  of  substitution, 
have  seen  absolutely  no  evidence 
ustify  this  claim.  To  the  contrary, 
lerience  in  Alberta,  Canada,  where 
ostitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  "The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine 

€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 

Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 

No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3M>,  phenacetin  gr.  2V2, 
caffeine  gr.  y2. 

I Burroughs  Wellcome  Co. 

FZl  / Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


E 

COMPOUN 

C CODEIN 

#3,  codeine  phosphate*  (32.4  mg.)  gr. 1 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  ' 


Medical  Aspects  of  Sports  Mtg. 

To  Be  Held  May  17  in  Richmond 

The  Second  Annual  Medical  Aspects  of  Sports 
Seminar  will  be  held  Thursday,  May  17  at  Eastern 
Kentucky  University  in  Richmond. 

Jointly  sponsored  by  KMA,  the  Kentucky  High 
School  Athletic  Association  and  the  Department  of 
Health,  Physical  Education  and  Athletics  at  Eastern, 
the  one-day  seminar  will  include  lectures,  demon- 
strations and  consultations  especially  designed  for 
physicians,  school  administrators,  teachers,  coaches, 
trainers  and  student  trainers. 

Ronald  E.  Waldridge,  M.D.,  Shelbyville,  Chairman 
of  the  KMA  Committee  on  School  Health,  Physical 
Education  and  Medical  Aspects  of  Sports,  will  pre- 
side at  the  annual  event.  The  faculty  for  the  day 
will  include  physicians,  university  instructors  and 
athletic  trainers  and  coaches. 

Topics  for  discussion  include  certification  of  train- 
ers, foot  care,  the  family  physician’s  role  in  sports 
medicine,  nutrition  and  heat  illness,  mouth  injury 
and  resuscitation. 

A $5  registration  fee  will  include  the  cost  of  a 
luncheon  and  a certificate  of  attendance.  To  register 
and  to  obtain  further  information  for  the  Seminar, 
write  Medical  Aspects  of  Sports  Seminar,  Student 
Health  Center,  Eastern  Kentucky  University,  Rich- 
mond, Kentucky  40475. 

Sickle  Cell  Anemia  Law 
Takes  Effect  in  Ky. 

On  March  16,  1973,  the  Sickle  Cell  Testing  Law 
went  into  effect  throughout  Kentucky,  requiring  all 
black  applicants  for  marriage  licenses  and  all  black 


newborns  to  be  tested  for  the  trait  of  sickle  cell 
anemia. 

The  law  also  states  that  counseling  be  provided 
to  parents  of  newborns  identified  as  having  sickle 
cell  anemia  as  well  as  to  marriage  applicants  when 
both  applicants  have  the  disease  or  trait. 


NEWS  ITEMS 


William  G.  Mialette,  M.D.,  Lexington,  was  recently 
elected  President  of  the  Association  for  the  Advance- 
ment of  Medical  Instrumentation.  Doctor  Malette  is 
Professor  of  Surgery  and  Associate  Dean  for  VA 
Affairs  at  the  University  of  Kentucky  Medical  Center. 

John  F.  Berry,  Jr,,  M.D.,  Lexington;  Walter  L, 
Boswell,  M.D.,  Versailles  and  Ralph  C.  Quillin,  M.D,, 

Lexington  were  recently  named  Fellows  of  the  Ameri- 
can College  of  Radiology.  The  radiologists  were 
cited  at  a convocation  during  the  College’s  50th 
annual  meeting  in  San  Francisco. 

David  A.  Hull,  M.D.,  Lexington,  was  named  to 
serve  on  one  of  the  seven  AMA  consulting  task 
forces  on  PSRO.  Doctor  Hull,  President  of  the 
Kentucky  Foundation  for  Medical  Care  and  KMA 
Trustee  from  the  10th  District,  will  serve  on  the 
Task  Force  for  Communications  and  Education. 


SUPPORT  OUR  ADVERTISERS 

When  you  see  an  advertisement  in  The  Journal  of  the  Kentucky  Medical 
Association  which  you  feel  does  a service  to  you,  the  physician,  and  to 
the  medical  profession,  it  would  be  helpful  to  all  concerned  if  you  would 
take  a few  minutes  from  your  busy  day  to  send  a note  of  appreciation 
to  the  advertiser. 
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What’s  on  youi 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


i 

c 

I 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/ 12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


rhe  lesions  on  his  face 
ire  solar/actinic— 
o-called  "senile”  keratoses... 
md  they  may  be  premalignant 


tolar,  actinic  or  senile  keratoses 

iese  lesions  may  be  called  by  several  names,  but  they 
lually  can  be  identified  by  the  following  characteris- 
es. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
lownish  or  reddish  color,  papular,  dry,  rough,  adherent 
Id  sharply  defined.  They  commonly  occur  as  multiple 
sions,  chiefly  on  the  exposed  portions  of  the  skin. 

[equence  of  therapy— 
dectivity  of  response 

fter  several  days  of  therapy  with  Efudex®  (fluorouracil), 
[ythema  may  begin  to  appear  in  the  area  of  the  lesions; 
[is  reaction  usually  reaches  its  height  of  unsightliness 
id  discomfort  within  two  weeks,  declining  after  dis- 
jmtinuation  of  therapy.  This  reaction  occurs  in  affected 
[eas.  Since  the  response  is  so  predictable,  lesions  that 
i not  respond  should  be  biopsied. 


cceptable  results 

eatment  with  Efudex  provides  highly  favorable  cos- 
etic  results.  Incidence  of  scarring  is  low.  This  is  par- 
ularly  important  with  multiple  facial  lesions.  Efudex 
ould  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

Efudex 

fluorouracil/Roche' 

5%cream/solution...a  Roche  exclusive 


eyes  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE  Southern  Optical  Bldg.-  640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

new  ALBANY  Professional  Arts  Bldg.,  1919  State  Street 
bowling  green  524  East  Main  Street 

OWENSBORO  Doctors  Bldg.,  1001  Center  Street 
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each  tablet, 
capsule  or  5 cc 
teaspoonful  each 

of  elixir  Donnatal  each 

^ C 23 % alcohoQ No.  2 Extentab 

hyoscyamine  sulfate  0.1037  mg  0.1037  mg.  0.31 1 1 mg. 

atropine  sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg. 

hyoscine  hydrobromide  0.0065  mg.  0.0065  mg.  0.01 95  mg. 

phenobarbital  (Kgr.)16.2mg  (^gr)32  4mg  (%gr)48  6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 

/WROBINS  A H Robins  Company  Richmond  Virginia  23220 


30  CAPSULES 


AH-J^OBINS: 


AW 


[ROBINS 


Allbee®withC 

MULTIVITAMINS 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  Forthe 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 


A.  H.  Robins  Company, 
Richmond,  Va.  23220 


Each  capsule  contains: 

Thiamine  mononitrate  (BO  15  mg  1500% 
Riboflavin  (B>)  10  mg  834% 

Pyridoxme  hydrochloride  (B.)  5 mg  • 
Niacinamide  50  mg  bQ0%\r 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vitamin  C)  300  mg  1000% 


2 ways  (o  provide  a daily 
therapeutic  supply  of  Vitamin  G 
15  baked  potatoes  (skins 
or  one  capsule  of 
AllbeewithC 


andal 


About  20  mg.  Vitamin  C in  one  baked  potato  (2V2"  diameter) 


Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro  Con 
□ □ 
□ □ 

□ □ 
□ □ 
□ □ 

□ □ 


□ 

□ 


□ 

□ 


□ □ 
□ □ 


Maternal  and  Child  Care  programs? 
Federal  funds  to  expand  medical 
schools? 

Federal  aid  to  medical  students? 
Expanded  nurse  training  programs? 

Expanded  physician's  assistant  pro- 
grams? 

Restricted  experimentation  of 
HMO's? 

More  effective  occupational  health 
and  safety  laws? 

Nation-wide  program  of  community 
emergency  medical  services? 
Voluntary  national  health  insurance9 
National  health  insurance  plan  fed- 
eralizing all  healthandmedicalcare? 


you're  for  the  first  nine  but  against  the  tenth 


you  stand  where  the  AMA  stands.  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public.  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N Dearborn  St./Chicago,  III.  60610 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium 25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Libriurri  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

...  A Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  | 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  j 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g., excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
p>atients  and  hyperactive  aggressive  children. 

Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  | 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, " 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
lan,  check  on  w hether  or  not  the 
atient  is  presently  taking  drugs 
nd,  if  so,  w hat  his  response  has 
*?n.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
is  excessive  psychic  tension  per- 
lists  and  should  be  discontinued 
tv  hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  w hen  dosage  guidelines 
are  followed,  Valium  is  w ell 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  10-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 


ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  w ho 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
w ith  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  w ith  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  w ith  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Y'alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessiv  e psychic  tension 


Assistance 


These  specially  trained  Professional  Re- 
lations Representatives  pictured  below 
are  available  to  assist  whenever  you  or 
one  of  your  staff  needs  information  regarding 
claims  handling,  payments,  benefits  or  any 
other  point  concerning  Voluntary  Prepayment 

Protection. 

You  are  invited  to  use  this  special  service.  FOR  ASSIST- 
ANCE, WRITE  OR  CALL  the  office  located  in  your  area. 
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MESSAGE 
FROM  THE 
PRESIDENT 


PSRO-NHI  — "What's  Next?" 

DO  you  think  that  the  PSRO  legislation  and  consideration  of  National  Health 
Insurance  bills  will  be  an  end  by  the  proponents  of  Socialized  Medicine  in 
this  country  to  further  encroach  upon  the  medical  profession?  According 
to  Wilbur  Mills,  the  timetable  for  consideration  and  realization  of  the  National 
Health  Insurance  program  has  been  set  for  the  fall  of  1973.  The  contents  of 
this  bill  at  the  present  time  are  still  indefinite  but  it  is  certainly  within  the 
realm  of  possibility  that  a composite  of  present  ideas  will  be  presented  and  passed. 

Have  you  read  AMA’s  Medicredit  proposal  for  national  health  care?  Do  you 
know  specifically  the  method  of  its  operation  in  regard  to  health  care  for  all  people 
in  the  United  States?  Do  you  know  the  expense  of  Medicredit  in  comparison  to 
the  cost  for  other  bills  and  proposals  being  presented  to  Congress?  Most  are 
vague  in  regard  to  expenses  to  be  incurred. 

This  might  be  a good  time  for  you  to  become  acquainted  with  your  Congress- 
man and/or  Senator,  if  you  haven’t  already  done  so.  Make  an  effort  to  discuss 
with  him  his  feelings  about  the  various  proposals  in  the  field  of  health  insurance 
which  are  now  being  considered  by  Congress.  Prepare  yourself  to  be  specific 
with  him  regarding  the  content  of  these  proposals  and  the  expected  costs.  Talk 
about  the  merits  of  the  Medicredit  proposal  versus  other  proposals  for  National 
Health  Insurance. 

There  are  approximately  185  sponsors  of  the  AMA  Medicredit  bill  at  the 
present  time.  Do  you  know  whether  your  Congressman  has  just  given  lip  service 
or  if  he  is  going  to  vote  for  this  proposal  in  contrast  to  other  proposals. 

It  is  imperative  to  us  in  medicine  that  you  be  able  to  discuss  pertinent  facts 
concerning  this  legislation  with  your  elected  representatives  in  Washington.  If 
we  do  not  take  a positive  stand  on  this  matter,  we  will  not  be  able  to  have  the 
type  of  legislation  which  will  be  in  the  best  interest  of  the  public  and  our 
profession. 

J.  Thomas  Giannini,  M.D. 
Senior  Delegate  to  the  AMA 

This  is  the  third  in  a series  of  articles  written  at  the  request  of  KM  A President  Lee  C.  Hess, 
M.D. 
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7 he  Kentucky  Foundation 
for  Medical  Care 


PSRO  Implementation  in  Kentucky 


SINCE  October,  1972,  the  requirement  for 
Professional  Standards  Review  Organiza- 
tions has  been  law,  and  your  Foundation 
has  been  working  to  develop  a plan  that  would 
insure  that  the  law  is  administered  in  a way 
that  is  acceptable  to  physicians  and  equitable 
to  the  public  we  serve. 

At  a meeting  held  on  March  28,  1973,  the 
KMA  Board  of  Trustees  and  the  Board  of 
Directors  of  the  Foundation  approved  the 
concept  of  a single  state-wide  PSRO  to  be 
created  by  the  Foundation,  utilizing  many 
of  the  theories  and  organizational  ideas  of  the 
present  peer  review  mechanism.  Since  that 
time,  the  Foundation  has  drafted  an  opera- 
tional plan  for  PSRO  which  calls  for  a state- 
level  policy-making  body,  district  or  regional 
review  committees,  “first  level  review”  or 
hospital  utilization  review  committees,  and 
local  lay  coordinators  directly  supervised  by 
physician  advisors. 

On  May  16,  a special  joint  meeting  of  the 
KMA  and  KFMC  Boards  was  called  to  con- 
sider the  PSRO  proposal.  The  plan  was  dis- 
cussed in  detail  and  modifications  were  made. 
Additionally,  members  of  allied  and  affiliated 


groups  were  in  attendance  at  the  meeting  and 
were  asked  to  comment  on  the  plan  and  to 
voice  their  opinions.  Associated  groups  repre- 
sented were  the  Kentucky  Dental  Association, 
the  Kentucky  Hospital  Association,  the  Ken- 
tucky Osteopathic  Medical  Association,  the 
Kentucky  Health  Insurance  Council,  Ken- 
tucky Blue  Cross-Blue  Shield,  the  Kentucky 
Medical  Assistance  Program,  the  Kentucky 
Comprehensive  Health  Planning  Council,  the 
Kentucky  Program  Development  Office  and 
Medicare,  Parts  A and  B. 

Aside  from  minor  questions  and  necessary 
changes,  all  participants  at  the  meeting  ac- 
cepted the  proposal  favorably.  It  is  very  grati- 
fying, I think,  to  know  that  what  can  be 
considered  as  a broad  cross-section  of  the 
state’s  health  care  community  is  supportive  of 
our  ideas  on  this  vital  aspect  of  our  profes- 
sional lives. 

Should  the  federal  government  not  accept 
the  plan  for  PSRO  in  Kentucky  developed 
jointly  with  concerned  groups,  we  can  surely 
say  that  we  have  applied  ourselves  diligently 
to  resolving  a major  and  far-reaching  task. 

David  A.  Hull,  M.D.,  President 


.%(, 
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From  the  files  of  the 

COMMITTEE  FOR  THE 


STUDY  OF  MATERNAL  MORTALITY 


This  20-year-old  unmarried  black  gravida  2,  para 
O,  abortus  1,  was  admitted  to  the  hospital  at  3:20 
a.m.,  2-19-71,  by  wheelchair  in  apparent  early  labor, 
at  term.  She  weighed  193  pounds  and  had  gained 
approximately  35  pounds. 

Her  membranes  ruptured  spontaneously  at  home 
at  2:30  a.m.  She  had  been  seen  only  two  times  with 
this  pregnancy  and  had  a weight  gain  of  12  lbs  in 
one  four  week  interval.  She  was  seen  one  week  prior 
to  admission. 

On  admission  to  the  hospital  her  blood  pressure 
was  146/106.  Vaginal  examination  revealed  the 
cervix  to  be  1 cm  dilated — 3 station  with  the  vertex 
presenting.  The  fetal  heart  tones  were  in  the  left 
lower  quadrant.  She  had  1+  ankle  edema  and  4 + 
albuminuria  present  in  the  urine. 

At  3:40  a.m.,  50  mg  of  Phenergan  and  1/400  gr 
of  Scopalamine  were  ordered.  Her  blood  pressure  at 
4:00  a.m.  was  138/100.  The  fetal  heart  was  good. 
She  had  received  Serpasil  at  this  time. 

At  7:00  a.m.,  her  blood  pressure  was  140/90.  Her 
contractions  were  still  irregular  and  mild.  At  10:00 
a.m.  her  blood  pressure  was  140/100.  After  she  had 
been  examined  by  her  physician,  her  contractions 
were  still  irregular  so  500  cc  D5W  with  1 ml  oxytocin 
was  started  at  11:10  a.m.  Her  blood  pressure  was 
140/100  at  11:38  a.m.,  she  was  having  contractions 
described  as  strong,  occurring  every  two  to  three 
minutes.  The  fetal  heart  was  good.  She  was  sedated 
with  75  mg  of  Demerol,  25  mg  Phenergan  at  1:30 
p.m.  At  2:00  p.m.  her  blood  pressure  was  140/80. 
and  the  contractions  were  occurring  every  two  to 
three  minutes.  Vaginal  examination  revealed  the 
cervix  still  somewhat  thick  but  6 cm  dilated.  At 
3:45  p.m.  she  was  described  as  “somewhat  restless 
although  sedated.”  Her  blood  pressure  was  not  noted 
at  this  time  nor  the  cervical  dilation. 

She  was  taken  to  the  delivery  room  at  7:40  p.m. 
when  she  was  completely  dilated  on  vaginal  examina- 
tion. There  were  no  notes  of  her  progress  or  lack 
of  progress  in  the  delivery  room  till  1:00  a.m.,  2-20-71, 
when  her  blood  pressure  was  recorded  at  140/108. 

A spinal  was  administered  at  1:47  a.m.  using 
IV2  mg  of  Pontocaine  between  L-4  and  L-5.  She  sat 
up  for  45  seconds  and  then  was  placed  in  10  degree 
Fowler’s  position. 

At  1:50  a.m.  her  pulse  was  slow  and  no  blood 
pressure  was  obtained.  A few  minutes  later  no  pulse 
was  palpable.  She  was  intubated  and  epinephrine 
1 to  1,000  was  given  intracardiac.  She  was  delivered 


of  a 7 lb.  9Vi  oz.  girl  from  the  ROP  position  with 
low  forceps.  The  infant’s  condition  initially  was  not 
good,  the  cry  was  delayed  20  minutes.  It  did  well 
subsequently  and  was  discharged  2-25-71.  The 
patient,  however,  expired  at  2:30  a.m. 

An  autopsy  was  obtained.  The  significant  findings 
were  confined  to  the  lungs.  Gross  examination  re- 
vealed congestion,  however  microscopic  examination 
revealed  multiple  acute  pulmonary  infarcts.  These 
were  felt  occurring  during  the  patient’s  labor.  No 
amniotic  fluid  emboli  was  seen.  No  source  of  throm- 
botic emboli  was  found.  The  final  anatomical 
diagnosis  was: 

Bilateral,  multiple  acute  pulmonary  infarcts  with 
clinical  pre-eclampsia. 

Comment 

The  Committee  condemned  the  management  of 
this  patient  on  several  points.  It  is  obvious  from  the 
protocol  that  the  patient  had  severe  pre-eclampsia 
as  manifested  not  only  in  her  blood  pressure  but  her 
proteinuria.  It  is  impossible  to  tell  from  the  protocol 
about  her  degree  of  hyper-reflexia  but  it  is  assumed 
that  this  may  have  existed  also.  The  management 
with  Serpasil  is  certainly  not  warranted.  As  a general 
rule,  oral  medications  are  never  indicated  during 
pregnancy  as  all  laboring  patients  have  a relative 
ileus.  The  patient  should  have  received  intravenous 
magnesium  sulphate  and  certainly  more  intensive 
efforts  at  delivery  should  have  been  accomplished. 
The  second  stage  of  labor  was  entirely  too  long. 

A second  point  to  be  condemned  is  the  use  of 
a high  oxytocin  concentration  in  the  intravenous 
drip.  It  is  noted  in  the  protocol  that  the  patient  re- 
ceived 1 cc  or  10  units  of  Pitocin  per  500  cc  of 
intravenous  fluid.  The  rate  at  which  this  fluid  was 
administered  is  not  given,  but  certainly  this  con- 
centration is  dangerously  high. 

The  next  point  to  be  condemned  is  the  apparent 
5V2  hours  in  the  second  stage  in  the  delivery  room. 
A good  working  rule  is  never  to  allow  a patient  to 
remain  in  second  stage  for  more  than  two  hours 
without  a pattern  of  active  intervention. 

The  final  cause  of  death  was  undoubtedly  anes- 
thesia. The  use  of  spinal  or  conduction  anesthesia  in 
hypertensive  disorders  is  dangerous.  The  danger  is 
chiefly  for  the  fetus  in  that  maternal  hypotension 
will  often  produce  acute  placental  insufficiency  with 

(Continued  on  Page  368) 
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The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


BUTISOL  Sodium  offers  prompt,  smooth, relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a 'roller-coaster”  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that’s  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

‘Based  on  surveys  ot  average  daily  prescription  costs 


Buliisol  SODIUM 

(SODIUM  BUTABARBITAL) 


® 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease;  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressants, 
because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangover' 
and  gastrointestinal  disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t i d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg..  100  mg  ; Elixir,  30  mg.  per 
5 cc  (alcohol  7%)  BUTICAPS*’  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg  . 30  mg.,  50  mg..  100  mg 
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How  do  you  evaluate  pain? 


There  are  as  many  degrees  of  pain  as  there  are  people  w ho  ex- 
perience it.  And  the  intensity  of  pain  — a question  of  degree  — 
varies  with  the  individual.  Your  training,  knowledge,  experience 
and  skill  provide  the  ability  to  interpret  not  only  pain,  but  your 
patient’s  tolerance  as  well.  Only  you  can  place  pain  in  its  proper 
perspective. 


How  do  you  manage  pain? 


Minor  aches  and  pains  can  usually  be  controlled  with  mild  anal- 
gesics. Intense  pain  may  require  more  potent  medication.  But  for 
effective  analgesia  in  mild-to-moderate  pain,  you  can  depend 
upon  Anexsia-D. 


FOR  THE  FHY3CIA 
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FOR  THE  FMM  N RFEJ 

ANEXSIA-D 


May  eliminate,  delay  or  reduce  the  need  for 
parenteral  analgesics. 

Produces  significant  relief  of  mi ld-to- moderate  pain. 

Anexsia-D  has  a schedule  III  classification  which 
permits  prescription  refill  up  to  six  months, 
or  five  times,  at  your  specification. 


ANEXSIA-D 

Hydrocodone  bitartrate  7 mg.  (Warning:  mav  be  habit  forming),  Phenacetin  1 50  mg.. 
Aspirin  230  mg.,  Caffeine  30  mg. 


(Full  prescribing  information  on  following  page) 

BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


for  significant  relief 
of  mild-to-moderate  pain 

Hydrocodone  bitartrate  7 mg.  (Warning:  may  be  habit  forming),  Phenacetin  1 50  mg., 

Aspirin  230  mg..  Caffeine  30  mg. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 

Div.  of  Beecham  Inc. 

Bristol.  Tennessee  37620 


Composition:  Each  white  grooved  tablet  of  Anexsia-D  con- 
tains Hydrocodone  bitartrate  7 mg.  (Warning:  mav  be  habit 
forming),  Phenacetin  150  mg..  Aspirin  230  mg..  Caffeine  30 
mg.  Actions  and  Uses:  Analgesic,  antitussive.  Indicated  for 
the  relief  of  mild-to-moderate  pain.  Dosage  and  Admin- 
istration: i or  2 tablets  every'  four  to  six  hours,  or  as  required 
to  relieve  pain.  Precautions  and  Side  Effects:  The 
habit-forming  potentialities  of  Anexsia-D  are  less  than 
those  of  morphine  and  greater  than  those  of  codeine. 

The  usual  precautions  should  be  observed  as  with 
other  opiate  analgesics.  Anexsia-D  should  be  used 
with  caution  in  patients  with  known  idiosyncrasies 
to  aspirin  and  phenacetin  and  in  those  with  blood 
dyscrasias.  It  is  generally  well  tolerated,  but  oc- 
casionally gastric  upset  or  constipation  may  occur. 

HOW  Supplied:  Bottles  of  100  and  1000  tablets. 

Caution:  Federal  law  prohibits  dispensing  w ith- 
out prescription. 
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Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro  Con 

□ □ Maternal  and  Child  Care  programs? 

□ □ Federal  funds  to  expand  medical 

schools? 

□ □ Federal  aid  to  medical  students? 

□ □ Expanded  nurse  training  programs? 

□ □ Expanded  physician's  assistant  pro- 

grams? 

□ □ Restricted  experimentation  of 

HMO's? 

□ □ More  effective  occupational  health 

and  safety  laws? 

□ □ Nation-wide  program  of  community 

emergency  medical  services? 

□ □ Voluntary  national  health  insurance? 

□ □ National  health  insurance  plan  fed- 

eralizing all  healthand medical care? 

If  you're  for  the  first  nine  but  against  the  tenth. 


you  stand  where  the  AMA  stands.  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public.  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N Dearborn  St. /Chicago 


Continuing  Educational 
Opportunities 

From  The 

KMA  Postgraduate  Medical 
Education  Office 


IN  KENTUCKY 

JUNE 

14-15  Emergency  Room  Nurses  Seminar,  Ramada 
Inn/Bluegrass  Convention  Center,  Louisville 

19  Postgraduate  course,  “Hospital  Acquired  In- 
fections,” William  Schaffner.  M.D.,  Nashville, 
Kentucky  Baptist  Hospital,  Louisville 

JULY 

10  6th  Trustee  District  meeting.  Bowling  Green 

12-13  Regional  Seminar,  Kentucky  Academy  of 
Family  Physicians,  Lake  Barkley  State  Park, 
Cadiz 

SEPTEMBER 

18-20  KMA  ANNUAL  MEETING,  Ramada  Inn/ 
Bluegrass  Convention  Center,  Louisville 

IN  SURROUNDING  STATES 

JUNE 

23-28  AMA  Annual  Meeting,  Americana  Hotel, 
New  York  City 

SEPTEMBER 

17-18  AMA  Annual  Congress  on  Occupational 
Health,  Benjamin  Franklin  Hotel,  Philadelphia 

NOVEMBER 

14-17  Seminar  on  “Life-Saving  Measures  for  the 
Critically  Injured,”  sponsored  by  the  American 
College  of  Surgeons  and  the  University  of 
Tennessee  College  of  Medicine,  Shrier  Audi- 
torium, Memphis 


Maternal  Mortality 

(Continued  from  Page  361) 

fetal  death.  Nevertheless,  a sympathetic  blockade 
produced  by  conduction  anesthesia  may  produce 
precipitous  blood  pressure  falls  in  the  mother.  It  is 
probable  in  this  case  that  the  patient  had  a total 
spinal  anesthestic  with  precipitous  fall  in  the  blood 
pressure  which  was  unresponsive  to  inadequate 
resuscitative  measures.  This  case  demonstrates  once 
and  again  the  adage  that  anesthesia  can  be  the  most 
dangerous  part  of  obstetrics.  The  Committee  classified 
this  as  a preventable  death  with  direct  obstetric 
factors. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/xg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
— 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROGRIG  <HBP 

A division  ot  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 


,rthur 


Clean 


PlNWOrMS  SI 
ROUHdWOlTMS  0 
STAINS  a 


with  a single  dose  of  Antiminth 

” (pyrantel  pamoate) ORAL  SU5PEN5,ON 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1 cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4 tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 

family  ROeRIG  <9 


A division  ot  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 


ORAL  SUSPENSION 


While  Antiminth  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
’Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 
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Two  forms  of  Cordran 
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Flurandrenolide 


per  *«• 


Additional  information  available 
to  the  profession  on  request. 


Eli  Lilly  and  Company  ♦ Indianapolis,  Indiana  46206 
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Allergy  and  Anesthesia 

An  Evergrowing  Relationship 

J.  Antonio  Aldrete,  M.D.,  M.S.* 

Louisville,  Kentucky 


Anesthetic  agents  and  other  adjuvant 
drugs  used  during  anesthesia  can  elicit 
a variety  of  allergic  phenomena;  i.e.,  con- 
tact dermatitis , angioneurotic  edema  and 
hepatic  necrosis  secondary  to  hypersensi- 
tivity. Fortunately,  these  complications 
are  rare,  but  they  nevertheless  should  be 
kept  in  mind  since  most  of  them  are  pre- 
ventable. 

THE  number  of  therapeutic  agents  is  con- 
stantly on  the  rise,  with  a parallel  growth 
in  the  number  of  patients  taking  a variety 
of  drugs.  It  is  therefore  of  prime  importance 
that  a brief,  but  informative  history  about 
allergies  and  sensitivities  be  obtained  during 
the  pre-anesthetic  visit  with  each  patient  who 
is  to  undergo  surgery. 

It  is  not  clearly  understood  whether  allergic 
responses  are  made  dormant  or  more  apparent 
during  the  physiologic  changes  produced  by 
anesthesia,  such  as  sympathetic  blockade,  de- 
nervation, central  nervous  system  depression 
and  a state  compatible  with  blood  levels  of 
catecholamines  higher  than  normal.  It  has  been 
observed,  however,  that  local  anesthetics  in- 
jected in  areas  with  their  sensory  and  sympa- 
thetic innervation  blocked  by  subarachnoid  an- 

*  Professor  and  Chairman,  Department  of  Anesthesi- 
ology, University  of  Louisville  School  of  Medicine, 
Louisville 


esthesia  have  yielded  larger  erythema  and 
wheals  than  injections  of  the  same  drugs  given 
in  nonanesthetized  areas.1 

Nevertheless,  we  have  to  admit  that  the 
true  incidence  and  degree  of  allergic  drug  re- 
actions occurring  during  anesthesia  may  be 
unknown  either  because  they  are  overlooked 
or  merely  because  the  victim  is  unconscious  and 
unable  to  express  the  symptoms  thereof. 

In  obtaining  information  regarding  drug  al- 
lergy, the  anethetist  must  secure  as  much  detail 
as  possible  to  help  distinguish  between  true 
allergic  reactions  and  drug  overdosage,  inter- 
actions or  side  effects  which  not  infrequently 
are  interpreted  as  hypersensitivity.  Special  con- 
sideration must  be  given  to  patients  with  multi- 
ple sensitivities,  in  contrast  to  those  who  may 
have  had  a questionable  rash  after  the  admin- 
istration of  one  particular  substance. 

Substances  used  during  anesthesia  as  ad- 
juvants may  release  chemical  mediators  (i.e., 
histamine)  that  elicit  bronchospasm.  Similarly, 
a number  of  drugs  may  be  potentially  antigenic 
and  therefore  considered  dangerous  for  patients 
with  asthma  or  with  multiple  drug  allergies. 
In  this  review,  substances  with  similar  action 
but  apparently  without  untoward  effects  to  this 
type  of  patients  will  be  mentioned.  Space  will 
not  permit  a complete  listing,  however. 

Sedatives  and  Hypnotics 

A considerably  larger  number  of  patients 
appear  to  have  allergic  responses  to  barbitu- 
rates than  to  other  sedatives,  but  anaphylactic 
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reactions  are  fortunately  rare.  The  administra- 
tion of  morphine  sulfate  has  been  shown  to 
elevate  the  levels  of  histamine  in  arterial 
blood.2  Although  it  has  been  given  to  asthmatic 
patients  without  apparent  deleterious  effects,  it 
seems  undesirable  to  recommend  its  use  in 
these  instances,  knowing  that  we  have  avail- 
able other  compounds  that  will  have  the  same 
action  without  this  complication.  The  synthetic 
narcotics  meperidine  and  pentazocine  are  anal- 
gesics that  cause  allergic  reactions  more  rarely. 

For  preoperative  sedation  and  hypnosis  the 
use  of  tranquilizers  is  favored.  Hydroxazine  has 
been  shown  to  produce  an  increase  in  airway 
conductance  in  asthmatic  patients.3  Chloral 
hydrate  has  also  been  reported  to  elicit  ade- 
quate hypnosis  in  severe  asthmatic  patients 
without  significant  alterations  in  arterial  blood 
gases  and  forced  expiratory  volume  in  one 
second.4 

Intravenous  Anesthetics 

Severe  anaphylactic  reactions  have  been  ob- 
served following  sleep  doses  of  sodium  thi- 
opental given  intravenously.5'9  Some  patients 
have  had  positive  skin  tests,  while  others  did 
not.  Since  these  reactions  are  believed  to  be 
elicited  by  the  sulphur  atom  contained  in  this 
ultra-short-acting  barbiturate,  theoretically  oxy- 
barbiturates  such  as  methohexital  may  be  given 
safely.  At  any  rate,  whenever  a history  of 
allergy  to  barbiturates  is  present,  it  is  advisable 
to  choose  a completely  different  agent  or  use 
an  inhalation  induction. 

The  recently  introduced  dissociative  anesthet- 
ic ketamine  HC1  has  not  only  failed  to  pro- 
duce deleterious  effects  in  asthmatic  patients 
but  has  lowered  airway  pressure,  possibly  sec- 
ondary to  its  catecholamine  release  which  de- 
creases bronchoconstriction. 

A combination  of  pentazocine  and  diazepam 
(pentazepam)  has  been  used  to  induce  neuro- 
leptanalgesia in  asthmatic  patients  without  de- 
leterious effects.10  The  combination  of  the  nar- 
cotic fentanyl  and  the  tranquilizer  droperidol, 
in  the  form  of  Innovar,  also  appears  to  be 
satisfactory  except  for  some  instances  of  “thor- 
acospasm”  with  severe  impediment  of  ventila- 
tion. 

Inhalational  Agents 

Although  certain  alterations  of  liver  function 


tests  can  be  seen  after  exposure  to  most  an- 
esthetic agents,  some,  such  as  chloroform,  have 
been  classified  as  hepatotoxic.  During  the  last 
decade  accumulated  information  has  implicated 
halothane  as  a causative  agent  of  hepatitis, 
through  a mechanism  of  hypersensitivity.11  Re- 
ports of  fatal  liver  necrosis  observed  after  halo- 
thane anesthesia  prompted  a retrospective 
study  of  254,896  halothane  anesthesias,  in- 
cluding 14,100  patients  who  received  halothane 
on  two  or  more  occasions.  Of  all  patients,  81 
died  of  liver  necrosis;  however,  of  these  the 
massive  lesion  was  unexplained  in  only  seven. 
Four  of  the  seven  had  been  anesthetized  with 
halothane  several  times  within  a period  of  six 
weeks;  the  other  three  had  just  one  exposure 
to  the  agent.12 

Several  reports  have  suggested  that  hepatitis 
has  been  caused  by  repeated  exposures  to  halo- 
thane. Antimitochondrial  antibodies,13  lympho- 
cyte stimulation14  and  provocation  tests15  have 
been  used  to  confirm  these  suspicions.  How- 
ever, other  factors  such  as  obesity,  aberrations 
of  metabolic  enzyme  mechanisms,  pre-existing 
liver  disease,  blood  transfusion  and  other  drug 
therapy  are  not  completely  ruled  out  as  con- 
tributing to  hepatitis.16 

Other  halogenated  hydrocarbon  anesthetics 
such  as  methoxyflurane17' 18  and  fluroxene19 
are  also  believed  to  have  caused  cases  of  acute 
liver  necrosis,  though  complete  evidence  for 
the  establishment  of  cross  reactivity  is  lacking. 

At  any  rate,  the  recommendation  that  an 
interval  of  three  months  be  allowed  between 
repeated  exposures  to  halothane  seems  wise. 
When  staged  procedures  are  contemplated  per- 
haps halothane  can  be  given  for  the  short  cases 
and  narcotic-relaxant  intravenous  techniques 
can  be  used  alternatively.16  If  unexplained  fe- 
ver, rash  and  leucocytosis  are  present  between 
one  and  five  days  postoperatively,  a tentative 
diagnosis  of  halothane  hypersensitivity  should 
be  considered.  However,  the  safety  and  ease 
of  administration  of  halothane  are  not  to  be 
disregarded  and  the  anesthetic  banned  because 
of  these  very  rare  and  still  not  fully  proven 
complications. 

Local  Anesthetics 

In  a recent  review  of  the  literature  on  al- 
lergic reactions  produced  by  local  anesthetics, 
it  was  again  emphasized  that  this  type  of  corn- 
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plication  is  currently  very  rare20  and  that  un- 
toward responses  which  do  occur  during  their 
administration  more  frequently  have  other 
causes. 

As  reported  by  Alexander,21  most  of  the 
true  allergic  reactions  to  local  anesthetic  agents 
were  dermatitis.  Anaphylactoid  responses  have 
seldom  been  documented;  however,  when  they 
did  occur  the  majority  followed  repeated  ex- 
posures to  para-aminobenzoic  acid  esters. 

Much  information  can  be  obtained  by  ques- 
tioning the  patient.  Whenever  overdosage  or 
intravascular  injections  were  suspected,  or  the 
response  suggested  parasympathetic  overactiv- 
ity, skin  testing  has  been  confirmatory  in  most 
cases. 

It  is  not  remote  that  patients  with  multiple 
allergies  may  be  more  likely  to  develop  skin 
manifestations  after  the  administration  of  local 
anesthetics;  i.e.,  allergy  to  penicillin  is  fre- 
quently associated.  Siegal22  reported  three  pa- 
tients with  positive  skin  tests  to  procaine  and 
to  penicillin.  This  relationship  may  be  coin- 
cidental in  a susceptible  patient  responding  to 
both  drugs  independently.  Cross-sensitization 
between  the  two  compounds  is  unlikely  in  view 
of  their  completely  different  chemical  struc- 
tures.23 It  is  possible,  though,  that  patients 
develop  sensitivity  to  the  procaine  salt  fraction 
included  in  the  procaine  penicillin  prepara- 
tion.24- 25  Skin  testing  has  also  been  found  re- 
liable for  evaluation  of  patients  supposedly 
allergic  to  penicillin.26- 27  This  observation  and 
the  fact  that  eight  of  the  27  patients  we  studied 
had  a history  of  penicillin  allergy  might  sug- 
gest that  procaine  should  not  be  employed  in 
these  cases.28  However,  a larger  population 
group  needs  to  be  examined  before  definite 
conclusions  can  be  drawn. 

The  interpretation  of  intradermal  reactions 
is  sometimes  difficult.  Nevertheless,  the  test 
can  be  standardized  by  following  certain  rules 
during  its  application  and  a rigid  criterion  for 
its  interpretation.  Factors  such  as  disinfecting 
of  the  skin,  the  time  of  day,  volume  of  antigen 
injected,  ambient  room  temperature  and  sys- 
temic therapy  can  modify  skin  responses. 

Although  0.1  ml  may  be  considered  a large 
volume  to  use  as  a test,  we  have  observed  no 
untoward  effect  from  it.  Nearly  all  positive 
responses  were  elicited  by  the  ester-type  of 
local  anesthetic  drugs,  most  of  them  being  con- 


firmed by  the  Prausnitz-Kustner  reaction.  This 
procedure  was  done  in  an  effort  to  identify 
plasma  antibodies  which,  in  the  presence  of 
a sensitizing  antigen,  such  as  a local  anesthetic 
acting  as  a hapten,  would  elicit  positive  skin 
responses  when  injected  into  the  skin  of  non- 
allergic  individuals.  We  do  not  recommend  its 
routine  use  because  of  the  remote,  but  possible 
risk  of  transmission  of  serum  hepatitis.1 

Beveiman29  and  Green  and  collaborators30 
suggested  that  delayed  and  immediate  hyper- 
sensitivity to  the  same  allergen  can  occur  in  the 
same  person.  The  observations  by  Kahn  and 
associates31  noting  that  patients  with  immediate 
methylparaben  intracutaneous  sensitivity  prov- 
en by  intradermal  injections,  failed  to  show 
any  response  when  studied  by  patch  testing, 
suggested  that  if  they  do  occur  simultaneously, 
they  do  not  happen  with  parabens  or  procaine. 

To  evaluate  a patient  with  a previous  history 
of  allergy  to  local  anesthetic  drugs,  the  follow- 
ing steps  are  suggested: 

(1)  Complete  investigation  of  the  episode 
of  allergy  by  interrogation  of  the  patient  and 
physician  or  dentist  involved,  as  well  as  scruti- 
ny of  the  medical  records. 

(2)  Intracutaneous  tests  as  recommended, 
using  solutions  without  preservatives  and  under 
appropriate  conditions.1 

(3)  Challenge  with  progressively  larger  dos- 
es of  the  apparently  nonoffending  anesthetics. 

The  use  of  procaine  HC1  as  an  anesthetic 
for  skin  wheals  is  questioned,  since  true  dermal 
hypersensitivity  occasionally  occurs  and  false- 
positive cutaneous  responses  may  exist.  Local 
anesthetic  agents  of  the  amide  type  are  more 
desirable  for  this  purpose. 

Adjuvants 

Muscle  relaxant  drugs,  utilized  in  clinical 
anesthesia  can  also  elicit  allergic  reactions.  D- 
tubocurarine  has  been  shown  to  elicit  the  re- 
lease of  histamine  both  locally  and  systemically. 
Although  rare,  in  susceptible  individuals  it  is 
manifested  by  erythema,  urticaria,  lid  edema 
and  even  laryngeal  obstruction.32’34  Gallamine 
triethiodide  can  cause  similar  responses  al- 
though more  uncommonly  and  to  a lesser  de- 

gj*g0  35,  36 

Succinylcholine,  perhaps  the  most  frequently 
used  relaxant  drug  in  the  operating  room,  has 
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been  shown  to  elicit  true  anaphylaxis  in  pa- 
tients with  multiple  allergies.37 

Blood  transfusions : In  the  awake  patient, 
itching,  erythema,  urticaria,  chills  and  fever 
may  herald  hypersensitivity  to  the  transfused 
blood.  Occasionally  laryngeal  edema  and  bron- 
chospasm  are  also  seen.  The  onset  of  symptoms 
may  appear  even  before  the  unit  has  been 
totally  transfused.  The  cause  is  rarely  identi- 
fied, but  an  antigen-antibody  reaction  is  pre- 
sumably implicated.38 

In  the  anesthetized  patient,  the  first  warning 
signs  may  be  the  appearance  of  erythema  along 
the  pathway  of  the  vein  where  the  blood  is 
entering  the  circulation  and  the  presence  of 
urticaria  on  the  chest,  face  and  neck  may 
follow.  Changes  in  vital  signs  are  rarely  seen. 

Patients  with  previous  antecedents  of  trans- 
fusion reactions,  atopy,  hay  fever  or  multiple 
drug  allergies  appear  to  be  more  susceptible  to 
this  complication.  In  these  instances,  the  pro- 
phylactic administration  of  antihistaminic  drugs 
appears  to  curtail  the  frequency  with  which 
these  reactions  are  seen,  but  should  not  be 
used  routinely.  Whenever  one  of  these  reactions 
is  diagnosed  during  the  transfusion  of  the  first 
unit,  it  is  rarely  necessary  to  interrupt  it  since 
it  is  transient  and  responsive  to  treatment.39 
However,  if  it  does  occur  during  the  second 
unit  transfusion,  since  it  is  impossible  to  as- 
certain which  unit  originated  the  reaction,  it 
is  justifiable  to  discontinue  the  second  unit  and 
to  attempt  to  identify  the  precise  nature  of  the 
reaction.  Diphenhydramine  HC1  (50  mg.) 
given  intravenously  is  sufficient  to  treat  mild 
episodes.  Epinephrine  (0.3  to  0.6  mg.)  may 
be  given  subcutaneously  and  hydrocortisone 
(250  mg.)  may  be  given  intravenously  for 
severe  reactions.40  In  every  case,  close  observa- 
tion is  advisable.  If  respiratory  distress  due 
to  laryngeal  edema  is  present,  assurance  of 
airway  patency,  cold  oxygen  mist,  IPPB  with 
racenine  epinephrine  nebulization  and  the  in- 
travenous injection  of  dexamethasone  are  in- 
dicated. 

Volume  expanders : Anaphylactic  reactions 
have  been  documented  after  the  intravenous 
infusion  of  dextran.41 

Other  medications:  The  incidental  adminis- 
tration of  other  medications  may  elicit  allergic 
responses.  Although  during  anesthesia  some 
of  these  may  be  attenuated,  they  still  can  mani- 


fest even  with  sudden  cardiovascular  collapse 
and/or  anaphylaxis.  Intravenous  injections  of 
penicillin  have  resulted  in  cardiac  arrest  in 
patients  undergoing  surgical  procedures.42'  43 

Anesthesia  and  the  Immune  Response 

There  is  some  laboratory  and  clinical  sub- 
jective evidence  to  suggest  that  anesthesia  may 
perhaps  increase  morbidity  for  bacterial  infec- 
tion. Low  concentrations  of  anesthetics  may 
stimulate  cell  growth,  while  higher  concentra- 
tions may  depress  the  same  function.  Nitrous 
oxide  has  been  shown  to  produce  lymphopenia 
and  bone  marrow  depression  in  rats  exposed 
for  several  days.44  Cyclopropane,  ethylene,  ace- 
thylene  and  xenon  in  subanesthetic  concentra- 
tions inhaled  for  six  days  also  produced  similar 
changes.45  Much  remains  to  be  studied  on  this 
subject.  For  further  and  detailed  information 
the  reader  is  referred  to  the  recent  review  by 
Bruce  and  Wingard.46 

Asthma  and  Anesthesia 

The  anesthetic  management  of  the  asthmatic 
patient  deserves  special  consideration  since  the 
manipulation  of  the  airway,  the  use  of  al- 
lergenic or  histamine-releasing  drugs  and  the 
added  stress  of  surgery  may  dramatically  un- 
balance a well-controlled  patient.  Some  of  the 
pharmacological  implications  were  discussed 
earlier.  Emphasis  on  preoperative  evaluation 
and  preparation  is  desirable  in  order  to  prevent 
transoperative  and  postoperative  morbidity. 
Finally,  the  anesthesiologist  can  provide  valu- 
able help  to  the  allergist  and  the  internist  in 
dealing  with  a patient  with  an  advanced  status 
asthmaticus.  In  these  circumstances,  mechani- 
cal ventilation  and  respiratory  care  can  be  life 
saving.  For  a complete  discussion  on  this  sub- 
ject, the  reader  is  advised  to  consult  another 
publication.47 
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Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
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Peggy  Kidd,  M.P.H.  and  Katharine  Riddle,  M.S. 

Frankfort  and  Lexington,  Kentucky 


In  order  to  provide  optimal  nutritional 
counseling  to  Kentucky  mothers,  it  is 
necessary  to  know  what  mothers  have 
learned  about  infant  feeding,  their  cur- 
rent infant  feeding  practices  and  what 
formulas  are  available  to  them. 

A FEEDING  practice  survey  was  conduct- 
ed in  the  summer  of  1971  by  the  Nu- 
tritional Program  of  the  Division  of  Ma- 
ternal and  Child  Health,  Kentucky  State  De- 
partment of  Health,  to  learn  answers  to  these 
questions: 

1.  What  are  the  hospital  nursery  practices 
with  respect  to  infant  formulas? 

2.  What  infant  feeding  instructions  are  given 
to  mothers  in  the  hospitals? 

3.  What  formulas  are  available  for  Ken- 
tucky infants? 

4.  How  much  do  these  infant  formulas  cost? 

5.  What  are  the  infant  feeding  practices 
used  by  mothers  after  hospital  discharge? 

6.  More  specifically,  what  are  the  infant 
feeding  practices  with  respect  to  the  use  of 
iron  fortified  formula? 

The  survey  was  conducted  by  the  Kentucky 
Public  Health  nutritionists,  with  the  help  of 
public  health  nurses,  home  economic  students 
and  volunteers.  Questionnaires  were  completed 
by  interviewing  the  nursery  personnel  of  40 
Kentucky  hospitals.  Three  hundred  and  ten 
mothers  were  interviewed  in  clinics  or  at  home 
after  hospital  discharge.  Availability  and 
formula  cost  data  was  obtained  by  recording 
counter  prices  in  439  food  and  drug  stores.  All 
information  presented  was  obtained  from  the 
following  counties:  Ballard,  Barren,  Bell,  Bour- 
bon, Butler,  Calloway,  Campbell,  Christian, 


f From  the  Nutritional  Program,  Division  of  Ma- 
ternal and  Child  Health,  Kentucky  State  Department 
of  Health,  Frankfort;  the  Department  of  Pediatrics, 
University  of  Kentucky  Medical  Center,  Lexington, 
and  the  Committee  on  Fetus  and  Newborn,  Ken- 
tucky Chapter,  American  Academy  of  Pediatrics. 


Clark,  Clay,  Daviess,  Estill,  Fayette,  Franklin, 
Fulton,  Garrard,  Harlan,  Harrison,  Henderson, 
Hopkins,  Jefferson,  Knott,  Kenton,  Lee,  Les- 
lie, Logan,  Lyon,  Madison,  Marion,  Marshall, 
McCracken,  McCreary,  Mercer,  Monroe, 
Nicholas,  Nelson,  Ohio,  Owsley,  Perry,  Pulas- 
ki, Rowan,  Scott,  Shelby,  Washington,  War- 
ren, Wolfe  and  Woodford. 

Hospital  Nursery  Infant  Formula 

The  nursery  personnel  of  40  Kentucky  hos- 
pitals were  questioned  about  their  use  of  infant 
formulas.  In  1971,  the  40  hospitals  surveyed 
delivered  29,687  babies,  or  approximately  one- 
half  of  1971  Kentucky  live  births.  Ten  of  these 
hospitals  have  large  obstetric  units,  each  de- 
livering more  than  1,000  babies  per  year.  These 
ten  large  nurseries  cared  for  60%  of  the  new- 
borns included  in  this  survey.  Nursery  formula 
routine  did  not  vary  significantly  between  the 
large  and  smaller  units  (Table  1). 

Table  1 

Use  of  Infant  Formula  in 
Kentucky  Hospital  Nurseries 

Nurseries 


10  Large 

30 

Small 

Single  formula  system 

7 

( 70%) 

21 

(70%) 

Two  separate  formula  systems 
Formula  of  physician's 

1 

( 10%) 

6 

(20%  ) 

preference 

2 

( 20%) 

3 

(10%) 

Iron  fortified  formula 

4 

( 40%) 

1 1 

(37%) 

Disposable  formula  system 
Free  “going-home-formula- 

9 

( 90%) 

23 

(77%) 

pack” 

10 

( 1 00  % ) 

27 

(90%) 

Infant  Feeding  Instruction 
Given  to  Mother  in  Hospital 

In  those  hospitals  surveyed,  with  one  ex- 
ception, postpartum  mothers  received  infant 
feeding  instruction  from  the  physician  and/or 
nursery  personnel.  Printed  instructions  from 
baby  milk  companies  are  given  to  mothers  in 
70%  of  these  nurseries.  Only  three  nurseries 
provided  a formula  preparation  demonstration 
(Table  2). 

Later,  when  310  mothers  were  asked  what 
they  thought  was  most  important  with  regard 


.376 


June  1973  • The  Journal  of  i 


Kentucky  Infant  Feeding  Practices  1971 


to  infant  feeding  instruction  received  in  the 
hospital,  responses  were  as  follows: 


54 

(17%) 

frequency  of  feeding 

48 

(15%) 

sterilization  and  how  to  make 

formula 

25 

( 8%) 

when  to  start  solids 

23 

( 7%) 

how  to  feed 

13 

( 4%) 

how  much  to  feed 

5 

( 2%) 

burping 

142 

(46%) 

didn’t  learn  anything;  no  comment; 

no  instruction  given 

Table  2 

Source  of  Feeding  Information 
In  40  Hospitals 

Physician  and  Nurse 
Physician  only 
Nurse  only 
Pamphlet 

Formula  preparation  demonstration 


8 (20%) 
7 (18%) 
24  (60%) 
28  (70%) 
3 ( 8%) 


Availability  and  Cost  of  Formulas 

To  determine  the  availability  and  cost  of  in- 
fant formulas,  439  stores  were  visited  in  the 
aforementioned  counties.  These  439  stores 
were  divided  accordingly:  255  corner  and 
country  stores,  119  discount  and  supermarkets 
and  65  drugstores.  Table  3 lists  the  avail- 
ability figures  of  various  formula  preparations. 

Of  the  255  corner  and  country  stores  sur- 
veyed, 50%  stocked  any  kind  of  baby  formula. 
All  discount,  supermarket  and  drugstores 
stocked  infant  formula. 

Since  40%  of  the  population  studied  depend 
on  financial  assistance,  it  is  pertinent  to  the 
question  of  the  availability  of  infant  formula 
that  local  stores  accept  food  stamps.  In  this 
survey,  94%  of  corner  and  country  stores  ac- 
cepted food  stamps  as  well  as  97%  of  discount 
and  supermarkets.  None  of  the  drugstores  ac- 
cepted food  stamps. 


Assuming  that  an  infant  consumes  26  ounces 
of  formula  a day,  the  formula  cost  per  day  to 
parent  is  listed  in  Table  4. 


Infant  Feeding  Practices  After  Hospital  Discharge 


After  hospital  discharge,  mothers  were  in- 
terviewed when  they  returned  to  Public  Health 
Department  and  University  Hospital  Clinics. 
The  respondents,  then,  are  all  mothers  of  in- 
fants who  do  not  obtain  routine  well  baby  care 
from  private  physicians.  Of  the  mothers  in- 
terviewed, 41%  received  financial  aid  in  the 
form  of  either  food  stamps,  commodities 
and/or  public  assistance.  Twenty-six  per  cent 
were  black.  The  ages  of  the  infants  at  the  time 
of  interview  were: 


1 month 
2-3  months 
4-5  months 
6-1 1 months 
12-24  months 


12  ( 4%) 
83  (27%) 
70  (23%) 
119  (38%) 
26  ( 8%) 


With  respect  to  feeding  practices  after  hos- 
pital discharge  (Table  5),  85%  of  mothers 
surveyed  used  the  same  formula  at  home  as 
was  offered  in  the  hospital  nursery.  Of  the  31 
mothers  who  breast  fed  their  babies  in  the 
hospital,  10  changed  immediately  to  formula 
when  they  arrived  home.  Thirty-eight  per  cent 
of  all  babies  received  iron  fortified  formula  or 
iron  supplement  after  discharge  from  the  nur- 
sery. It  is  interesting  that  17  (5%)  babies  re- 
ceived both  iron  fortified  formula  and  iron 
supplement. 

A representative,  average  “Kentucky  Infant 
Feeding  Schedule”  has  been  constructed  based 
on  responses  of  310  mothers  interviewed  (Ta- 
ble 6).  Forty-one  per  cent  of  mothers  make 
the  change  to  homogenized  milk  by  six  months 
of  age  (Table  7). 


Table  3 

Formula  Availability  in  439  Stores 
Country  and  Discount  and 


Formula  Package 

Corner  Stores 

Supermarkets 

Drugstores 

Evaporated  milk,  13  oz  can 

217  (85%) 

* 

3 ( 5%) 

Powder,  1 lb  can 

8 ( 3%) 

17  (14%) 

38  (58%) 

Liquid  concentrate,  1 3 oz  can 

135  (53%) 

108  (91%) 

61  (94%) 

Ready-to-use,  32  oz  can 

33  (13%) 

93  (78%) 

55  (85%) 

Ready-to-use,  8 oz 

4 ( 2%) 

7 ( 6%) 

17  (26%) 

Disposable,  8 oz 

2 ( 1 % 1 

37  (31%) 

22  (34%) 

Disposable,  6 oz 

1 

6 ( 5%) 

19  (29%) 

Disposable,  4 oz  bottle 

8 ( 7%) 

26  (40%) 

Soy  bean  formula 

1 

13  (11%) 

48  (74%) 

“Sucrose”  formula 

13  (20%) 

Oral  electrolyte  formula 

3 ( 5%) 

* Evaporated  milk  is  available  in  most  supermarkets,  located  on  a shelf  separate  from  the  infant  formulas.  We  over- 
looked this  fact  in  briefing  our  interviewers. 
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Discussion 


Table  5 


Most  Kentucky  hospital  nurseries  use  a dis- 
posable formula  system  which  has  obvious 
advantages  for  nursery  personnel  and  hospital 
administration.  Many  hospitals  use  a single 
formula  system  for  an  economic  reason;  a 
single  formula  system  is  often  supplied  at  great- 
ly reduced  cost  to  the  hospital.  Of  course,  the 
greatest  advantage  to  the  use  of  a single  formu- 
la system  is  gained  by  the  formula  manufac- 
turers. 

At  least  85%  of  Kentucky  babies  drink 
proprietary  formulas  for  an  average  of  5.2 
months.  If  liquid  concentrate  formula  is  used, 
a conservative  yearly  cost  to  Kentucky  families 
is  approximately  three  million  dollars. 

51,000  babies  (85%  Ky.  live  births,  1971) 
x!58  days  (5.2  months) 

8,058,000  (annual  total  Ky.  baby-drink- 

ing days) 

.37_  (cost/day  liquid  cone.) 

$2,981,460.00 

The  free  going  home  formula  pack  influences 
and  reinforces  mother’s  choice  of  formula  for 
her  baby.  Mothers  are  reluctant  to  change 
formula  when  they  “have  a good  thing  going” 
as  shown  by  85%  of  mothers  surveyed  who 
used  the  same  formula  at  home  as  that  pro- 
vided by  the  hospital  nursery. 

The  going  home  pack  may  also  influence 
the  formula  packaging  that  mother  chooses. 
Recently,  the  32  ounce  can  ready-to-use  for- 
mula is  included  in  the  going  home  pack.  We 
are  aware  that  more  mothers  in  our  clinic 
are  using  the  32  ounce  can  ready-to-use  for- 
mula which  comes  off  the  counter  at  almost 
twice  the  cost  of  the  liquid  concentrate.  Dif- 
ferences in  daily  cost  of  the  infant  formula 
according  to  packaging  has  been  pointed  out, 


Table  4 


Cost/Day  of  Various  Formulas 
Formula  Package 
Evaporated  milk,  1 3 oz  can 
Powder,  1 lb  can 
Liquid  concentrate,  1 3 oz  can* 
Ready-to-use,  32  oz  can 
Ready-to-use,  8 oz 
Disposable,  8 oz 
Disposable,  6 oz 
Disposable,  4 oz  bottle 
Soy  bean  formula 
“Sucrose”  formula 
Oral  electrolyte  solution 


Cost/Day 
$ .22  to  .23 
.31  to  .34 
.34  to  .42 
.49  to  .60 
.62 

.70  to  .96 
1.17 
1.53 

.49  to  .52 

.70 

.99 


* There  is  no  cost  difference  between  plain  and  iron 
fortified  liquid  concentrate  formulas. 


At-Home  Use  of  Formula 


Same  milk  as  in  hospital 

262 

(85%  ) 

Different  brand  of  formula* 

27 

(10%) 

Changed  to  evaporated  milk 

8 

( 2%) 

Changed  to  iron  fortified  formula 

91 

(30%  ) 

Received  iron  supplement  only 

24 

( 8%) 

Received  iron  supplement  and  iron 

fortified  formula 

17 

( 5%) 

*6  infants  changed  to  soybean  or  “sucrose”  formula. 


enthusiastically  to  parents  in  our  well  baby 
counseling.  In  spite  of  this  effort,  it  is  our 
experience  that  there  is  increasing  preference 
among  our  clinic  population  for  the  32  ounce 
ready-to-use  can. 

It  is  distressing  that  less  than  half  of  the 
nurseries  surveyed  routinely  use  an  iron  forti- 
fied formula  for  the  newborn,  as  has  been  rec- 
ommended by  the  American  Academy  of  Pedi- 
atrics Council  on  Nutrition.1  This  is  of  no 
great  consequence  during  the  few  days  of  hos- 
pitalization after  delivery,  but  at  home  the 
mother  is  more  likely  to  choose  an  iron  forti- 
fied formula  if  this  is  what  the  nursery  has 
used. 

Comprehensive  in-hospital  infant  feeding  in- 
structions are  given  to  mothers  in  many  ma- 
ternity units  throughout  the  state.  However, 
some  hospitals  provide  instructions  which  are 
learned  only  if  mother  reads  the  “nursery 
handout.”  This  survey  indicates  that  adequate 
infant  feeding  instructions  are  not  generally 
given  to  mothers  in  the  hospital.  There  are 
many  effective  methods  of  providing  this  in- 
struction to  mother.  We  have  found  the  audio- 
visual units  of  instruction  that  can  be  viewed 
prior  to  individual  or  classroom  discussion  led 
by  nursery  or  maternity  personnel  to  be  most 
effective.  Some  pediatricians  have  found  it 
practical  and  effective  to  employ  a nurse  as- 
sociate to  deliver  all  in-hospital  infant  care 
instruction. 

Evaporated  milk  formula  and  breast  feeding 
are  no  longer  the  standard  feeding  practices 
for  Kentucky  infants.  Kentucky  babies  are  fed 
a proprietary  formula  for  an  average  of  5.2 
months.  Since  only  38%  of  Kentucky  babies 
receive  iron  fortified  milk  during  these  early 
months,  our  baby  population  falls  quite  short 
of  the  American  Academy  of  Pediatrics  rec- 
ommendation to  keep  babies  on  iron  fortified 
milk  during  the  entire  first  year  of  life. 
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The  “1971  Average  Kentucky  Infant  Feed- 
ing Schedule”  constructed  from  the  responses 
of  310  mothers  interviewed  is  in  sharp  con- 
trast to  the  schedule  that  Isador  Raphael,  M.D., 
published  40  years  ago.2 


METHOD  OF  ISADOR  RAPHAEL  — 1931 

6 weeks 

orange  juice 

2 months 

cod  liver  oil 

5 months 

cereal 

6 months 

vegetables 

7 months 

egg  yolk 

8 months 

apple  sauce,  prune  pulp 

10  months 

beef  juice,  peas,  string  beans,  cabbage 

12  months 

cow  milk,  whole  eggs,  bacon 

1 to  2 years 

meats,  milk  desserts 

The  very  early  introduction  of  solid  foods 
is,  no  doubt,  well  tolerated  by  Kentucky  babies. 
We  are  unable,  however,  to  locate  any  clear 
documentation  that  this  practice  is  beneficial 
and  necessary. 


Table  6 

Average  Age  Foods  Started  in  Ky.  Babies 


cereal 

1.1  mos. 

(1 

wk.-  3 

mos. ) 

fruit 

1.7 

(1 

wk.-  5 

mos. ) 

vegetables 

1.9 

(1 

mo.-  5 

mos. ) 

egg  yolk 

3.2 

(2 

wk.-  8 

mos.) 

meat 

3.3 

(2 

00 

Z 

mos.) 

homogenized 

milk 

5.2 

(2 

wk.-l  2 

mos. ) 

table  foods 

5.3 

(1 

mo.-l  1 

mos. ) 

Recommendations 

On  the  basis  of  this  survey,  the  following 
recommendations  are  made: 

1.  Provide  a comprehensive  infant  feeding 
instruction  program  for  mothers  in  your  hos- 
pital nursery. 

2.  Use  iron  fortified  formulas  in  all  Ken- 
tucky hospital  nurseries. 

3.  In  the  hospital,  make  recommendation 


Table  7 

Age  Formula  Changed  to  Homogenized  Milk 


<%)  On 


AGE 

INFANTS 

HOMOGENIZED 

first  month 

12 

none 

2nd  and  3rd  months 

83 

1 1 

( 13%) 

4th  and  5th  months 

70 

29 

( 41%) 

6th  through  11th  month 

119 

95 

( 80%) 

12  to  24  months 

26 

26 

( 1 00  % ) 

to  mother  to  use  iron  fortified  formula  for 
the  first  year  of  life. 

4.  Provide  a practical  going  home  pack  that 
includes  one  13  oz.  can  of  liquid  concentrate 
(iron  fortified)  and  2 disposable  bottles  of 
formula. 

5.  Inform  mothers  that  the  chief  determi- 
nant of  infant  formula  cost  is  the  type  of 
packaging. 

6.  Make  certain  that  the  iron  fortified  for- 
mula that  you  recommend  to  mother  is  avail- 
able locally;  and  inform  mothers  that  another 
iron  fortified  formula  may  be  substituted  if 
necessary. 

7.  Health  professionals  and  manufacturers 
of  infant  formulas  should  point  out  to  pro- 
prietors of  corner  and  country  stores  the  im- 
portance of  stocking  iron  fortified  infant  for- 
mula in  liquid  concentrate  form. 
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Gonococcal  Septicemia 

Russell  T.  May,  M.D.*,  J.  Thomas  Murrow,  M.D.* 
and  Manuel  Grimaldi,  M.D.** 

Louisville,  Kentucky 


This  is  a case  of  gonococcal  septicemia 
with  typical  clinical  manifestations.  Diag- 
nosis teas  confirmed  by  positive  blood 
and  skin  lesion  cultures.  A discussion  of 
disseminated  gonococcal  infection  fol- 
lows. 

Case  Report 

A 32-YEAR-OLD  truck  mechanic  present- 
ed with  headache,  chills  and  fever.  On 
one  occasion  during  the  previous  week  he 
noted  pain  and  erythema  along  the  extensor 
hallucis  longus  tendon  of  his  left  foot  which 
cleared  in  two  to  three  days.  Five  days  prior  to 
admission  he  had  the  onset  of  fever  to  105°, 
chills  and  diaphoresis.  He  treated  himself  with 
ASA,  bedrest  and  fluids,  and  symptoms  sub- 
sided spontaneously.  Four  days  prior  to  ad- 
mission he  noted  showers  of  small  pustular 
lesions  over  both  anterior  tibial  regions.  These 
subsided  without  treatment  within  48  hours. 
Two  days  prior  to  admission  he  had  chills  and 
fever  which  lasted  for  six  hours. 

He  admitted  to  frequent  extramarital  inter- 
course and  had  been  treated  for  “G.  C.”  on 
at  least  ten  occasions  in  the  preceding  five 
years.  Several  of  these  had  been  documented 
by  gram  stain,  the  most  recent  infection  having 
been  10  weeks  before  and  treated  with  I.  M. 
penicillin.  The  last  sexual  contact  had  been 
ten  days  prior  to  admission. 

Examination  revealed  an  oral  temperature  of 
103°,  blood  pressure  120/60,  pulse  120  and 
respirations  16.  There  was  an  elevated,  cir- 
cumscribed lesion  near  the  base  of  the  right 
index  finger.  It  measured  1.5  cm  in  diameter, 
was  violaceous  and  contained  a small  necrotic 
center.  There  were  small  vesiculo-pustular  le- 
sions seen  on  the  right  palm,  near  the  left 
clavicle,  and  in  the  interdigital  space  between 
the  second  and  third  toes  of  the  left  foot. 
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There  were  two  circular  5x5  mm  reddish 
macules  on  the  dorsum  of  the  right  hand  and 
right  thigh  respectively.  HEENT  was  non-re- 
markable.  The  neck  was  supple  without  thyro- 
megaly  or  adenopathy.  Lungs  were  clear  to 
auscultation. 

There  was  a regular  rhythm  with  tachycardia 
and  without  thrills,  heaves  or  murmurs.  The 
abdomen  was  protuberant  without  scars  or 
striae.  There  was  no  organomegaly  or  masses, 
and  bowel  sounds  were  normal;  no  rubs  were 
heard  in  the  right  upper  quadrant.  Rectal  and 
prostate  examinations  were  negative.  Genito- 
urinary examination  showed  bilaterally  de- 
scended testicles  without  tenderness,  swelling 
or  masses.  There  was  no  urethral  discharge 
and  no  penile  lesions.  Thorough  joint  examina- 
tion revealed  no  pain,  swelling,  erythema  or 
effusion.  Neurological  examination  was  within 
normal  limits. 

Laboratory  Data 

WBC  - 14,600  with  76%  PMN  cells,  11 
bands,  4 lymphs,  6 monos.,  1 eos,  1 baso; 
urinalysis  - pH  5.5,  negative  for  albumin,  glu- 
cose, bacteria,  1-2  RBC,  2 WBC;  electrocardi- 
ogram and  chest  x-ray  were  within  normal 
limits;  VDRL  was  non-reactive;  SMA-18  was 
within  normal  limits.  Wright  stain  of  one  of 
the  vesiculo-pustular  lesions  showed  gram-neg- 
ative intracellular  diplococci.  Culture  of  the 
lesion  involving  the  index  finger  using  Thayer 
Martin  Medium  grew  Neisseria  Gonorrhoeae. 
Three  of  the  five  blood  cultures  grew  Neis- 
seria Gonorrhoeae.  G.  C.  antibody  titer  was 
negative.  Rectal  culture  failed  to  grow  organ- 
isms. 

Clinical  Course 

Following  blood  cultures  the  patient  was 
treated  with  Aqueous  penicillin,  5 million  units 
I.V.  q.  6 hrs.  along  with  I.V.  fluids  and  ASA. 
Within  24  hours  he  was  afebrile  and  asympto- 
matic. Penicillin  was  continued  for  10  days. 
On  the  day  of  discharge  the  WBC  was  7,900 
with  normal  differential  and  blood  cultures 
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times  four  failed  to  grow  organisms. 

Comment 

Several  features  of  this  case  require  com- 
ment. The  patient  was  a young  man  with  a 
history  of  frequent  sexual  contacts  and  had 
been  treated  previously  for  gonorrhea.  Chills 
and  fever  represented  the  first  stage  of  dis- 
seminated infection  with  bacteremia  culminat- 
ing in  multiple  skin  lesions  signifying  septic 
emboli.  He  had  pain  along  an  extensor  tendon 
which  probably  resulted  from  a transient  teno- 
synovitis. Search  for  skin  lesions  showed  a 
circular  hemorrhagic  lesion  of  the  right  index 
finger  with  a reactive  center  and  multiple  skin 
lesions  in  various  stages  of  development.  Tem- 
perature elevation,  tachycardia,  elevated  WBC 
with  a left  shift  pointed  to  an  acute  bacterial 
infection.  The  negative  G.  C.  antibody  titer 
using  a fluorescent  technique  was  expected 
since  this  test  is  usually  positive  only  in  the 
presence  of  an  active  arthritis.  Blood  cultures 
and  skin  cultures  were  conclusive  for  the  diag- 
nosis. 

The  ultimate  proof  of  diagnosis  in  such 
cases  rests  on  the  isolation  of  Neisseria  Gonor- 
rhoeae  from  blood,  spinal  fluid,  synovial  fluid, 
skin  or  anogenital  areas.  It  is  unusual  to  get 
positive  cultures  from  skin  lesions  themselves1. 
Negative  cultures  may  represent  study  of  older 
lesions  or  poor  techniques  and  it  has  been 
recommended  that  an  entire  lesion  be  taken 
for  cultures  by  biopsy2. 

Discussion 

In  the  past  decade,  the  reported  cases  of 
gonorrhea  in  the  United  States  have  more 
than  doubled  and  it  has  been  estimated  that  in 
excess  of  2,000,000  cases  per  year  actually 
occur3.  With  the  progressive  increase  in  in- 
cidence there  is  bound  to  be  an  increase  in 
the  systemic  complications  of  gonorrhea.  N. 


gonorrhoeae  may  invade  the  blood  stream  and 
cause  septicemia,  arthritis,  osteomyelitis,  endo- 
carditis and  meningitis4.  Skin  manifestations 
are  the  hallmark  of  blood  borne  infection. 

A variety  of  skin  lesions  may  occur.  Macul- 
opapular  eruptions,  urticaria,  diffuse  erythema, 
purpura,  multiple  subcutaneous  abcesses,  ery- 
thema multiforme  and  erythema  nodosum  have 
been  reported5.  The  most  common  progression 
is  from  small  red  papules  or  petechiae.  These 
then  become  vesicular,  then  pustular  and  event- 
ually progress  to  small  hemorrhagic  bullae6. 

In  those  patients  who  develop  disseminated 
gonococcal  infection,  the  first  stage  is  usually 
one  of  septicemia  with  resultant  febrile  illness, 
polyarthralgia  and  positive  culture  of  N.  gonor- 
rhoeae from  affected  joints.  More  serious  com- 
plications are  myocarditis,  pericarditis  and  en- 
docarditis. Although  endocarditis  is  least  com- 
mon, it  probably  accounts  for  the  greatest 
mortality. 

The  drug  of  choice  in  the  treatment  of  dis- 
seminated gonococcal  infection  is  penicillin. 
Most  patients  will  respond  to  either  aqueous 
or  procaine  penicillin  given  in  doses  ranging 
from  2.4  to  20  million  units  daily  depending 
on  the  particular  manifestations  and  systems 
involved.  For  the  most  complete  review  cover- 
ing all  aspects  of  disseminated  gonococcal  in- 
fection, the  authors  refer  to  K.  K.  Holmes, 
et.  al7. 
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Current  Treatment  of  Venereal  Diseases 

Lafayette  G.  Owen,  M.D.* 


CCORDING  to  Public  Health  Service 
records,  the  reported  cases  of  primary 
and  secondary  syphilis  have  increased 
for  the  third  straight  year  so  that  the  total  num- 
ber of  cases  reported  in  1972  represented  the 
greatest  number  of  cases  reported  since  1950. 
The  primary  and  secondary  stages  are  usually 
over  within  six  months  to  a year  after  the  dis- 
ease has  been  acquired.  It  is  during  these  stages 
that  syphilis  is  highly  infectious  and  easily 
spread  by  sexual  contact.  After  the  early  lesion 
stages  are  over,  an  infected  person  enters  the 
latent  stage,  during  which  there  are  no  outward 
manifestations  and  syphilis  is  detected  only  by 
a serologic  test  (a  positive  spinal  fluid  would 
represent  asymptomatic  neurosyphilis  and  not 
latent  syphilis). 

All  sex  contacts  to  infectious  syphilis  who 
are  clinically  negative,  should  be  given  preven- 
tive treatment  consisting  of  2,400,000  units  of 
Benzathine  Penicillin  G. 

Gonorrhea  is  the  most  frequently  reported 
communicable  disease.  During  1972,  the  inci- 
dence continued  to  increase  and  reached  a total 
nearly  double  that  of  five  years  ago.  Because 
males  generally  develop  symptoms  of  urethral 
gonorrhea  after  acquiring  the  disease  and  the 
majority  of  them  seek  medical  care,  the  trend 
of  reported  male  cases  is  considered  a rough 
indication  of  the  trend  of  gonorrhea  in  the  pop- 
ulation. Reported  male  gonorrhea  increased 
10.1%  in  1972.  Because  clinical  signs  or  symp- 
toms are  lacking  in  the  majority  of  women 
with  gonorrhea,  many  cases  remain  undetected 
and  untreated.  The  27.2%  increase  in  reported 
female  cases  in  1972  was  undoubtedly  in- 
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fluenced  by  intensified  casefinding  carried  out 
in  several  areas  where  programs  were  es- 
tablished for  screening  asymptomatic  women. 

Treatment  of  Gonorrhea 

Treatment  of  uncomplicated  gonorrhea 

(urethral,  cervical,  rectal  or  pharyngeal) — 
Penicillin  G or  Ampicillin  is  the  preferred  drug 
for  the  treatment  of  gonorrhea. 

Parenteral  — Men  or  women — Aqueous 
Procaine  Penicillin  G,  4.8  million  units  in- 
tramuscularly divided  into  at  least  two  doses 
and  injected  at  different  sites  at  one  visit,  to- 
gether with  1 gm  of  oral  probenecid,  preferably 
given  at  least  30  minutes  prior  to  the  injection. 

Oral  — Men  or  women — ampicillin,  3.5 
gm,  with  probenecid,  1 gm,  administered  simul- 
taneously. Patients  with  known  exposure  to 
gonorrhea  (contacts)  should  receive  the  same 
treatment  as  those  known  to  have  gonorrhea. 

Alternate  treatment  of  gonorrhea  (when 
above  schedules  are  ineffective  or  allergy 
exists): 

Parenteral  — Men — Spectinomycin,  2 gm, 
in  one  intramuscular  injection.  Women — 
Spectinomycin,  4 gm,  in  one  intramuscular  in- 
jection. 

Oral  — Men  or  women — Tetracycline  HC1, 
1.5  gm  initially,  followed  by  0.5  gm  four  times 
a day  for  four  days,  a total  dosage  of  9 gm. 

Gonorrhea  follow-up:  It  is  desirable  that 
follow-up  urethral  cultures  be  obtained  from 
males  seven  days  after  completion  of  treatment; 
it  is  desirable  that  cervical  and  rectal  cultures 
be  obtained  from  females  seven  to  fourteen 
days  after  completion  of  treatment. 

Treatment  of  Complications:  Although 

treatment  of  complications  (gonococcal  salpin- 
gitis, bacteremia,  arthritis,  etc.)  must  be  in- 
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dividualized,  repeated  large  parenteral  doses  of 
Aqueous  Crystalline  Penicillin  G have  been 
shown  to  be  effective.  The  efficacy  of  alterna- 
tive antibiotic  regimens  is  unproven. 

All  gonorrhea  patients  should  have  a sero- 


logic test  for  syphilis  at  the  time  of  diagnosis. 
While  long-acting  forms  of  Penicillin  (such  as 
Benzathine  Penicillin  G)  are  effective  in 
syphilotherapy,  they  have  NO  place  in  the 
treatment  of  gonorrhea. 


Table  1 


SYPHILIS  TREATMENT  SCHEDULE 


TOTAL 

NUMBER 

STAGE 

DRUG 

DOSAGE* 

OF 

INTERVAL 

DOSES 

Primary 

Benzathine  Penicillin  G 

2.4 

1 

2.4  in  one  injection  or  1.2  in  each  buttock 

and 

or  PAM 

4.8 

3 

2.4  1st  injection  followed  by  1.2  at 

Secondary 

or  Aqueous  Procaine 

successive  3-day  intervals 

Penicillin  G 

4.8 

8 

600,000  units  daily 

Benzathine  Penicillin  G 

2.4 

1 

2.4  in  one  injection  if  CSF  examination 

Latent 

Benzathine  Penicillin  G 

4.8 

2 

is  negative 

2.4  in  each  injection  one  week  apart  if 

CSF  examination  is  not  done 

or  PAM 

4.8 

3 

2.4  1st  injection  followed  by  1.2  at 

successive  3-day  intervals. 

or  Aqueous  Procaine 
Pjnicillin  G 

4.8 

8 

600,000  units  daily 

Benzathine  Penicillin  G 

6.0  to  9.0 

3 to 

4 

2.4  each  injection  7 days  apart 

Neuro 

or  PAM 

6.0  to  9.0 

5 to 

8 

2.4  1st  injection  followed  by  1.2  at 

Cardio 
Other  Late 

or  Aqueous  Procaine 

successive  3-day  intervals 

Penicillin  G 

6.0  to  9.0 

(0  to 

15 

600,000  units  daily 

Congenital 

Early  (less 
than  2 yrs.) 

50,000  units  per  pound  of  body  weight; 

Benzathine  Penicillin  G 

total  dosage  administered  in  10  equally 
divided  daily  injections. 

If  CSF  is  nonreactive,  treat  as  latent;  if  CSF 

Late  (over 
2 yrs.l 

is  reactive,  treat  as  neurosyphilis 

* Expressed 

in  million  units  unless  otherwise  noted. 

ALTERNATE 

TREATMENT  FOR  SYPHILIS: 

Penicillin  sensitive 

patients — Erythromycin  or  tetracycline  30-40  grams  administered 

over  a period  of 

10  to  15 

days. 

Erythromycin  is  preferred  in  pregnancy  as 

tetracycline  may  result  in  dental  abn 

ormalities  in  the  infant. 

Table  2 

OTHER  VENEREAL  DISEASE  TREATMENT  SCHEDULE 

DISEASE 

Chancroid 

DRUG 

Triple  Sulfonamides 

DOSAGE 

1 gram  4 times  a day  for  7 to  1 4 days 

NOTE 

Recurrence  is  common. 
Repeat  course  if  necessary. 

Lympho- 

1 gram  every  6 hours  for  5 to  1 0 days 

Granuloma 

Sulfonamides 

250  to  500  mg  every  6 hrs  for  a total  of 

Venereum 

Tetracycline 

20  to  60  grams 

Granuloma 

Tetracycline  or 

500  mg  every  6 hrs  until  healing 

Inguinale 

Ampicillin 

is  complete 
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GRAND  ROUNDS 


The  University  of  Louisville  School  of  Medicine 


This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Hyperkalemia— A Medical  Emergency 


IN  November,  1972,  a 29-year-old  female 
was  admitted  to  another  hospital  with  a 
three  weeks’  history  of  a “flu-like”  illness 
associated  with  lethargy,  anorexia,  nausea  and 
occasional  vomiting. 

She  gave  a history  of  nocturia  for  the  past  1 8 
months.  Two  years  prior  to  the  present  illness 
she  noticed  swelling  of  the  ankles  and  a rash  on 
the  right  leg.  The  blood  urea  nitrogen  was 
18  mg/100  ml,  serum  creatinine  1.2  mg/100  ml 
and  the  potassium  4.3  mEq/L.  Urinalysis  re- 
vealed 3+  proteinuria.  An  intravenous  pyelo- 
gram  was  normal.  A renal  biopsy  was  inter- 
preted as  compatible  with  lupus  nephritis, 
though  repeated  LE-cell  preparations  and  anti- 
nuclear antibodies  were  negative.  Since  then 
she  has  been  treated  with  prednisone.  In  June, 
1971,  she  had  a total  hysterectomy  for 
menorrhagia.  A vaginal  discharge  has  been 
present  intermittently. 

On  examination  she  was  slightly  anemic.  The 
pulse  rate  was  96  per  minute  and  regular. 
B.P.  110/70  mm  Hg.  No  abnormality  was 
detected  in  the  lungs,  heart  and  abdomen.  The 
hematocrit  was  30%,  and  the  white  cell  count 
10,600  with  90%  neutrophils.  The  blood  urea 
nitrogen  was  95  mg,  serum  creatinine  5.1  mg, 
serum  calcium  7.6  mg,  serum  phosphorus 
7.5  mg,  and  the  blood  uric  acid  11.0  mg/ 100 
ml.  Blood  electrolytes  showed  a sodium  of 
138  mEq,  potassium  6.3  mEq,  chloride  99 
mEq,  and  the  CO2  content  18.5  mEq/L.  A 
chest  x-ray,  upper  gastrointestinal  series  and 
barium  enema  were  normal.  She  was  treated 
with  prednisone,  ampicillin  and  phenergan. 
During  the  next  few  days  she  became  more 
tired  and  anorexic.  Two  units  of  blood  were 
transfused.  Twenty-four  hours  later  her  condi- 
tion deteriorated  and  the  University  of  Louis- 


ville Renal  Service  was  asked  to  see  her  in 
emergency  consultation. 

On  examination  she  appeared  normally  hy- 
drated. She  was  drowsy  and  showed  marked 
generalized  twitching.  She  felt  extremely  weak 
and  exhausted.  She  had  noticed  increased  mus- 
cular weakness  manifested  by  difficulty  in 
walking  and  getting  out  of  bed  in  the  previous 
36  hours.  The  pulse  rate  was  110/min.  B.P. 
105/70  mm  Hg.  All  the  peripheral  reflexes 
were  brisk.  No  abnormality  was  detected  in  the 
heart,  lungs  and  abdomen.  The  serum  sodium 
was  135  mEq,  the  potassium  10.6  mEq,  the 
chloride  96,  and  the  CO2  content  11  mEq/L. 
The  blood  glucose  was  90  mg/ 100  ml.  An 
electrocardiogram  revealed  a rate  of  110/min., 
absent  P waves,  widened  QRS  complex  and  tall 
peaked  T waves.  (Figure  1).  Sodium  bicar- 
bonate 100  mEq,  10  cc  of  10%  calcium  glu- 
conate, and  50  cc  of  50%  dextrose  with  20 
units  of  regular  insulin  were  given  intravenous- 
ly. In  addition,  30  G of  Kayexalate  (brand  of 
sodium  polystyrene  sulfonate  USP)  mixed  with 
Mannitol  was  given  as  an  enema  as  she  was 
unable,  because  of  nausea  and  vomiting,  to  take 
medications  by  mouth.  During  the  next  four 
hours  her  serum  potassium  fell  to  6.6  mEq/L 
and  there  was  marked  improvement  in  the 
electrocardiogram.  At  this  stage  she  was  trans- 
ferred to  the  intensive  care  unit  of  another 
hospital.  On  the  following  morning  the  serum 
potassium  was  4.3  mEq,  the  sodium  135  mEq, 
the  chloride  98  mEq,  and  the  CO2  content 
17  mEq/L.  Subsequent  investigations  revealed 
a negative  urine  culture,  normal  plasma  pro- 
teins and  a 24-hour  urinary  protein  of  800  mg. 
She  was  placed  on  a low  potassium  diet  with- 
out protein,  sodium  or  fluid  restriction.  Predni- 
sone was  gradually  discontinued. 
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Discussion 

This  young  housewife  with  moderately  ad- 
vanced renal  failure  due  to  chronic  interstitial 
nephritis  developed  acute  hyperkalemia  associ- 
ated with  markedly  abnormal  electrocardio- 
graphic changes.  A preventable  death  might 
have  been  the  consequence  of  a further  delay 
in  the  treatment  of  this  hyperkalemia. 

Potassium  is  the  major  intracellular  cation. 
Intracellular  volume  is  regulated  by  the  ability 
of  cells  to  accumulate  potassium  and  extrude 
sodium  in  the  presence  of  large  amounts  of 
sodium  and  small  amounts  of  potassium  in  the 
interstitial  fluid.  Only  3%  of  total  body  potas- 
sium is  extracellular,  but  this  small  fraction  is 
vital  in  regulating  neuromuscular  function. 

Potassium  is  both  reabsorbed  and  secreted 
by  the  kidney.  Most  of  the  filtered  potassium 
is  actively  reabsorbed  in  the  proximal  con- 
voluted tubule.  Potassium  may  enter  the  de- 
scending limb  of  the  loop  of  Henle  as  it  passes 
down  into  the  hypertonic  outer  medulla,  how- 
ever most  of  the  potassium  measured  in  the 
urine  enters  in  the  distal  convoluted  tubule  by 
a passive  process  of  secretion  down  an  elec- 
trochemical gradient.  This  membrane  potential 
is  a consequence  of  the  active  transport  of 
sodium  from  the  distal  convoluted  tubule  under 
the  influence  of  aldosterone.  Any  factor  which 
increases  the  electronegativity  of  the  luminal 
fluid  will  increase  potassium  secretion. 

The  excitability  of  nerves  and  muscles  de- 
pends upon  the  difference  between  the  resting 
membrane  potential  and  the  threshhold  po- 
tential. The  membrane  potential  is  influenced 
by  the  ratio  of  intracellular  to  extracellular 
concentrations  of  potassium.  An  excess  of  po- 
tassium in  the  body  distributes  itself  approxi- 
mately evenly  over  the  total  body  water.  With 
hyperkalemia  nerve  and  muscle  cell  membrane 
potentials  are  depolarized  and  hyperexcitability 
exists.  Such  depolarization  and  hyperexcitabili- 
ty accounts  for  the  flaccid  paralysis  and  cardiac 
arrhythmias  that  occur  with  hyperkalemia.  In 
addition  to  potassium,  other  factors  affect  the 
neuromuscular  excitability.  These  would  in- 
clude the  rate  of  development  of  potassium 
excess,  the  concentration  of  ionized  calcium, 
and  the  acid-base  status  of  the  individual. 

With  normal  renal  function  it  is  difficult  to 
induce  hyperkalemia  because  of  the  very  ef- 
ficient renal  tubular  secretory  process — except- 
ing the  rapid  infusion  of  a potassium-containing 


solution.  Only  in  the  presence  of  a decreased 
capacity  to  excrete  potassium  can  overloading 
and  intoxication  occur.  Renal  failure,  either 
acute  or  chronic,  associated  with  a reduction 
in  glomerular  filtration  rate  or  decreased  per- 
fusion of  the  kidneys  from  any  cause,  such  as 
dehydration  or  adrenal  cortical  insufficiency 
may  be  associated  with  conditions  which  limit 
the  ability  of  the  kidney  to  secrete  potassium. 
Infected,  ischemic  or  damaged  tissues  anywhere 
in  the  body  may,  in  the  presence  of  renal  fail- 
ure, create  a situation  in  which  hyperkalemia 
can  quickly  develop  and  cause  death. 

Hyponatremia,  hypocalcemia  and  acidosis 
increase  the  dangerous  effects  of  hyperkalemia. 
The  electrocardiographic  changes  are  related  to 
the  duration  and  degree  of  the  hyperkalemia. 
Initially,  a tall  peaked  T-wave  followed  by  de- 
pression of  the  S-T  segment  may  occur.  A 
prolonged  PR  interval  with  progressive  widen- 
ing of  the  QRS  complex  and  formation  of  a 
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FIG.  1 — Lead  II  tracings  showing  electrocardiographic 
changes  in  severe  hyperkalemia  and  its  correction  with  a 
fall  in  serum  potassium. 
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sine-wave  configuration  will  occur.  Ectopic 
ventricular  beats,  bradycardia  and  other 
arrhythmias  may  precede  death  from  ventricu- 
lar standstill  or  fibrillation. 

In  the  patient  under  discussion  today,  the 
co-existence  of  chronic  renal  failure,  pelvic  in- 
flammatory disease  and  a recent  blood  transfu- 
sion together  with  a possible,  but  undocu- 
mented, high  dietary  potassium  intake  may  all 
have  contributed  to  a serum  potassium  of 
10.6  mEq./L.  Stored  transfused  blood  may 
have  a potassium  concentration  of  over  30 
mEq/L  due  to  potassium  migrating  from  red 
blood  cells  into  plasma.  Potassium  released 
from  hemolyzed  cells  following  a gastrointes- 
tinal hemorrhage  or  from  a large  hematoma 
places  the  patient  with  renal  failure  at  con- 
siderable risk. 

Therapy 

When  the  plasma  potassium  is  less  than 
6.5  mEq/L,  this  can  often  be  simply  managed 
by  restriction  of  potassium  intake  and  increas- 
ing dietary  sodium.  Hyperkalemia  greater  than 
6.5  mEq  requires  more  urgent  and  energetic 
treatment.  If  the  EKG  shows  cardiac  toxicity, 
calcium  infusion  in  the  form  of  20  ml  of  10% 
calcium  gluconate  is  given  intravenously  under 
EKG  control.  This  reversal  of  cardiac  toxicity 
is  relatively  transient  and  other  measures  are 
needed  in  addition.  Hypertonic  glucose  in  the 
form  of  50  ml  of  50%  glucose  or  500  ml  of 
10%  glucose  can  be  given  as  an  intravenous  in- 
jection or  a slower  intravenous  infusion  over 
30  minutes.  This  is  often  combined  with  regular 
insulin  but  is  probably  only  necessary  in 
diabetic  patients,  as  the  infusion  of  hypertonic 
glucose  stimulates  the  secretion  of  insulin  from 
the  pancreas.  Insulin  and  glucose  cause  the 
transfer  of  potassium  from  plasma  into  cells  by 
altering  cell  membrane  permeability  and  by  in- 
creasing the  deposition  of  glycogen  in  cells.  In 
the  presence  of  metabolic  acidosis  the  rapid 
intravenous  infusion  of  sodium  bicarbonate  will 
also  cause  potassium  to  be  transported  into 
cells.  With  hyponatremia  or  volume  depletion 
intravenous  hypertonic  sodium  infusions  appear 
to  be  beneficial.  The  preceding  therapeutic 
maneuvers  are  all  of  the  temporary  nature  and 
more  permanent  lowering  of  total  body  potassi- 
um can  be  brought  about  by  use  of  cation  ex- 
change resins  in  the  sodium  or  calcium  cycle. 


Sodium  polystyrene  sulfonate  (Kayexalate)  30 
gms  given  by  mouth  three  or  four  times  a day 
in  25  ml  of  a 70%  Sorbitol  solution  will  cause 
the  binding  of  potassium  in  the  gut  and  by 
promoting  loose  stools  will  accelerate  the  ex- 
cretion of  this  potassium.  The  resin  can  be 
given  as  a retention  enema:  60  gms  of  resin  in 
50  ml  of  70%  Sorbitol  suspended  in  tap-water 
and  retained  for  30  minutes  is  effective  in 
rapidly  lowering  serum  potassium.  It  should  be 
noted  that  one  or  two  mEq  of  sodium  are 
absorbed  for  every  gram  of  resin  taken  by 
mouth.  This  additional  sodium  load  can  pre- 
cipitate heart  failure  or  pulmonary  edema. 
However,  often  the  diarrheal  effect  of  Sorbitol 
or  Mannitol  is  effective  in  eliminating  the  ad- 
ditional sodium  load.  In  the  absence  of  Sorbitol 
there  is  a risk  of  constipation  and  fecal  impac- 
tion. 

Hemodialysis  and  peritoneal  dialysis  are  also 
effective  in  removing  potassium  but  are  slower 
than  the  preceding  methods.  However,  in  the 
presence  of  hypercatabolic  states  associated 
with  renal  failure,  dialysis  may  be  essential  to 
correct  severe  hyperkalemia.  In  addition,  other 
complicating  electrolyte  disorders,  uremia  and 
fluid  overload  can  be  corrected  by  dialytic 
methods. 

A Physician : With  the  therapy  you  have  just 
described  is  it  possible  to  overshoot  and  pro- 
duce hypokalemia? 

Doctor  Martin : With  careful  frequent  bio- 
chemical and  electrocardiographic  monitoring 
this  should  not  happen.  It  is  especially  im- 
portant to  avoid  hypokalemia  if  the  patient 
has  recently  received  digitalis. 
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Interprofessional  Code 

Kentucky  Medical  Association 

AND 

Kentucky  State  Bar  Association 

PREAMBLE 


General  Principles 

Doctors  of  medicine  and  attorneys  at  law,  as 
members  of  two  professions  possessing  a close 
personal  relationship  with  those  they  serve, 
have  established  principles  of  ethics  applicable 
to  the  traditions  and  requirements  of  their 
respective  callings. 

The  physician  has  responsibility  for  the  care 
of  the  individual,  in  health  as  in  disease.  He 
must  minister  to  his  patient’s  needs  to  the  best 
of  his  ability  and  in  accordance  with  the  high 
precepts  of  the  Hippocratic  Oath. 

The  attorney  is  an  officer  of  the  court,  sworn 
to  support  the  Constitution  of  the  United  States 
and  of  the  state  or  states  in  which  he  is  ad- 
mitted to  practice.  As  is  the  physician,  he  also 
is  pledged  to  maintain  the  confidence  and  to 
preserve  inviolate  the  secrets  of  his  clients.  He 
will  not  reject,  from  any  consideration  personal 
to  himself,  the  cause  of  the  defenseless  or  op- 
pressed, nor  delay  any  man’s  cause  for  lucre  or 
malice. 

The  attorney  represents  his  client  as  advisor 
and  confidant,  as  his  advocate  in  legal  proceed- 
ings and  as  negotiator  in  the  business  and  per- 
sonal affairs  of  his  client.  The  physician’s  re- 
lationship is  parallel,  for  he  is  also  the  advisor 
and  confidant  of  his  patient  in  matters  of 
health. 

Interprofessional  Relations 

Each  profession  is  obligated  by  its  own 
stature  to  respect  and  honor  the  calling  of  the 


other.  Neither  the  fact  nor  the  appearance  of 
incompetence,  corruption,  dishonesty,  or  un- 
ethical conduct  on  the  part  of  individual  mem- 
bers of  either  profession  can  be  tolerated.  It 
follows  then  that  each  profession  must  vigor- 
ously support  within  its  own  ranks,  as  well  as 
in  the  ranks  of  the  other,  those  ethical  concepts 
which  each  has  found  necessary  in  the  public 
good.  One  who  has  chosen  to  be  a physician  or 
an  attorney  and  has  been  found  competent  to 
be  such  by  appropriate  authorities,  is  vested 
with  high  responsibilities  and  privileges  to  en- 
able him  to  serve  the  public  with  honor,  with 
dignity,  and  with  effectiveness. 

This  Code 

A statement  of  ethical  principles  states  a 
guide  to  the  attainment  of  the  best  in  interpro- 
fessional conduct  and  practices.  IT  IS  NOT 
NECESSARILY  OF  A BINDING  CHARAC- 
TER, NOR  CAN  IT  BE  SO  DETAILED  TO 
COVER  EVERY  CIRCUMSTANCE. 

This  Interprofessional  Code  constitutes  the 
further  recognition  that  with  the  great  develop- 
ments in  the  science  and  art  of  both  medicine 
and  law,  it  is  inevitable  that  the  physician  and 
the  attorney  are  drawn  into  steadily  increasing 
association,  as  the  law  calls  with  increasing 
frequency  upon  medicine  for  its  scientific 
knowledge  and  for  its  evaluation  of  facts  so 
that  the  rights  of  individuals  and  of  the  govern- 
ment may  be  appropriately  determined  before 
various  tribunals. 
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I.  RECIPROCAL  DUTIES 

A.  THE  ATTENDING  PHYSICIAN  AND 
HIS  PATIENT 

The  medical  profession  affirms  the  obliga- 
tion of  a patient’s  attending  physician  to  co- 
operate willingly  with  the  patient’s  attorney  in 
supplying  facts,  primarily  available  only  to 
him.  The  physician  should  accept  the  further 
responsibility  of  explaining  such  facts  in  such  a 
manner  that  the  attorney  understands  them  and 
can  determine  their  relationship  to  his  client’s 
cause.  There  should  be  complete  cooperation 
between  the  physician  and  the  attorney,  each 
assuming  his  proper  responsibility. 

It  is  for  the  physician  to  determine  the 
actuality  or  probability  of  fact  pertaining  to  his 
patient’s  medical  condition.  It  is  for  the  at- 
torney to  determine  how  and  under  what  cir- 
cumstances such  facts  are  to  be  appropriately 
presented. 

A physician  should  never  advise  on  the 
amount  of  damages  a patient  should  seek  to 
recover.  The  proper  province  of  his  profes- 
sional advice  is  the  extent,  degree,  or  percent- 
age of  illness,  injury,  disability,  or  similar 
judgments  based  upon  his  professional  knowl- 
edge of  the  case.  He  is  not  expected  to  under- 
stand technical  rules  of  legal  liability,  or  evi- 
dence, or  of  trial  techniques.  The  latter  are  the 
exclusive  province  of  the  attorney. 

B.  THE  ATTORNEY  AND  HIS  CLIENT 

It  is  important  that  the  physician  understand 
that  legal  proceedings  in  this  country  are  con- 
ducted under  what  is  known  as  the  “adversary 
system.”  Under  that  system  the  attorney  oc- 
cupies a dual  position.  He  is  not  alone  an  of- 
ficer of  the  court.  He  is  also  the  single-minded 
advocate  for  his  client.  He  does  not  and  cannot 
properly  represent  both  sides  to  a dispute. 

This  system  has  developed  in  recognition  of 
the  truth  demonstrated  countless  times  that 
justice  can  usually  be  satisfactorily  accom- 
plished if  the  two  or  more  contestants  can 
present  their  points  of  view  to  some  neutral 
third  person  who  can  weigh  the  opposing 
claims.  Such  claims  are  usually  presented  in  the 
form  of  testimony  which  is  offered  in  question 
and  answer  form.  The  judge  of  a court  or  the 
officer  presiding  before  an  administrative 


tribunal  is  the  referee  who  weighs  the  opposing 
points  of  view  and  the  conflicts  in  testimony.  In 
a sense  the  judge  or  administrative  officer  much 
more  nearly  approximates  the  physician  in  ob- 
jectivity. The  physician  well  knows,  however, 
that  in  some  situations  it  is  also  possible  for 
medical  men  to  vary  honestly  and  sincerely  in 
their  physical  findings,  their  treatment,  and 
their  evaluation  of  illness  or  injury.  In  some 
types  of  court  cases  the  parties  prefer  to  let  a 
group  of  sworn  put  interested  citizens,  the  jury, 
weigh  and  “find”  the  facts. 

II.  MEDIC  A L EX  A MINA  TIONS 
(Requested  by  Attorneys  or  ordered  by 
Court) 

A.  GENERAL 

1.  The  law  provides  that  a party  to  a lawsuit 
may  be  required  to  undergo  a medical  examina- 
tion by  agreement  of  the  opposing  attorneys  or 
under  a court  order. 

2.  When  an  appointment  is  made  for  the 
medical  examination  of  a person,  the  physician 
sets  aside  a part  of  his  day  for  that  purpose.  It 
is,  therefore,  important  that  attorneys  exert 
their  best  efforts  to  insure  that  such  appoint- 
ments are  kept.  The  attorney  for  the  party  to  be 
examined  should  give  explicit  instructions  to 
such  party  that  the  physician  must  be  notified 
in  ample  time. 

B.  SCOPE  OF  EXAMINATION 

1.  The  physician  may  take  a history  and  per- 
form such  examinations  as  may  be  advisable  in 
his  judgment  to  formulate  an  informed  opinion 
regarding  the  nature  and  extent  of  the  party’s 
medical  condition. 

2.  Inquiries  should  not  be  made  by  the 
physician  into  matters  not  reasonably  related 
to  the  legitimate  scope  of  the  medical  examina- 
tion. 

3.  The  physician,  following  his  examination, 
shall  reduce  to  writing  a medical  report,  follow- 
ing the  outline  set  forth  in  Section  III.B.5. 
herein.  The  original  report  shall  be  forwarded 
to  the  court  or  person  requesting  the  examina- 
tion, with  copies  as  directed  by  the  court  or  by 
the  person  requesting  the  examination. 

III.  WRITTEN  MEDICAL  REPORTS 
(Prepared  for  Courts  or  Attorneys) 
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A.  THE  ATTORNEY 

1.  Requests  for  reports  from  a physician 
should  be  made  in  writing  as  soon  as  it  is 
known  that  the  information  is  needed.  The  re- 
quest should  be  clear  as  to  the  specific  in- 
formation desired  and  the  report  should  be  pre- 
pared by  the  physician  as  promptly  as  possible. 

2.  If  a report  is  requested  on  a physician’s 
patient,  the  attorney  must  provide  the  physician 
with  a written  authorization  from  the  patient. 

B.  THE  PHYSICIAN 

1 . Medical  Records.  The  physician  must 
keep  records  adequate  to  supply  a patient’s 
attorney  all  pertinent  information  regarding  the 
patient-client’s  medical  history. 

2.  Requests  for  medical  reports  should  be 
honored  promptly.  Undue  delays  in  providing 
medical  reports  or  bills  bearing  on  a patient’s 
legal  rights  may  prejudice  his  case. 

3.  If  a physician  is  unable  to  make  a com- 
plete medical  evaluation  within  the  time  re- 
quired, he  should  notify  the  attorney.  In  this 
event,  a preliminary  report  clearly  designated 
as  such  may  serve  the  attorney’s  needs  until  a 
complete  evaluation  can  be  rendered. 

4.  Patient’s  Authorization.  The  physician 
must  have  his  patient’s  written  authorization  be- 
fore releasing  any  report  or  test  concerning  the 
patient.  Such  authorization  is  not  necessary 
when  the  person  examined  is  not  a patient  of 
the  physician,  and  the  examination  is  made  in 
connection  with  a legal  claim. 

5.  Content  of  Report.  The  following,  where 
applicable,  should  be  included  in  the  report: 

a.  Time,  date  and  place  of  first  visit. 

b.  Accurate  history  of  the  injury  or  medical 
condition,  including  pre-existing  disease  or  prior 
injury. 

c.  Nature  of  examination  and  findings. 

d.  Results  of  laboratory  work,  x-rays,  and 
consultations. 

e.  Opinion  including,  where  possible,  diagnosis 
and  prognosis.  Upon  request,  the  opinion  should 
also  evaluate  future  physical  impairment,  neces- 
sity for  future  treatment  or  surgery,  the  effect 
of  aggravation  of  any  pre-existing  disease  or 
prior  injury,  and  length  of  convalescence.  The 
opinion  should  likewise  include  the  physician’s 
true  opinion  on  the  cause  of  the  patient’s  condi- 
tion, and  the  strength  of  his  opinion  in  evaluating 
the  cause.  In  this  regard,  he  should  consider  and 
state  all  objective  and  subjective  matters  bearing 
on  this  opinion,  including,  where  appropriate, 
his  evaluation  of  the  patient’s  candor  when  con- 


sidered in  the  light  of  his  own  medical  knowl- 
edge. 

f.  State  if  patient’s  condition  is  stationary,  or 
if  the  patient  is  discharged. 

g.  Subsequent  examination:  Include  complaints 
and  evaluation  of  condition,  nature  of  treatment, 
confinement  to  hospital  or  home,  referrals  to 
other  physicians,  patient’s  progress,  results  of  x- 
rays,  ECGs,  EEGs,  laboratory  work  and  con- 
sultations, and  a concluding  diagnosis  and  prog- 
nosis (see  Item  e.  above). 

h.  Enclose  separately  an  itemized  statement 
of  medical  expense  to  date.  Omit  charges  for 
medical  reports  or  attorney  consultations  or  ANY 
REFERENCE  TO  INSURANCE. 

i.  Include  estimate  of  cost  of  future  medical 
care. 

IV.  CONFERENCES 

The  physician  and  the  attorney  should  confer 
relative  to  the  common  problems  presented  in 
a particular  case.  Such  conferences  should  be 
arranged  well  in  advance  of  court  or  other 
hearing  at  the  mutual  convenience  of  each,  in 
full  appreciation  that  to  each  profession,  time 
is  of  the  utmost  importance.  No  physician  and 
no  attorney  should  be  required  to  spend  un- 
necessary time  in  arranging  or  attending  such  a 
conference.  The  attorney  who  knows  and  un- 
derstands the  progress  of  his  client’s  case,  the 
conflict,  if  any,  of  its  medical  aspects,  and  the 
probability  of  settlement  or  trial  should  de- 
termine the  necessity  of  a conference. 

It  is  unfair  to  the  patient-client,  the  physician, 
and  the  cause  of  justice  to  present  a medical 
witness  who  has  not  first  conferred  with  the 
attorney  and  who,  therefore,  may  lack  a full 
appreciation  of  the  significance  to  the  case  of 
the  particular  evidence  he  is  being  asked  to  give. 
It  is  equally  obvious  that  the  attorney  is  less 
able  to  represent  the  full  interest  of  his  client 
where  he  has  not  had  the  advantage  of  full 
conferences  with  the  physician  in  advance  of 
presenting  the  case. 

V.  DEPOSITIONS  AND/OR  COURT  AP- 
PEARANCE 

A.  COURT  TESTIMONY 

Both  parties  recognize  that  when  it  has  been 
determined  that  the  just  and  proper  effect  of  a 
physician’s  testimony  cannot  be  obtained  with- 
out an  oral  examination  in  court,  there  is  a 
necessity  for  the  dissemination  of  information 
to  both  professions  concerning  the  time  prob- 
lems involved  in  court  testimony.  The  Medical 
Association  recognizes  that  the  legal  profession 
faces  calendar  problems,  which  include  the  un- 
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certainty  of  dates  in  a fluid  trial  calendar.  The 
Bar  Association  likewise  recognizes  that  the 
physician’s  appointments  are  made  in  advance 
and  that  physicians  are  in  addition  faced  with 
pressing  medical  problems  which  sometimes 
cannot  be  deferred. 

1 . Attorney’s  Duties: 

a.  The  attorney  should  ascertain  whether  the 
physician  will  be  available  for  a trial  term  prior 
to  the  date  assigned  for  trial  at  that  term.  He 
should  not  order  the  attendance  of  a physician 
as  witness  unless  necessary  and  in  any  case 
without  prior  notice  and  conference  concerning 
the  matters  as  to  which  he  is  to  be  interrogated 
unless  both  the  attorney  and  the  physician 
agree  that  such  conference  is  unnecessary. 

b.  The  attorney  should  write  to  the  physician 
immediately  following  the  calendar  call  to  ad- 
vise the  physician  of  the  proposed  trial  date. 

c.  The  attorney  should  keep  the  physician’s 
office  advised  of  the  status  of  the  calendar  and 
notify  the  physician  as  soon  as  possible  prior  to 
trial  of  the  probable  trial  date. 

d.  In  the  event  of  settlement  or  postpone- 
ment, the  physician  should  be  immediately 
notified  of  that  fact. 

e.  The  attorney  should  give  the  physician  as 
much  notice  as  possible  of  the  time  when  his 
attendance  in  court  is  desired.  Physicians 
should  not  be  asked  to  appear  until  the  attorney 
is  reasonably  certain  that  they  will  not  have  to 
remain  at  the  courthouse  more  than  a short 
period  of  time  before  being  allowed  to  testify. 
When  the  physician  enters  the  court  room,  he 
shall,  through  a court  attendant,  make  his 
presence  known  to  the  attorney  trying  the  case. 
The  attorney  shall  endeavor  to  put  the  physi- 
cian on  the  stand  as  soon  as  possible  after  his 
arrival  in  the  court  room  subject  to  orderly  and 
proper  presentation  of  the  case. 

2.  Physician’s  Duties: 

a.  The  physician  has  a moral  and  ethical 
obligation  to  give  testimony  regarding  his  pa- 
tient. If  the  physician  undertakes  the  care  of  a 
patient  and  litigation  ensues,  the  physician 
should  recognize  his  responsibility  to  testify  as 
to  the  medical  condition  of  that  patient,  subject 
to  the  provisions  of  this  Agreement. 

b.  When  given  adequate  notice  of  the  time 
when  he  will  be  called  upon  to  testify,  the  phy- 
sician should  make  himself  available  at  that 


time,  unless  an  emergency  situation  arises 
which  precludes  his  appearance. 

B.  DEPOSITIONS 

1.  Physician-Patient  Privilege.  Where  testi- 
mony is  given  and  documents  are  called  for  by 
counsel  during  the  taking  of  depositions  in 
personal  injury  lawsuits,  the  usual  obligation  of 
confidence  in  the  physician-patient  relationship 
does  not  exist,  and  physicians  shall  furnish  any 
and  all  pertinent  documents,  reports,  records, 
notes  or  x-rays  regarding  the  patient  which  are 
requested  by  counsel  for  either  party  to  the 
lawsuit. 

2.  Deposition  Defined.  A deposition  is  an 
official  proceeding  authorized  by  law  whereby 
a physician  may  be  required  to  give  testimony 
and  be  cross-examined  under  oath  outside  of 
court  before  a court  reporter  who  is  a notary 
public  and  in  the  presence  of  attorneys  rep- 
resenting the  parties.  He  may  be  requested  to 
produce  pertinent  medical  records  at  the  depo- 
sition hearing.  He  may  also  be  requested  to  re- 
lease the  records,  x-rays,  ECGs,  EEGs,  etc.  to 
the  notary  public  for  duplication  and  return. 

3.  Time  and  Place.  The  time  and  place  of 
the  deposition  should  be  set  by  agreement  with 
the  physician.  Unless  there  is  a compelling  rea- 
son to  the  contrary,  it  should  be  taken  at  the 
physician’s  office  at  the  time  agreed,  keeping  in 
mind  that  an  attorney’s  time  has  the  same 
value  as  a physician’s. 

4.  Subpoena.  If  the  deposition  of  a physician 
cannot  be  set  by  agreement,  the  physician’s 
attendance  can  be  required  by  subpoena.  If  any 
doubt  arises  as  to  the  effect  of  any  subpoena, 
the  physician  should  consult  his  attorney.  A 
physician  should  not  take  offense  at  being 
served  with  a subpoena.  Our  system  of  justice 
depends  on  being  able  to  require  any  citizen’s 
time  at  a judicial  proceeding  and  to  give  testi- 
mony regarding  the  case.  A conference  should 
be  held  between  the  physician  and  the  attorney 
proposing  to  call  him  as  a witness  at  some  time 
mutually  convenient  before  the  physician  is  to 
testify. 

5.  Subpoenas — Medical  Records.  Production 
of  pertinent  medical  records  may  also  be  re- 
quired by  subpoena  duces  tecum  served  on  the 
physician.  That  subpoena  requires  the  physi- 
cian to  attend  the  deposition  at  the  time  and 
place  stated  in  the  subpoena,  and  there  to  pro- 
duce the  specified  records. 
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6.  If  Attendance  at  Deposition  A Hardship. 

If  the  time  and  place  described  in  the  subpoena 
for  the  deposition  creates  a hardship,  the  physi- 
cian should  immediately  bring  this  fact  to  the 
attention  of  counsel  taking  the  deposition. 

7.  Preparation  and  Deportment 

a.  The  Physician.  Since  the  testimony  given 
at  deposition  hearings  may  be  read  at  the  trial, 
it  is  important  that  the  physician  prior  to 
deposition  prepare  himself  as  for  trial  and  that 
his  attitude  and  deportment  at  the  deposition 
hearing  be  similar  to  that  at  trial. 

b.  The  Attorney.  An  attorney  should  totally 
prepare  his  case  from  the  medical-legal  stand- 
point so  that  with  a careful  use  of  words  he  can 
reduce  the  area  of  misunderstanding.  It  is  not 
proper  for  an  attorney  to  seek  to  color  the  pro- 
fessional opinion  of  the  physician.  No  attorney 
is  justified  in  abusing,  badgering  or  browbeat- 
ing any  witness,  including  a physician. 

8.  Familiarity  with  Records.  The  physician 
and  the  attorney  should  be  thoroughly  familiar 
with  their  own  records  and  with  other  related 
records,  including  hospital  charts  and  records, 
at  the  time  the  deposition  is  taken  and  should 
have  as  many  of  the  records  at  the  time  the 
deposition  is  taken  as  is  possible  so  that  they 
may  be  referred  to  as  needed. 

9.  Predeposition  Conference.  It  is  to  be  un- 
derstood that  it  is  proper  to  have  a predeposi- 
tion conference  between  the  attorney  for  the 
patient  and  the  physician  to  facilitate  the  taking 
of  the  deposition. 

VI.  COMPENSATION  FOR  MEDICAL 
REPORTS,  DEPOSITIONS  AND  COURT 
APPEARANCES 

It  is  impractical  to  establish  precise  rules 
governing  a physician’s  fees  for  medical  re- 
ports, depositions  and  court  appearances.  It  is 
important,  however,  that  fees  be  reasonable  and 
it  is  suggested  that  they  be  discussed  in  advance 
by  the  physician  and  the  attorney.  In  this  way, 
the  major  cause  of  misunderstanding  and  dis- 
satisfaction will  be  eliminated.  Under  no  cir- 
cumstances may  a physician  charge  a fee  for  an 
examination  or  for  testifying  which  is  contingent 
upon  the  outcome  of  the  lawsuit. 

The  attorney  should,  in  every  case,  seek  to 
protect  the  interest  of  the  physician  and  should 
do  everything  in  his  power  to  see  that  the 
physician’s  bill  is  paid  from  any  funds  that 


come  into  his  hands  as  a result  of  litigation  or 
claim  concerning  the  injuries  sustained  by  the 
parties  and  for  which  the  physician  has  ren- 
dered a service. 

As  a matter  of  policy  an  attorney  should  not 
request  a physician  to  testify  on  deposition  or  in 
court,  nor  should  he  subpoena  him,  without 
making  arrangements  for  reasonable  compensa- 
tion. This  is  not  required  by  law,  but  is  sug- 
gested as  a matter  of  fairness  and  cooperation 
between  the  professions.  A physician  should  be 
compensated  for  the  time  spent  away  from  his 
professional  practice,  regardless  of  whether  he 
is  used  as  a witness. 

The  Attorney  should  promptly  notify  the  phy- 
sician when  the  case  is  settled. 

VII.  IMPLEMENTATION  OF  THE  CODE 

The  purpose  of  this  Code  is  to  establish, 
maintain  and  perpetuate  a greater  degree  of  un- 
derstanding and  ethics  between  the  respective 
medical  and  legal  professions.  Any  abuse  of 
this  Code  or  violations  thereof  by  a member  of 
either  profession  should  be  brought  to  the  at- 
tention of  the  appropriate  committee  for  a 
determination  to  be  made  as  expeditiously  as 
possible.  The  appropriate  committee  for  the 
respective  profession  shall  give  notice  to  the 
person  complained  of,  of  the  nature  and  pen- 
dency of  the  complaint. 

VIII.  AMENDMENTS 

This  Code  may  be  amended  from  time  to 
time  upon  joint  resolution  of  the  respective  as- 
sociations represented  herein. 


The  foregoing  Code  having  been  submitted 
to  the  Board  of  Governors  of  the  Kentucky 
State  Bar  Association  and  the  Board  of 
Trustees  of  the  Kentucky  Medical  Association 
and  approved  by  both  of  them,  NOW  THERE- 
FORE we,  the  chief  executive  officers  of  said 
associations  IN  WITNESS  WHEREOF  have 
hereunto  subscribed  the  names  of  our  respec- 
tive associations  pursuant  to  authority  vested  in 
us  as  of  this  the  1 8th  day  of  April,  1 973. 

Kentucky  State  Bar  Association 
William  E.  Rummage,  President 
Kentucky  Medical  Association 
Lee  C.  Hess,  M.D.,  President 
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Medical  Malpractice 


Wheezing  a bit,  the  postman  this  past 
Wednesday  deposited  on  my  front  desk 
two  copies  (the  second  for  the  sake  of 
emphasis,  I suppose)  of  “Medical  Malpractice 
—Report  of  the  Secretary’s  Commission  on 
Medical  Malpractice”.  These  books  totalled 
about  six  pounds  of  closely  printed  opinion 
and  data,  and  have  made  for  interesting  read- 
ing over  this  past  cool  and  occasionally  rainy 
weekend.  For  you  ‘first-paragraph-only’  buffs, 
I'll  come  right  to  the  point:  this  HEW  Report 
offers  little  to  alleviate  the  problem,  and  its 
publication  was  marked  by  considerable  dis- 
sension within  the  Commission  itself.  It  does, 
however,  in  a peculiarly  randomized  fashion, 
reduce  to  written  form  many  of  the  emotional 
issues  involved  in  our  present  medical  mal- 
practice situation. 

It  is  common  knowledge  now  that  any 
given  preconceived  opinion  can  be  buttressed 
at  the  Federal  level  by  empanelling  a Citizen’s 
Commission,  spending  eighteen  months  and 
two  million  dollars,  and  publishing  the  Com- 
mission’s findings  along  with  an  unexpurgated 
and  very  bulky  Appendix  containing  a nearly 
impenetrable  forest  of  source  data.  The  key 
to  obtaining  the  desired  output  from  such  a 
group,  of  course,  lies  in  the  careful  selection  of 
its  input — i.e.,  the  composition  of  the  Com- 
mission. In  this  case  we  find  twelve  members 
with  law  degrees  and  two  described  as  patient 
advocates,  while  only  four  M.D.s,  one  D.O., 
and  two  R.N.s  represent  the  medical  profes- 
sions. That  the  overall  tone  of  the  Commis- 
sion’s recommendations  suggests  that  the  mal- 
practice problem  derives  largely  from  physician 
incompetence,  is  thus  not  unexpected.  Regret- 
table, yes.  Unexpected,  no.  (Items:  “The  Com- 
mission finds  that  the  competence  of  indi- 
vidual providers  of  health-care  affects  the 
overall  quality  of  care.”  “The  Commission 
recommends  that  all  state  medical  practice 
acts  include  specific  authority  to  State  licens- 


ing bodies  to  suspend  or  revoke  licenses  for 
professional  incompetence.”  “The  Commission 
recommends  . . . periodic  re-registration  of 
physicians,  dentists,  nurses,  and  other  health 
professionals,  based  upon  proof  of  participa- 
tion in  approved  continuing  medical  educa- 
tion.” “The  Commission  recommends  that 
specialty  boards  periodically  re-evaluate  and 
re-certify  physicians  they  have  certified.”  And, 
“The  Commission  recommends  that  all  State 
boards  of  medical  examiners  include  lay  mem- 
bers.”) 

While  the  report  thus  seems  to  saddle  phy- 
sicians with  even  more  responsibilities,  what 
do  we  hear  from  the  Commission  about  re- 
sponsibilities of  the  legal  profession?  Well,  for 
instance,  a specific  defense  of  the  contingency- 
fee  system  (Items:  “The  Commission  finds  that 
. . . there  does  not  appear  to  be  any  gross  dis- 
crepancy between  the  rates  charged  by  the 
plantiff  bar  and  those  charged  by  the  defense 
bar  in  medical  malpractice  cases.”  “The  Com- 
mission finds  that  when,  under  a contingent  fee 
arrangement,  a plaintiff  attorney  loses  a case 
he  will  have  invested  a considerable  amount 
of  uncompensated  time  on  that  case.”  “The 
Commission  recommends  that  courts  adopt 
rules  and  that  all  states  enact  legislation  re- 
quiring a uniform  graduated  scale  of  contin- 
gent fee  rates  in  all  medical  malpractice  liti- 
gation. The  contingent  fee  scale  should  be 
one  in  which  the  fee  rate  decreases  as  the  re- 
covery amount  increases.”)  Also,  we  find  con- 
cern that  there  may  not  be  enough  malpractice 
suits,  because  poor  people  cannot  pay  enough 
to  get  suits  underway  (“The  Commission  rec- 
ommends that  public  legal  assistance  mechan- 
isms be  established,  or  expanded,  ...  to  assure 
adequate  legal  representation  to  persons  with 
small  malpractice  claims.”)  And  so  forth — . 

The  published  conclusions  and  recommenda- 
tions of  the  Commission  are  accompanied  by 
several  “Separate  and  Dissenting  Statements”, 
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of  which  the  most  lucid  and  lengthy  is  that  of 
Dr.  Charles  Hoffman,  President  of  AMA.  His 
remarks,  and  a more  emotional  but  affecting 
statement  by  George  Northup,  D.O.,  restore  a 
bit  of  badly  needed  balance  to  the  proceed- 
ings. In  sum,  though,  while  this  report  is  at 
present  an  interesting  piece  of  reading  ma- 
terial, it  is  one  I believe  we  need  not  worry 
about  in  the  future.  Written  by  Commission 
staff,  and  published  without  prior  review  by 


Commission  members  themselves,  its  biases, 
excesses,  dissension,  confusion,  and  non-judi- 
cial statements  must  be  even  more  embarras- 
sing to  responsible  members  of  the  legal  pro- 
fession than  it  is  to  us.  It  says  almost  every- 
thing a plaintiff’s  attorney  could  want,  but 
offers  very  little  help  to  either  patient  or  phy- 
sician. The  assignment  might  well  have  been 
labelled  “Mission:  Impossible”,  and  the  Re- 
port will  indeed  self-destruct.  WHj 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 


Notice  To  Contributors 

Members  of  the  Kentucky  Medical  Association  reading  papers  before  other 
organizations  are  asked  to  submit  their  papers  to  The  Journal  for  consideration  by 
the  Editors  for  publication.  Detailed  instructions  to  contributors  appear  in  the 
Scientific  Section  of  The  Journal  under  Manuscript  Memos.  Please  forward  any 
papers  to: 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific  Editor 
The  Journal  of  the  Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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ORGANIZATION  SECTION 


1973  KMA  Annual  Meeting  To  Feature  Outstanding  Speakers, 
Informative  Topics,  Color  TV  Broadcasts  On  Sept.  18-20 


Critical  Care  Medicine,  Pollution,  Renal  Problems 
and  Sex  and  its  Consequences  are  themes  for  the 
four  general  scientific  sessions  of  the  1973  KMA 
Annual  Meeting  on  September  18-20.  Guest  speakers 
from  across  the  nation  will  participate  with  Kentucky 
physicians  to  deliver  an  outstanding  program  on 
subjects  that  are  both  timely  and  informative  for 
today’s  physician. 


Doctor  Maloney  Doctor  Friedman 


Held,  for  the  first  time,  at  the  Bluegrass  Con- 
vention Center  and  Ramada  Inn  in  Louisville,  the 
1973  session  will  also  include  meetings  of  17  specialty 
groups,  two  meetings  of  the  KMA  House  of  Dele- 
gates, the  President’s  Luncheon,  technical  and  scien- 
tific exhibits,  University  of  Louisville  Alumni  Re- 
unions, the  Annual  Convention  of  the  Woman’s 
Auxiliary  to  KMA,  the  annual  KEMPAC  Seminar 
and  numerous  miscellaneous  meetings  to  be  an- 
nounced in  the  Annual  Meeting  Program  Booklet. 

The  House  of  Delegates  will  meet  on  Monday  morn- 
ing, September  17  and  Wednesday  evening,  Septem- 
ber 19.  Robert  H.  Henry,  Director  of  Professional 
Affairs  of  the  United  States  Pharmacopeial  Conven- 
tion will  be  the  featured  speaker  for  the  1973  KMA 
President’s  Luncheon  to  be  held  September  19  at 
11:50  a.m. 

Dealing  with  the  subject  “Noise  Pollution — Cause 
and  Effect”  at  the  morning  scientific  session  on 
September  19,  will  be  Walter  H.  Maloney,  M.D., 
Cleveland.  Doctor  Maloney  is  Associate  Professor 
and  Director  of  Otolaryngology  at  Case  Western  Re- 
serve University  School  of  Medicine.  A delegate  to 
the  AMA  Council  on  Otorhinolaryngology,  Doctor 
Maloney  is  also  Secretary  of  the  American  Broncho- 
Esophageal  Association  and  Editor-in-Chief  of  “Oto- 
laryngology.” 


Doctor  Tepper  Doctor  Bricker 


A guest  of  the  Kentucky  Kidney  Foundation,  Eli 
A.  Friedman,  M.D.,  Brooklyn,  will  speak  at  the 
Wednesday  afternoon,  September  19,  session  on 
“Dialysis.”  Professor  of  Medicine  at  Downstate  Med- 
ical Center,  Doctor  Friedman  is  Editor  of  the  Na- 
tional Kidney  Foundation  Newsletter  and  serves  on 
the  editorial  board  of  Nephron. 

Lloyd  B.  Tepper,  M.D.,  Rockville,  Md.,  will  also 
deal  with  the  theme  of  Renal  Problems  in  discussing 
“Bladder  Cancer  of  Industrial  Etiology.”  Currently, 
Doctor  Tepper  is  Associate  Commissioner  for  Science 
of  the  Food  and  Drug  Administration.  He  serves  as 
Chairman  of  the  Committee  on  Radiological  Health 
of  the  Industrial  Medical  Association. 

The  Professor  and  Chairman  of  the  Department 
of  Internal  Medicine  at  Albert  Einstein  College  of 
Medicine  in  New  York  City,  Neal  S.  Bricker,  M.D., 
will  also  speak  at  the  September  19  afternoon  session. 
His  topic  will  be  “On  the  Pathogenesis  of  Uremia.” 
Doctor  Bricker,  an  active  member  of  the  National 
Kidney  Foundation,  is  the  1972-73  President  of  the 
American  Society  for  Clinical  Investigation  and  is 
a Past  President  of  the  American  Society  of 
Nephrology. 

The  American  Medical  Association  has  fully  ac- 
credited this  year’s  scientific  program  for  postgrad- 
uate continuing  medical  education  and  will  provide 
closed  circuit  color  television  scientific  program 
broadcasts  to  each  room  at  the  Ramada  Inn  from 
5 p.m.  to  1 a.m.  on  September  18,  19  and  20. 

Information  on  other  speakers  and  topics  will  be 
carried  in  upcoming  issues  of  The  Journal.  Full  de- 
tails on  all  meetings  relative  to  the  Annual  Meeting, 
including  the  full  scientific  program,  will  be  pub- 
lished in  the  August  issue  of  The  Journal. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization.  , 
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IN D ICAT 10 N Sffftera peutha Ity:  used  as  an  adjunct’to  appropriate  systemic 
therapy  for  topical  infections,  primary  Sr  secondary,  due  to  susceptible 
, organisms,  asm:  • infected  burns,  skin  grafts,  surg^al  incisions,  otitis  externa 
- primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 

• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN' Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  yJ2  oz.  (approx.)  foil  packets. 


What’s  in  it 
for  her? 

All  steroid  molecules  are  not  the 
same ...  in  their  activity.  In  pre- 
scribing birth-control  pills,  estrogen/ 
progestogen  activity  is  more  impor- 
tant than  milligrams.  The  woman’s 
hormone  profile  often  indicates  the 
activity  best  for  her. 


mestranol/100  meg 


ethynodiol  diacetate/1  mg 


Typical  characteristics 
of  the  “balanced”  profile 

• normal  menses 

• well-rounded  breasts 

• clear  complexion 

• normal  figure  with 
normal  secondary 
sex  characteristics 

• normal  cytohormonal 
pattern 

This  “center  spectrum” 
pill  has  had  excellent 
user  acceptance  for  over 
seven  years. 


ethynoc 
di  acetate/ 1 it 

< 

Typical  characteristics 
of  the  slightly  hyper- 
estrogenic  profile 

• heavy  flow 
large  breasts, 
sometimes  fibrotic; 
nipples  well  pigmented 

• very  feminine  appearance; 
occasionally  short 

• premenstrual  syndrome, 
fluid  retention 

• tendency  to  uterine 
fibroids 

• high  pyknotic  index 

This  formulation,  which  has 
less  estrogenic  activity  and 
a moderate  progestogen 
dominance,  may  be  a good 
beginning. 


Ovulerf 

Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28*  is  a 
placebo  containing  no  active  ingredients 

for  the  majority  of  women . . . 
when  centrally  balanced 
activity  is  preferred 


veil  suited  to  most  women 
vhen  low  estrogenic  activity 
ind  moderate  progestogen 
lominance  are  preferred 


For  brief  summary  of  prescribing  information, 
please  see  next  page. 


tvailable  in  21-  and  28-pill  schedules 

iach  white  tablet  contains:  ethynodiol 
iacetate  1 mg. /ethinyl  estradiol  50  meg 
iach  pink  tablet  in  Demulen-28*’  is  a 
lacebo  containing  no  active  ingredients. 


norethynodrel/2.5  mg. 


Demuleri 


mestranol/0.1  mg 


Typical  characteristics 
of  the  hypoestrogenic 
or  androgenic  profile 

scanty  menses 
small  breasts 

• thin,  often  tall, 
sometimes  asthenic 

• possibly  masculine 
appearance 

• acne,  hirsutism 

• low  sexual  motivation 
•thin  vaginal  lining, 

tendency  to  vaginitis 
and  dyspareunia 

This  pill  has  a relatively 
weak  and  unique"  progestogen 
with  inherent  estrogenicity. 
Clinically,  just  as  in  animal 
studies,  it  appears  not  to 
possess  antiestrogenic  and 
androgenic  activity. 


Enovid-E 

Available  in  20-  and  21-pill  schedules 

Each  tablet  contains:  norethynodrel 
2 5 mg./mestranol  0.1  mg 

a clear  choice  for  women 
when  estrogen  dominance 
and  no  androgenic  activity 
are  preferred 

*Of  all  the  progestogens,  norethynodrel 
most  resembles  the  molecular  structure  of 
the  estrogens.  It  has  the  weakest  proges- 
tational activity  of  any  progestogen  in  a 
combination  pill. 


i® 


Ovulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 

Each  pink  tablet  in  Ovulen-28®  and  Demulen-28® 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from  product 
to  product.  The  effectiveness  of  the  sequential  products  appears  to  be 
somewhat  lower  than  that  of  the  combination  products.  Both  types 
provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as 
those  of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to 
carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  someanimal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— OvulenandDemulenareindicatedfororal  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions, 
markedly  impaired  liver  function,  known  or  suspected  carcinoma  of 
the  breast,  known  or  suspected  estrogen-dependent  neoplasia  and 
undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  thrombosis).  Should  any  of 
these  occuror  be  suspected  thedrugshouldbediscontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great 
Britain  and  studies  of  morbidity  in  the  United  States  have  shown  a 
statistically  significant  association  between  thrombophlebitis,  pulmo- 
nary embolism,  and  cerebral  thrombosis  and  embolism  and  the  use  of 
oral  contraceptives.  There  have  been  three  principal  studies  in  Britain1-3 
leading  to  this  conclusion,  and  one4  in  this  country.  The  estimate  of 
the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and  Doll3 
was  about  sevenfold,  while  Sartwell  and  associates4  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as 
likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed 
to  evaluate  a difference  between  products.  However,  the  study  sug- 
gested that  there  might  be  an  increased  risk  of  thromboembolic  dis- 
ease in  users  of  sequential  products.  This  risk  cannot  be  quantitated, 
and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule  the  possibility  of  pregnancy  should  be  considered 
at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
treatment  with  Ovulen  or  Demulen.  Therefore,  if  such  tests  are  abnor- 
mal in  a patient  taking  Ovulen  or  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under 
the  influence  of  progestogen-estrogen  preparations  pre-existing  uterine 
fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced 
by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dys- 
function, require  careful  observation.  In  breakthrough  bleeding,  and 
in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  ade- 
quate diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  dis- 
continued if  the  depression  recurs  to  a serious  degree.  Any  possible 


Demulen 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 
is  a placebo,  containing  no  active  ingredients, 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function  awaits  further  study.  A decrease  in 
glucose  tolerance  has  been  observed  in  a significant  percentage  of 
patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the  patient  con- 
stitutes no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should 
be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted.  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  con- 
traceptives—A statistically  significant  association  has  been  demon- 
strated between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary  embolism  and  cere- 
bral thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal  throm- 
bosis and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  flow,  amenorrhea  during  and  after  treat- 
ment, edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement  and  secretion),  change  in  weight  (increase  or  decrease), 
changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals 
and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome, 
headache,  nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  reten- 
tion and  other  tests;  coagulation  tests:  increase  in  prothrombin,  Factors  : 
VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine,  and  decrease  in  T3  uptake  values;  metyrapone 
test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267- 
279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of 
Deaths  from  Pulmonary,  Coronary,  and  Cerebral  Thrombosis  and 
Embolism  in  Women  of  Child-Bearing  Age,  Brit.  Med.  J.  2:193-199 
(April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.:  Investigation  of  Relation 
Between  Use  of  Oral  Contraceptives  and  Thromboembolic  Disease.  A 
Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell, 

P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thrombo- 
embolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control 
Study,  Amer.  J.  Epidem.  90:365-380  (Nov.)  1969. 

I rAC>1  _ I Products  of  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

0 V with  estrogen- 

Enovid-E  s- 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions  — Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  I 
output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  lutein- 
izing hormone  (LH). 

Indication  — Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  anc 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable 
to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E. 

Enovid-E0 

brand  of  norethynodrel  with  mestranol 

(Product  of  Searle  Laboratories 

Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began 


Lee  C.  Hess,  M.D.,  Florence,  KMA  President  (left)  and 
William  E.  Rummage,  Owensboro,  President  of  the  Ken- 
tucky Bar  Association,  (right)  are  shown  signing  the 
Interprofessional  Code  between  the  two  organizations  on 
April  18,  1973.  The  Code  is  reprinted  for  your  information 
on  pages  387-391 . 

Scholarship  Fund  Increases 
Loan  Amount,  Awards  26 

The  Rural  Kentucky  Medical  Scholarship  Fund,  at 
the  27th  Annual  (Meeting  held  May  17,  increased  from 
$2,500  to  $3,000  annual  regular  loans  and  from 
$3,000  to  $3,500  the  “critical  county”  loans.  The 
loan  agreements  are  to  medical  students  who  are 
residents  of  Kentucky  who  agree  to  practice  in  an 
approved  rural  area  of  the  State  one  year  for  each 
loan  received.  Forgiveness  features  are  applicable  to 
recipients  who  establish  practice  in  designated  areas 
of  critical  or  semi-critical  need. 

There  are  now  194  physicians  in  practice  in  86 
Kentucky  counties  who  have  received  financial  assist- 
ance from  the  Fund,  according  to  G.  L.  Simpson. 
M.D.,  Greenville,  Chairman  of  the  Board  of  Trustees 
of  the  Fund. 

The  Board  of  Trustees  approved  26  loans  amount- 
ing to  $82,000  to  medical  students  for  the  coming 
school  year.  Seven  loans  were  granted  to  first-loan 
applicants.  Four  of  the  new  applicants  will  attend 
the  University  of  Louisville,  and  three  will  attend  the 
University  of  Kentucky. 

Doctor  Simpson,  in  noting  the  success  of  the  pro- 
gram over  the  past  27  years,  expressed  particular 
appreciation  for  the  interest  and  support  of  Governor 
Wendell  H.  Ford,  Health  Commissioner  William  P. 
McElwain,  M.D.,  and  the  members  of  the  Kentucky 
General  Assembly. 

BC-BS  Announces  Changes 
Among  Physician  Staff 

Changes  among  the  physician  staff  of  the  prepaid 
health  care  organizations  of  Blue  Cross  and  Blue 
Shield  of  Kentucky  have  recently  been  made,  accord- 
ing to  John  C.  Watkins,  Vice  President. 

J.  Duffy  Hancock,  M.D.,  Louisville,  one  of  the 


original  founding  fathers  of  Kentucky  Blue  Shield, 
will  retire  as  Medical  Director  on  August  1.  Having 
been  with  Blue  Cross  and  Blue  Shield  of  Kentucky 
since  October  1,  1969,  Doctor  Hancock  served  as 
President  of  the  Blue  Shield  Board  in  1957-58.  A 
Past  President  of  KMA,  Doctor  Hancock  will  con- 
tinue to  serve  the  Plans  as  a member  of  the  newly 
created  Committee  of  Medical  Specialists. 

Henry  B.  Asman,  M.D.,  Louisville,  will  assume  the 
position  of  Director  of  Medical  Services.  Also  a past 
KMA  President,  Doctor  Asman  has  served  on  the 
Board  of  Directors  of  Blue  Shield  from  1969-1971. 
Doctor  Asman  is  currently  serving  as  Medical  Con- 
sultant to  the  Medicare  Division. 

Frank  B.  Radmacher,  Jr.,  M.D.,  Louisville,  will 
become  Medical  Consultant.  An  internist,  Doctor 
Radmacher  has  been  Vice  President  and  Secretary 
of  the  Jefferson  County  Medical  Society. 

Support  AMA-ERF 

The  AMA-ERF  — the  American  Medical  Associa- 
tion Education  and  Research  Foundation  — allows 
physicians  to  make  donations  to  medical  schools  of 
their  choice  and  to  have  that  money  contributed  in 
toto  to  those  particular  schools.  Physicians  are 
thanked  personally  by  the  medical  school  deans  for 
their  contributions  and  at  the  University  of  Louisville 
and  the  University  of  Kentucky,  the  physician  is 
eligible  for  the  Century  Club  or  the  “100”  Club,  if 
they  have  given  the  necessary  $100  during  the  calen- 
dar year.  Donations  may  be  made  through  the  County 
Woman’s  Auxiliary  AMA-ERF  Chairman,  directly 
to  the  American  Medical  Association  or  through  the 
State  AMA-ERF  Chairman,  Mrs.  Richard  B.  Mc- 
Elvein,  3517  Greentree  Road,  Lexington,  Kentucky 
40502. 

Also,  AMA-ERF  offers  physicians  a unique  method 
of  honoring  friends  or  expressing  sympathy  to  the 
relatives  of  those  who  have  died.  After  a contribu- 
tion is  made,  a tasteful  card  will  be  sent  to  any 
specified  person,  notifying  them  of  a gift  made  in 
their  name. 

Please  support  AMAJERF — it  is  one  way  physicians 
can  tangibly  show  that  they  do  care  about  the 
quality  and  quantity  of  medical  education  in  America. 


INNOVATIVE  COMPREHENSIVE 
HEALTH  PROGRAM  in  rural  setting  needs 
following  professional  staff  for  Family  Health 
Care  Program:  physicians,  nurses,  and  den- 
tists (Kentucky  licensed).  Federally  funded, 
decentralized.  Preventive  oriented.  Write  or 
phone  Mountain  Comprehensive  Health  Cor- 
poration, Begley  Building,  Hazard,  Kentucky 
41701.  Telephone:  (606)  439-1314. 

MCHC  is  an  Equal  Opportunity  Employer 
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KMA  Provides  Placement  Service  To  Physicians,  Communities 


Perhaps  you  have  just  completed  your  internship, 
residency,  military  obligation  or  have  some  other 
reason  for  needing  to  make  a change.  Perhaps  you 
are  a physician  in  practice  and  need  an  associate 
or  replacement.  If  so,  the  KMA  Physicians  Place- 
ment Service  is  available  to  help  you. 

The  Physicians  Placement  Service  is  designed  to 
help  physicians  find  a desirable  area  in  which  to 
establish  a practice  or  to  relocate  and  to  help  estab- 
lished physicians  find  associates. 

A semiannual  listing  of  “Opportunities  for  Prac- 
tice in  Kentucky”  is  published  by  the  Placement 
Service.  This  report  lists  over  100  areas  in  Kentucky 
that  need  family  practitioners  either  in  association 
with  another  physician  or  as  a replacement.  The 
Service  maintains  a similar  listing  of  areas  in  need 
of  medical  specialists.  Opportunities  for  partnership 
or  group  practice  are  also  listed  and  requests  are 
accepted  from  both  physicians  and  communities  for 
satisfactory  placement. 

As  an  additional  service  the  KMA  Physicians 
Placement  Service  also  publishes,  “Physicians  Seek- 
ing Locations,”  a quarterly  listing.  This  is  compiled 
from  data  received  from  the  American  Medical  Asso- 
ciation requests  from  recipients  of  the  Rural  Kentucky 
Medical  Scholarship  Fund,  interns  and  residents  in 
Kentucky,  and  personal  inquiries  to  the  KMA  office. 


It  is  the  policy  of  the  Placement  Service  to  provide 
a two-way  flow  of  information  between  interested 
parties,  rather  than  try  to  “place”  physicians  in  the 
“right”  practice  situation. 

The  Service  sends  a questionnaire  to  the  applicant 
physician  to  obtain  information  on  his  educational 
background,  his  interests,  and  preference  of  type  of 
practice.  Upon  return  of  the  questionnaire,  the  phy- 
sician is  sent  a list  of  openings  in  his  area  of  interest. 
Each  opening  is  detailed  on  its  facilities  for  home 
life,  office  space,  proximity  to  hospital  facilities,  and 
other  specifics. 

Each  physician  contacting  this  office  for  assistance 
in  finding  a suitable  location  for  practice  is  requested 
to  complete  a questionnaire  in  order  that  his  name 
may  be  carried  on  the  next  listing  of  “Physicians 
Seeking  Locations.” 

All  qualified  physicians  who  request  assistance  from 
the  Placement  Service  are  given  help.  An  applicant 
need  not  be  a member  of  the  Kentucky  Medical 
Association  and  there  is  no  charge  either  to  the 
physician  or  to  the  community  seeking  the  services 
of  this  program. 

Inquiries  may  be  addressed  to  the  Physicians  Place- 
ment Service,  Kentucky  Medical  Association,  3532 
Ephraim  McDowell  Drive,  Louisville,  Kentucky 
40205. 
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Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  f.  co//' appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. ..  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos- 
sible to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  1.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1: 164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann -La 
Roche  Inc.,  Nutley,  N.J. 
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Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and  cystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A beta- 
hemolytic  streptococcal  infections  and  will  not  eradicate  or 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  such 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias  have  been  re- 
ported and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpura 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  CBC 
and  urinalysis  with  microscopic  examination  are  recommended 
during  sulfonamide  therapy.  Insufficient  data  on  children  under 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to  I 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  I 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 


Antibacterial  Gantanol®  (sulfamethoxazole) 
controls  susceptible  strains  of  E.  coli  and  other 
gram-negative  and  gram-positive  organisms 


often  implicated  in  acute  nonobstructed  pyelo- 
nephritis  and  cystitis. 


Prompt  antibacterial  blood  and  urine  levels 


In  from  2 to  3 hours  after  the  initial  2-Gm 
adult  dose,  antibacterial  levels  are  present  in 


both  the  blood  and  urine. 


B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 


Subsequent  1-Gm  doses  provide  up  to  12 
hours  of  antibacterial  coverage.  More  severe 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either 
schedule  provides  coverage  during  the  waking 


and  sleeping  hours— especially  important  during 
hours  of  sleep  when  normal  urinary  retention 
tends  to  favor  bacterial  proliferation. 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonamides, especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination  are  recommended. 


In  nonobstructed  cystitis  fT  a n fa  n rJ 8 
and  pyelonephritis  due  to  , ,,  , % 

susceptible  organisms  (sulfamethoxazole) 

Basic  Therapy 


. . 
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aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia); 
allergic  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
tival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
tal depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
L.E.  phenomenon).  Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


\ Roche  Laboratories 
ROCHE  S Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  N J.  071 10 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


Mintezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 ml,  in 
bottles  of  120  ml. 

For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 

Dohme,  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa.  19486 


MINTEZOL®1  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

lVz 

100 

1.0 

2 

125 

1.25 

2Vz 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Whats 
on  your 
patient’s 
face... 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
‘senile”  keratoses...  and 
they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T.*  seen  on  3/29167  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6/12/67,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 

‘Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxypropyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 

/ Roche  Laboratories 

ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley.  N.J.  071 10 


Now 

form  follows 
function 

Only  Candeptin  (candicidin) 

gives  you  this  unique  form . . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN5  (candicidin)  VAGELETTES ’ 

Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. ..of  particular  value  for  the  pregnant 
patient ...  for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief— itching,  burning, 
and  discharge  subside  in  48-72  hours! 

Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.2’3'4 


Safe 

Exact  dosage  assured2  3 

No  side  effects,  clinical  reports  of  irritation  or 

sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!'4  6 In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2,3 


Unique 

CANDEPTIN  (candicidin) 

VAGELETTES  “Vaginal  Capsules 


Description:  Candeptin  (candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm.  or  0 06%  Candicidin  activity  in 
U.S.P  petrolatum  3 mg.  of  Candicidin  is 
contained  in  5 gm.  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch.  lactose  and  magnesium  stearate. 
Candeptin  Vacelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P.  petrolatum. 

Action:  Candeptin  Vaginal  Ointment. 
Vaginal  Tablets,  and  Vacelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection 
Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment.  Vaginal 
Tablets  or  Vacelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vacelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day.  in 
the  morning  and  at  bedtime,  for  14  days 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear 
Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28.  in  foil  with 
inserter  — enough  for  a full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 


Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen.  J R Journal-Lancet 
65  287  (July)  1965  2.  Giorlando.  S.W 
Ob/Gyn  Dig,  73: 32  (Sept.)  1971  3.  Decker. 

A Case  Reports  on  File.  Medical  Department. 
Julius  Schmid  4.  Giorlando.  S.W.. Torres.  J F . 
and  Muscillo,  G Am.  J.  Obst.  & Gvnec 
90.  370  (Oct.  1)  1964.  5.  Lechevalier.  H 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc  . 1960.  pp  614-618  6.  Friedel. 

H J : Maryland  M J..  /5:36(Feb.)  1966. 


Julius  Schmid  Pharmaceuticals 

423  West  55th  Street 
New  York,  New  York  10019 
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LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 
OF  BEING  CHOSEN 

BY  THE 

Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 

AND  OFFICE  FURNISHINGS 


12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 
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M.  D.  Recruitment 

Physicians  wanted  for  a family  health 
center  which  is  developing  on  a prepaid 
group  practice  pattern  (H.M.O.).  Board 
certified  or  qualified  family  physicians,  in- 
ternists, pediatricians,  and  obstetricians.  Must 
be  Kentucky  licensed.  Must  be  qualified  for 
hospital  staJff  appointment.  Salary  plus  at- 
tractive fringe  benefits  depending  upon 
qualifications  and  experience. 

Direct  inquiries  to: 

ParkHill  Family  Health  Center 
Fincastle  Building — Suite  419 
Louisville,  Kentucky  40202 


Information  Sought 

Claude  A.  Frazier,  M.D.,  Asheville,  N.C.,  is  seek- 
ing information  on  the  faith  and/or  religion  of 
prominent  physicians  for  use  in  a book  he  is  editing. 
Anyone  wishing  to  contribute  information  to  Doctor 
Frazier  may  contact  him  at  4-C  Doctor’s  Park, 
Asheville,  N.C.  28801. 


Call  For  Physicians 

PSYOHIATRIST,  Board  Certified  or  eligible. 
PHYSICIAN,  INTERNAL  MEDICINE,  Board 
Certified  or  eligible  with  subspecialty  in  cardiology. 
GENERAL  PRACTITIONER.  Salary  open. 
Normal  40-hour  week.  Liberal  fringe  benefits. 
Housing  available.  License  and  state  required.  Mid- 
west City,  40,000  population,  with  excellent  com- 
munity schools,  colleges  and  universities.  Located 
near  1-69,  65  miles  north  of  Indianapolis,  50  miles 
south  of  Fort  Wayne. 

Equal  Opportunity  Employer 

Contact:  Chief  of  Staff , V.A.  Hospital, 
Marion,  Indiana 
Call  collect:  (317)  674-3321. 


Richard  G.  Banta,  a fourth  year  medical  student 
from  the  University  of  Kentucky,  was  selected  as 
a finalist  in  a scientific  exhibit  competition  held  at 
the  annual  scientific  forum  of  the  Student  American 
Medical  Association  in  Galveston.  The  contest,  spon- 
sored by  E.  R.  Squibb  & Sons,  Inc.,  awarded  Mr. 
Banta  for  an  exhibit  entitled  “New  Techniques 
Facilitating  Experimental  Fetal  Microsurgery.” 
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acute  arthritic  inflammation... heat  that  freezes 

In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed-history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  full  prescribing  Information. 

GEIGY  Pharmaceuticals  5 

Division  of  CIBA-GEIGY  Corporation  * 

Ardsley,  New  York  10502  £ 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Dispenser  of 
Medicine 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


Maker  of 
Medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


“Too  many  doctors  are  indiffer 
ent  to  the  economic  consequences  c I 
their  decisions.”  So  stated  a recent  1 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  form 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in 
crease  in  Blue  Shield  rates,  Dr.  Bias 
ingame’s  newsletter  had  this  to  say: 

"In  general,  it  can  be  said,  MD’ 
have  given  the  impression  they  are 
not  particularly  concerned  with  the  ; 
increase  in  cost  of  health  care  to  the  j 
patients... 

“True,  an  MD’s  training  is  pri-  | 
marily  scientific,  but  in  the  real  worl 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  econorr 
impact.  The  economics  of  health  ca  I 
beckon  the  practitioner's  attention.  > 
Concern  for  economics  of  medicine 


When  the  pharmacist  recom- 
mends that  a drug  product  other  the 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nece 
sary  for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  th< 
unilateral  decision  of  the  pharmacis 
made  in  the  absence  of  clinical  knov 
edge  of  the  patient,  could  expose  hit 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothin 
in  the  pro-substitution  argument  the; 
offsets  these  risks. 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledg 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degre 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne( 
expert  knowledge  of  no  more  than  2 


hould  be  an  obligation  of  medical 
ractice... 

"Medical  societies  ought  to  con- 
uct  continuing  campaigns  to  point 
ut  the  substantial  savings  that  could 
e realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
ess.  At  the  very  least,  they  should,  in 
ie  patients'  interest,  question  the 
actics  of  any  insurance  organization 
"s  lat  raises  health  care  costs  by  forc- 
es ig  policyholders  to  buy  insurance 
'll  ley  may  not  need  or  want  and  prob- 
bly  won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
nt  to  the  economic  consequences  of 
leir  decisions.  Too  many,  for  ex- 
mple,  habitually  hospitalize  patients 
:r  the  convenience  of  the  MD.  It’s 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
ieties,  have  unhesitatingly  appealed 
d their  patients  for  support  in  the 
ght  against  government  interference 
/ith  the  private  practice  of  medicine. 
>nd  the  public  in  the  past  has  re- 
ponded. It’s  time  the  American  Med- 
:al  Association  and  state  and  local 
nedical  societies  paid  off  the  debt  by 
ecisive  action  to  hold  down  the  cost 
f medical  care.” 

lost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


>r  30  drugs  that  he  selects  to  treat  the 
najority  of  conditions  encountered  in 
lis  practice.  Moreover,  the  physi- 
ian’s  choice  of  a specific  brand  is 
iased  on  his  knowledge  of  the  pa- 
ient’s  medical  history  and  current 
ondition,  and  his  experiences  with 
he  particular  manufacturer’s 
iroduct. 

Some  substitution  proponents 
lave  argued  that  the  dispensing  of  a 
irescripxion  is  a simple  two-party 
ransaction  between  the  pharmacist 
:nd  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
echnical  breach  of  contract  by  simply 
lotifying  the  patient  that  he  is  making 
he  substitution.  I would  judge  that 

Iew  courts  would  be  sympathetic 
oward  a pharmacist  who  substituted 
without  physician  approval  and  who 
indertook  a legal  defense  that  seeks 
o make  the  patient  responsible  for 
he  pharmacist's  actions. 

Ileduced  Prescription  Prices? 
Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
icularly  the  consumer  activist,  that 
educed  prescription  prices  could 
ollow  legalization  of  substitution. 

Ve  have  seen  absolutely  no  evidence 
o justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  "slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

( For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


cates  as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
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Washington,  D.  C.  20005 


Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  Is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  Insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Waminga— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  In 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during-  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  Impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  In  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reaction*— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover”  and  symp- 
toms of  mild  excitation  have  occurred  In  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported In  patients  receiving  ethchlorvynol.  306433 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him  a 
good  night’s  sleep. 

Insomnia  often  accompanies  a cardiovascular 
episode.  How  many  nights  does  he  lie  awake, 
awaiting  exactly  what  he  fears  most  . . . another 
stroke,  another  heart  attack?  He  doesn’t  need  fear. 
He  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyl®  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


IN  ASTHMA  optional 

in  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight  ; one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I . is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as 


mg 

(chiordiazepoxide  HCI) 


Tiie  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  its  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years. 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium  25  mg 

(chiordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


<...11P\  Roche  Lab 

ROCHE  / Division  of 

/ Nutley.  N J 


Laboratories 

Hoffmann-La  Roche  Inc 
07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  I 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu-  1 
ally  as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  A 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  j 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 

Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en-  ; 
countered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chiordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chiordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


i 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  eheck  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  w ith  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drow  siness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\fil  iuffl 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


The  Rx  that  say  s 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a "roller-coaster”  nor  a ' hangover''  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

’Based  on  surveys  of  average  daily  prescription  costs. 


BllliiSOl  SODIUM 
(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 
Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms,  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects  Adverse  Reactions:  Drowsiness  at 
daytime  sedative  dose  levels,  skin  rashes,  "hangover ' and  gastrointestinal 
disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d  or  q i d.  For  hypnosis,  50  mg.  to  100  mg  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc  (alcohol  7%). 
BUTICAPS*  (Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg..  30  mg., 
50  mg.,  100  mg. 
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MESSAGE 
FROM  THE 
PRESIDENT 


A Year  of  Serious  Deliberations 

THE  years  roll  by  very  rapidly  and  as  I was  preparing  to  attend  the  AMA 
meeting  in  New  York  last  month  the  thought  occurred  that  the  1973  KM  A 
Annual  Meeting,  which  is  just  “around  the  corner,”  will  be  filled  with  serious 
deliberations  on  subjects  that  could  have  a lasting  effect  on  the  practice  of 
medicine  in  Kentucky. 

A quick  check  of  The  Journal  of  November,  1972,  reflected  the  rather  alarm- 
ing statistic  that  37  counties  were  without  representation  at  either  session  of  the 
House  of  Delegates  in  1972.  There  were  a number  of  other  counties  that  were 
only  represented  at  one  session.  I want  to  urge  all  of  you,  when  you  begin  to 
choose  your  delegates  for  1973,  to  be  certain  that  they  are  aware  of  the  many 
hours  of  hard  work  that  will  be  demanded  of  them  in  representing  you  in  the 
House  of  Delegates.  I would  further  remind  you  that  after  the  meeting  is  over,  if 
your  county  society  has  not  been  represented,  you  have  very  little  “room  to  gripe” 
about  the  decisions  that  have  been  made. 

The  Constitution  of  your  Association  says,  in  part,  “The  House  of  Delegates 
shall  be  the  legislative  body  of  the  Association  and  shall  have  power,  by  two- 
thirds  vote  of  all  the  delegates  present  at  that  session,  to  adopt  bylaws  to  carry 
out  the  provisions  of  this  Constitution  and  to  provide  for  the  government  of  the 
Association  in  any  other  manner  not  inconsistent  with  this  Constitution.” 

What  I am  really  saying  to  you  is  that  your  House  of  Delegates  is  the  most 
important  policy-making  body  of  this  Association.  It  behooves  you,  if  you  are  a 
delegate,  to  make  every  effort  to  be  present  to  take  a part  in  the  deliberations. 
Nineteen  hundred  and  seventy-three  will  be  a year  of  major  decisions.  Do  not 
fail  to  make  every  possible  effort  to  be  a part  of  that  decision-making  process  if 
you  are  called  upon  to  serve  as  a member  of  the  House  of  Delegates. 


State  Health  Department  Sickle  Cell 
Testing  and  Counseling  Program! 

William  P.  McElwain,  M.D.,  M.P.H. 

Commissioner  of  Health 
Commonwealth  of  Kentucky 


IN  1970,  news  media  and  professional  lit- 
erature proclaimed  sickle  cell  anemia  one 
of  the  most  neglected  major  health  prob- 
lems in  the  nation  occurring  more  frequently 
than  other  genetic  disorders,  such  as  cystic 
fibrosis  and  phenylketonuria,  in  the  popula- 
tion at  risk. 

Sickle  cell  anemia  is  inherited  by  autosomal 
recessive  transmission  and  national  estimates 
indicate  that  one  in  500  Blacks  is  born  with 
the  disease  and  approximately  one  in  ten  car- 
ries the  trait.  As  screening  procedures  and 
methods  for  definitive  identification  of  abnor- 
mal hemoglobins  became  available,  mass 
screening  programs  to  identify  people  with  the 
trait  and  disease  were  implemented  as  a public 
health  measure. 

Kentucky’s  screening  program  was  initiated 
in  1971.  To  date  approximately  15,000  people 
have  been  tested  on  a voluntary  basis  and  those 
with  abnormal  findings  counseled.  As  a result 
of  public  interest  and  increasing  community 
awareness,  the  Kentucky  State  Legislature  en- 
acted into  law  a bill  requiring  mandatory  testing 
of  all  Black  newborns  and  all  Blacks  applying 
for  marriage  licenses.  This  law  was  imple- 
mented by  the  State  Department  of  Health  on 
March  16,  1973. 

The  section  of  the  law  citing  the  physician’s 
responsibility  relative  to  the  premarital  tests 
reads: 


+ This  article  was  prepared  by:  Alma  Jones,  R.N.,  Co- 
ordinator, Sickle  Cell  Program,  Office  of  Local 
Health,  Department  of  Health,  275  East  Main 
Street,  Frankfort,  Kentucky  40601 


In  the  event  the  applicants  for  a marriage  license 
are  of  the  Negro  race  the  examining  physician  shall 
obtain  an  appropriate  blood  specimen  from  each  ap- 
plicant and  forward  same  to  the  Division  of  Labora- 
tory Services,  State  Department  of  Health,  or  to  a 
laboratory  approved  by  the  Department,  to  ascertain 
the  existence  or  nonexistence  of  sickle  cell  trait  or  dis- 
ease. In  the  event  the  laboratory  tests  indicate  that 
both  applicants  are  carriers  of  the  trait  or  disease, 
the  physician  shall  provide  genetic  counseling  or  refer 
the  applicants  to  the  Department  or  to  an  agency  ap- 
proved by  the  Department  for  such  counseling. 

The  Premarital  Sickle  Cell  Certificate  and  all 
supplies  and  materials  necessary  for  sample 
submission  are  available  to  physicians  through 
the  local  health  departments.  The  Premarital 
Sickle  Cell  Certificate  along  with  the  Premarital 
Medical  Certificate  must  be  filed  with  the 
county  court  clerk  before  the  marriage  license 
can  be  issued.  Although  the  physician  must 
wait  for  VDRL  test  results  before  signing  the 
Premarital  Medical  Certificate,  his  signature 
on  the  Premarital  Sickle  Cell  Certificate  merely 
certifies  that  the  specimen  has  been  collected 
and  submitted  for  analysis  or  that  a previous 
test  result  from  an  approved  laboratory  has 
been  recorded.  Since  there  is  no  waiting  period 
for  reports  of  laboratory  results,  the  applicant 
should  encounter  no  delays  or  inconveniences 
due  to  the  requirements  of  the  sickle  cell  law. 

The  counseling  requirement  is  applicable 
only  when  both  applicants  carry  the  sickle  cell 
trait.  In  such  marriages  there  is  a 25%  prob- 
ability with  each  conception  that  the  child  will 
be  born  with  sickle  cell  anemia;  therefore,  the 
counseling  provision  is  considered  to  be  one  of 
the  most  important  aspects  of  the  law.  To  ful- 
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fill  its  responsibility  for  the  administration  and 
enforcement  of  this  portion  of  the  law,  it  is 
necessary  that  the  Sickle  Cell  Program  Office 
of  the  State  Health  Department  receive  from 
the  physician  a copy  of  the  premarital  certifi- 
cate. 

The  section  of  the  law  pertaining  to  the  test- 
ing of  Black  newborns  states  that: 

Every  physician  and  every  other  person  legally 
permitted  to  engage  in  attendance  at  delivery  of  a 
pregnant  woman  shall  take  or  cause  to  be  taken  an  ap- 
propriate blood  specimen  from  each  newborn  of  the 
Negro  race  and  forward  same  to  the  Division  of 
Laboratory  Services,  State  Department  of  Health,  or 
to  a laboratory  approved  by  the  Department,  to  ascer- 
tain the  existence  or  nonexistence  of  sickle  cell  trait 
or  disease.  In  the  event  the  laboratory  test  indicates 
that  the  newborn  has  sickle  cell  disease  the  physician 
shall  provide  genetic  counseling  to  the  parents  or 
refer  them  to  the  Department  or  to  an  agency  ap- 
proved by  the  Department  for  such  counseling.  The 
Department  shall  furnish  consultative  services  to  the 
attending  physician  upon  his  request. 

An  “appropriate  test”  has  been  defined  as 
5cc  of  cord  blood  taken  by  the  physician  at  the 
time  of  delivery.  Although  the  physician  is 
notified  of  all  test  results,  when  sickle  cell  trait 
or  disease  is  detected  in  the  newborn,  the 
Sickle  Cell  Program  Office  of  the  State  De- 
partment of  Health  also  issues  a Sickle  Cell 
Counseling  Certificate  which  the  physician 
completes  certifying  that  he  has  counseled  the 
parents  or  that  he  is  referring  the  parents  to  the 
Department  for  counseling.  Since  cord  blood 
analysis  for  hemoglobinopathies  is  a relatively 
new  area  in  laboratory  technology  and  until 


there  is  reasonable  certainty  that  all  detectable 
abnormalities  are  being  identified,  it  is  recom- 
mended that  infants  be  retested  at  six  months  of 
age. 

All  blood  samples  submitted  to  the  State  De- 
partment of  Health  Laboratory  are  screened 
initially  by  hemoglobin  electrophoresis;  solubil- 
ity and/or  citrate  agar  are  utilized  for  further 
differentiation  and  confirmation  of  abnormal 
findings.  This  procedure  is  in  accord  with  Fed- 
eral guidelines  and  recommendations  of  the  Na- 
tional Center  of  Disease  Control  in  Atlanta. 

Analysis  of  test  results  for  April  and  May  of 
1973,  with  2,737  tests  performed,  indicates 
that  9.2%  of  those  tested  were  found  to  carry 
an  abnormal  trait  and  0.22%  had  laboratory 
findings  indicative  of  sickle  cell  disease. 


Number  Tested 

Normal 

Trait 

Disease 

Premarital 

679 

Newborn 

500 

Voluntary 

1,558 

TOTAL 

2,737 

2,479 

252 

6 

Although  the  desirability  and  constitutionali- 
ty of  laws  requiring  sickle  cell  testing  may  be 
debatable,  few  will  question  the  advantage  of 
early  detection  of  the  disease.  There  is,  as  yet, 
no  cure;  but  early  diagnosis  will  surely  aid  the 
physician  in  planning  with  parents  to  provide 
the  best  possible  care  for  children  with  the 
disease.  And  knowledge  of  the  probability  of 
producing  children  with  a chronic,  debilitating 
disease,  such  as  sickle  cell  anemia,  is  surely  a 
factor  worthy  of  consideration  for  the  young 
married  couple. 


George  M.  Hope,  M.A.,  Ph.D.,  Louisville,  and 
Anthony  R.  Marsicano,  M.D.,  Lexington,  were  re- 
cently awarded  research  project  grants  from  the 
Southern  Medical  Association.  The  physicians  were 
two  of  29  researchers,  selected  from  more  than  100 
applicants,  to  receive  SMA  research  grants  this  year. 

William  H.  McBeatli,  M.D.,  M.P.H.,  Lexington,  has 
now  assumed  the  position  as  Executive  Director  of 
the  American  Public  Health  Association.  Doctor 
McBeath  had  been  the  Director  of  the  Ohio  Valley 
Regional  Medical  Program  since  1966,  assuming  that 
post  after  two  years  as  Director  of  the  Kentucky 
State  Department  of  Health’s  Division  of  Medical 
Care. 


M.  D.  Recruitment 

Physicians  wanted  for  a family  health 
center  which  is  developing  on  a prepaid 
group  practice  pattern  (H.M.O.).  Board 
certified  or  qualified  family  physicians,  in- 
ternists, pediatricians,  and  obstetricians.  Must 
be  Kentucky  licensed.  Must  be  qualified  for 
hospital  staff  appointment.  Salary  plus  at- 
tractive fringe  benefits  depending  upon 
qualifications  and  experience. 

Direct  inquiries  to: 

ParkHill  Family  Health  Center 
Fincastle  Building — Suite  419 
Louisville,  Kentucky  40202 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THIS  24-year-old  married  white,  gravida 
1,  para  0,  was  admitted  to  the  hospital  at 
8:30  a.m.,  4-3-71,  for  induction  of  labor. 
The  EDC  was  3-30-71.  She  was  obese,  weigh- 
ing 224  lbs.,  and  her  blood  pressure  on  admis- 
sion was  130/90. 

Examination  on  admission  revealed  a 
cephalic  presentation  with  intact  membranes. 
The  cervix  was  75%  effaced  and  4 cm  dilated. 
The  fetal  heart  tones  were  130  per  minute.  Her 
temperature  was  101.8  on  admission.  1000  cc 
D5W  was  started  at  10:30  a.m.  She  began  hav- 
ing contractions  described  as  mild  every  five  to 
fifteen  minutes  around  2 p.m.  when  her  mem- 
branes ruptured  spontaneously. 

At  4:45  p.m.  the  cervix  was  5 cm  dilated, 
completely  effaced,  the  presenting  part  was  a 
— 1 station.  She  received  50  mg  Vistaril  in- 
tramuscularly at  this  time.  At  5:15  p.m.  she 
received  50  mg  Demerol  and  1/150  gr 
Scopalamine  intravenously  with  another  50  mg 
Demerol  intravenously  at  6:30  p.m.  Vaginal 
examination  at  7:00  p.m.  revealed  6 cm  dila- 
tion — 1 station.  She  received  another  50  mg 
Demerol  intravenously  at  7:45  p.m. 

At  9:45  p.m.  a rim  of  cervix  remained  with 
the  presenting  part  remaining  at  — 1 station. 
She  received  another  50  mg  Demerol  intra- 
venously at  10:15  p.m.  Her  contractions  were 
occurring  every  three  minutes  at  11:15  p.m., 
with  the  rim  of  cervix  remaining  and  the  pre- 
senting parts  0 to  +1  station.  She  was  ex- 
amined by  her  physician  at  1:10  a.m.,  4-4-71, 
and  still  had  the  rim  of  cervix.  She  received 
50  mg  Demerol  with  1/200  Scopalamine  in- 
travenously at  this  time.  Oxytocin  infusion  was 
started  at  4:30  a.m.,  500  cc  D5W  with  5 units. 
She  received  50  mg  Demerol  intravenously  at 
5:45  a.m.  (total  in  labor  300  mg). 

At  6:45  a.m.  vaginal  examination  revealed 
the  cervix  completely  dilated  + 1 station.  She 
was  given  a saddle  block  anesthesia  at  7:10 
a.m.  Vaginal  examination  revealed  LOT  posi- 


tion so  manual  rotation  was  performed  with  de- 
livery of  a living  12  lb  3 oz  boy  with  low  mid 
forceps  and  episiotomy  at  8:32  a.m.  The  baby 
cried  spontaneously,  had  good  color;  the  right 
arm  seemed  paralyzed.  However,  there  was  no 
traction  on  the  arm  at  delivery. 

The  placenta  was  expressed  intact  and  the 
episiotomy  was  repaired.  1000  cc  D5W  with 
1 0 units  Pitocin  was  given  plus  IM  Ergotrate. 

The  physician  took  the  baby  out  to  the 
family  but  was  called  by  the  nurse  at  9:30  a.m. 
The  patient’s  blood  pressure  was  found  to  be 
60/30,  10  mg  Vasoxyl  was  given  intravenously. 
Her  blood  pressure  at  9:45  a.m.  was  70/30, 
P 120,  10  mg  of  Vasoxyl  was  given  intramus- 
cularly at  10  a.m.  Another  1000  cc  D5W  was 
started  with  Pitocin  added,  10  mg  of  Vasoxyl 
was  added  to  the  IV  at  10:30  a.m.,  her  blood 
pressure  was  66/30,  P 120,  R 40.  Oxygen  was 
started;  her  legs  appeared  blue.  500  cc  blood 
was  started  at  1 1 a.m.  A medical  consultant 
checked  the  patient  at  noon.  An  EKG  was  ob- 
tained. Aramine  was  added  to  the  IV,  20  mg 
at  11  a.m.,  20  more  mg  at  11:30,  20  more  at 
1 1:45  and  500  D5W  with  40  units  Aramine  at 
noon.  She  received  200  mg  Solu-Cortef  intra- 
venously at  12:20  p.m.,  40  mg  Aramine  was 
added  to  the  IV  at  12:20  p.m.  Her  blood  pres- 
sure was  unobtainable,  her  pulse  92.  Another 
100  mg  Solu-Cortef  was  given  intravenously  at 
12:45  p.m.  The  second  500  cc  whole  blood  was 
started  at  1 :05  p.m.  after  she  passed  a large 
number  of  blood  clots  vaginally  when  she  was 
examined  by  her  physician.  She  received  one 
ampule  of  methergine  intravenously.  500  cc 
6%  Dextran  was  added.  A fibrinogen  level  was 
drawn.  There  was  a small  amount  of  urine  in 
the  catheter.  She  received  200  mg  of  Solu- 
Cortef  at  2:00  p.m.,  1/2  cc  adrenalin,  the 
Dextran  was  discontinued  with  200  cc  remain- 
ing when  more  blood  was  available  at  2:05 
p.m.  This,  the  third,  500  cc  and  then  another 
500  cc  was  started  at  2:50  p.m.  and  the  last 
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500  cc  (with  a total  of  2,500  cc)  started  at 
3:10  p.m.  In  spite  of  these  measures  she  ex- 
pired at  3:55  p.m.  An  autopsy  was  obtained. 

There  was  no  defect  in  the  uterus.  Sections 
of  the  lungs  revealed  widespread  pulmonary 
edema,  vascular  congestion,  with  fibrin  ag- 
gregates and  occasional  squamous  debris.  The 
final  diagnosis  was  amniotic  fluid  pulmonary 
embolus. 

Comment 

The  Committee  considered  this  a direct 
obstetric  death  with  multiple  preventable  fac- 
tors on  the  part  of  the  physician.  Although  its 
role  in  the  final  outcome  of  this  case  is  un- 
clear, the  initial  questionable  observation  was  a 
temperature  of  101.8°  on  admission.  Certain- 
ly an  elective  induction  of  labor  should  not  be 
attempted  until  the  etiology  of  the  temperature 
elevation  has  been  established.  Secondly,  this 
patient  made  very  poor  progress;  since  at  9:45 
she  was  essentially  9 cm  dilated  and  really 
made  little  or  any  progress  until  6:45  the  next 
morning.  Certainly  with  this  failure  to  pro- 
gress, a careful  evaluation  of  the  patient’s 
status  should  have  been  performed  in  the  in- 
tervening hours.  If  she  was  not  having  adequate 
or  satisfactory  uterine  contractions  augmenta- 
tion with  intravenous  oxytocin  should  have 
been  started  before  4:30  a.m.,  when  it  was 
done.  If  she  was  having  good  labor  and  was  still 
failing  to  make  progress,  then  serious  consid- 
eration should  have  been  given  to  a Cesarean 
section.  Many  studies  have  shown  that  morbidi- 
ty and  mortality  go  up  dramatically  for  both 
mother  and  fetus  when  progress  in  labor  is  ar- 


rested, such  as  it  was  in  this  case.  In  retrospect 
this  was  a macrosomic  baby  and  obviously  the 
problem  was  relative  cephalopelvic  dispropor- 
tion. The  reader  cannot  help  but  wonder  if  the 
physician’s  suspicions  should  not  have  been 
high  that  this  baby  was  unduly  large  since  the 
patient  progressed  so  poorly.  Although  ab- 
dominal examination  is  a very  poor  and  inac- 
curate way  to  judge  fetal  size,  certainly  a 12  lb 
baby  should  have  at  least  triggered  some  suspi- 
cion. 

The  next  preventable  factor  was  to  treat  a 
patient  in  vasomotor  collapse  with  a blood 
pressure  of  60/30  with  intravenous  pressure 
drugs.  This  surprising  finding  in  a recent  post- 
partum patient  should  always  suggest  massive 
unrecognized  blood  loss.  Secondly,  if  blood 
loss  has  been  excluded,  more  obscure  etiology 
for  shock  should  be  suggested  such  as  amniotic 
fluid  embolus  or  gram  negative  septicemia.  In 
this  case,  gram  negative  septicemia  might  have 
been  a possibility  since  the  patient  was  in  such 
a prolonged  labor  with  ruptured  membranes  for 
a considerable  period  of  time.  The  aggressive 
treatment  instituted  after  the  onset  of  shock 
was  obviously  to  no  avail  as  is  so  often  the  case 
with  amniotic  fluid  embolism. 

In  summary  then,  the  Committee  felt  that 
this  was  a preventable  death  since  the  patient’s 
prolonged  labor  with  relative  cephalopelvic  dis- 
proportion showed  certain  elements  of  neglect. 
It  is  conceivable  that  a more  aggressive  and  ac- 
tive course  of  management  could  have  de- 
livered this  baby  many  hours  earlier  and  pre- 
vented the  ultimate  outcome. 


Emergency  Medicine  Film  Made 

The  President’s  Office  of  Emergency  Preparedness 
has  produced  a training  film  entitled  “Date  with 
Disaster,”  which  is  available  on  a free  loan  basis  or 
may  be  bought  for  $90.  A documentary  of  the  multi- 
hospital preparedness  model  developed  by  the  Hos- 
pital Council  of  Southern  California,  the  film  is  in- 
tended to  be  a training  model  for  communities 
across  the  nation  to  help  them  build  their  own  emer- 
gency medical  preparedness  capability. 

Further  information  may  be  obtained  from  Wil- 
liam Gallagher,  Chief,  Film  Distribution  Branch, 
National  Audiovisual  Center,  General  Services  Ad- 
ministration, Washington,  D.  C.  20409. 


WANTED:  HEALTH  OFFICER 

Health  Officer  wanted  for  Floyd  and  Mar- 
tin counties  (shared)  in  Eastern  Kentucky. 
If  interested,  contact  George  P.  Archer. 
M.D.  Call  (606)  886-8183  or  (606)  886- 
8221  or  write  P.O.  Box  668,  Prestonsburg. 
Kentucky  41653. 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T„  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gt\oose 


Smootfi 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


( 


Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  tfiyroid  replacement  tljerapy 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling2. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 
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(sodium  levothyroxine) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

FACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


I OFFER: 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
| SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name 

Address 

1 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe 
cific  replacement  therapy  for  diminished  or  absenl 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex 
cessive  radiation,  or  antithyroid  drugs.  Indications  foi 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo 
thyroidism  in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 


The  Kentucky  Foundation 
for  Medical  Care 


ON  May  23,  1973,  the  Kentucky  Founda- 
tion for  Medical  Care  submitted  a pro- 
posal for  the  implementation  of  a Pro- 
fessional Standards  Review  Organization  in 
Kentucky  to  officials  of  the  Office  of  Profes- 
sional Standards  Review,  HEW,  in  Washing- 
ton. This  proposal  is  the  culmination  of  many 
hours  of  work  by  your  Foundation,  and  all  who 
had  a part  in  it  should  be  justifiably  proud. 

The  Foundation’s  proposal  embodies  the 
principle  of  one  statewide  Professional  Stand- 
ards Review  Organization  rather  than  dividing 
the  state  into  separate  PSRO  entities.  Meetings 
have  been  held  during  the  last  six  months  with 
a number  of  members  of  the  Health  Care  De- 
livery community  in  Kentucky  and  agreement 
on  this  concept  has  been  universal.  Endorse- 
ment of  the  Foundation’s  proposal  has  come 
from  many  sources — Comprehensive  Health 
Planning,  the  Kentucky  Hospital  Association, 
the  Jefferson  County  Medical  Society,  the 
Executive  Committee  of  the  Fayette  County 


Medical  Society  are  but  a few.  The  final  deci- 
sion as  to  future  PSRO  activity  in  Kentucky 
and  the  manner  in  which  it  is  to  be  imple- 
mented will  be  forthcoming  from  the  Secretary 
of  HEW.  It  is  anticipated  that  finalization  of 
this  authorization  will  not  be  received  until  the 
fall  of  this  year,  even  though  PSRO  is  to  be 
started  in  January,  1974. 

There  are  many  aspects  of  the  PSRO  law 
which  need  to  be  understood  by  all  physicians, 
for  it  will  have  a tremendous  impact  on  the 
manner  in  which  medicine  is  to  be  practiced. 
Your  President,  Doctor  Lee  Hess,  and  I have 
spoken  on  this  subject  on  numerous  occasions 
and  hopefully,  within  the  next  few  months, 
more  information  will  be  made  available  to 
you.  In  the  meantime,  until  official  designation 
has  been  received,  your  KFMC  will  continue  to 
try  to  implement  the  PSRO  law. 

David  A.  Hull,  M.D.,  President 

Kentucky  Foundation  for  Medical  Care 
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Placidyf 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  Indicated 
as  short-term  hypnotic  therapy  in  the  management 
r of  insomnia. 

i Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
; second  trimester  of  pregnancy.  Caution  patients 
| of  possible  combined  exaggerated  effects  with 
t alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
I driving  a motor  vehicle,  operating  machinery,  or 
1 other  hazardous  operations  requiring  alertness  af- 
I ter  taking  the  drug.  ADMINISTER  WITH  CAUTION 
I TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
' DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
I ulants  might  be  necessary  when  beginning  ethchlor- 
i vynol  therapy,  during  therapy,  or  after  stopping 
' therapy.  This  drug  is  not  recommended  for  use  in 
I children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
I THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
i VERE  WITHDRAWAL  SYMPTOMS,  INCLUDING 
i CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
I ILAR  TO  THOSE  SEEN  WITH  BARBITURATES, 

I HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
I OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
i MINISTRATION  OF  THE  DRUG  IS  NOT  RECOM- 
I MENDED.  Addiction-prone  patients  or  those  who 
; are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
} sants.  Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
' hoi,  or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
. giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 

■ dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
satients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 

A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  307454 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

There  are  nights  . . . particularly  as  that  certain  day 
draws  near . . . when  discomfort  or  apprehension 
make  sleep  difficult.  And  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence 
you  can  rest  assured  with  Placidyl. 

Not  recommended  during  the  first  and  second 
trimesters  of  pregnancy. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyf  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 

, ..jji 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Erythema  Nodosum  Secondary  to  the  Use  of 

Oral  Contraceptive 
A Case  Report 

Waiiren  Grady  Stumbo,  M.D. 

Hindman,  Kentucky 


Erythema  nodosum  presented  itself  as  an 
uncommon  diagnosis  associated  with 
birth  control  pills. 

ERYTHEMA  nodosum  is  seen  as  a par- 
ticular reaction  pattern  of  the  skin,  the 
etiology  of  which  is  often  diverse.  The 
clinical  presentation  is  one  of  painful,  red, 
tender,  non-suppurative  cutaneous  nodules, 
most  commonly  occurring  over  the  extensor 
surfaces  of  the  lower  legs.  The  course  of  the 
disease  is  one  of  slow  resolution  over  a period 
of  weeks  and  associated  findings  of  malaise, 
fever  and  joint  pain  are  present.  The  disease  is 
frequently  associated  with  streptococcal  infec- 
tions, ascariasis,  pharyngitis,  sarcoidosis,  pul- 
monary tuberculosis,  trichophytosis,  sulfona- 
mides, iodides,  bromides,  and  penicillin.1  Ery- 
thema nodosum  has  been  reported  as  a com- 
plication to  oral  contraceptives  in  the  past  and 
progestational  agents  have  been  suggested  as 
the  cause  of  the  reaction.2'4  The  patients  in  the 
cited  references  were  able  to  take  oral  con- 
traceptives containing  a different  progestational 
agent  without  recurrence  of  symptoms.3'4 

The  purpose  of  this  paper  is  to  report  an 
additional  case  of  erythema  nodosum  from  a 
norgestrel-ethinylestradiol  combination  oral 
contraceptive,  the  progestational  agent  differ- 
ing from  those  previously  cited.2'4 


Case  Report 

The  patient  was  a 22-year-old  multigravid 
female  who  was  first  seen  in  November,  1972, 
in  the  emergency  room  complaining  of  malaise, 
sore  ankles  and  a painful  nodule  on  the  right 
lower  leg.  At  that  time  a differential  diagnosis 
of  erysipelas  and  erythema  nodosum  was  made 
and  the  patient  was  told  to  apply  heat,  elevate 
the  leg  and  take  a course  of  penicillin.  Seven 
days  later  the  patient  was  seen  in  the  office.  At 
that  time  there  were  no  systemic  complaints,  no 
erythematous  nodules  present,  but  a brownish- 
purple  area  of  discoloration  was  present  on  the 
right  leg.  At  this  time  a drug  history  revealed 
the  patient  to  have  developed  a similar  reaction 
after  three  weeks  on  a combination  of 
norgestrel-ethinylestradiol  (Ovral)  in  1968. 
The  patient  had  been  symptom-free  since  1968 
until  a re-exposure  to  the  norgestrel-ethinyles- 
tradiol combination  in  October,  1972,  approxi- 
mately four  weeks  prior  to  the  emergency  room 
visit.  In  the  office  in  November,  1972,  the 
patient  was  told  to  avoid  contraceptives  and 
was  given  aspirin  and  Prednisone  for  ten  days. 
The  patient  was  lost  to  follow-up  until  January, 
1973,  when  she  returned  to  the  office  symptom 
free.  At  that  time,  she  was  again  placed  on  a 
period  of  norgestrel-ethinylestradiol  contracep- 
tives. After  two  and  one-half  weeks,  erythema- 
tous nodules  occurred  involving  both  lower 
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legs.  The  laboratory  studies,  including  x-rays 
of  legs  and  chest,  complete  blood  count,  stool 
exam,  urinalysis,  LE  preparation,  C-reactive 
protein,  sedimentation  rate,  R-A  factor,  SMA- 
12  and  T4  were  all  reported  within  normal 
limits. 

The  oral  contraceptive  was  discontinued  and 
the  patient  was  treated  with  a short  course  of 
rest,  aspirin  and  Prednisone.  Since  then,  the 
patient  has  been  symptom  free. 

Discussion 

The  time  sequence  and  serial  relationship 
between  the  ingestion  of  the  contraceptive  and 
appearance  of  the  clinical  findings  suggest  that 
the  drug  was  the  etiological  agent.  Another 
cause  was  not  ruled  out  with  certainty,  but  on 
reviewing  -the  history,  physical  and  laboratory 
data  seem  to  make  the  previously  reported  in- 
fections associated  with  erythema  nodosum  un- 
likely. 


Erythema  nodosum  is  not  a common  clinical 
diagnosis,  and  physicians,  therefore,  may  not 
relate  the  findings  to  the  ingestion  of  an  oral 
contraceptive.  The  increasing  number  of  pa- 
tients taking  oral  contraceptives  establishes  the 
importance  of  alerting  physicians  to  the  possi- 
ble association  between  erythema  nodosum  and 
oral  contraceptives. 
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Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to 
the  Journal  of  KM  A,  an  original  copy  and  one  car - 
bon,  and  typed  with  double  spacing.  Maximum  length 
of  an  article  should  not  exceed  4500  words;  the  Board 
of  Consultants  on  Scientific  Articles  prefers  that  they 
be  briefer  than  this  when  possible. 

In  submitting  a manuscript,  the  author  is  requested 
to  include  a concise  summary,  not  to  exceed  35  words, 
to  be  used  as  a sub-title  when  the  article  is  published 
in  The  Journal.  The  purpose  of  the  summary  is  to 
create  additional  interest  and  encourage  greater 
readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 


All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-Inman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if 
not  considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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Ovarian  Cancert 

Justin  J.  Stein,  M.D.* * 

Los  Angeles,  California 


The  maximum  possible  use  of  surgery 
and,  in  certain  cases,  the  combination  of 
surgery  and  radiation  therapy  can  he  ef- 
fective in  controlling  ovarian  cancer.  Of 
great  importance  is  determining  the  true 
extent  of  the  disease  prior  to  treatment. 

CANCER  of  the  ovary  represents  a group 
of  malignant  diseases  and  not  a single 
one.  The  results  of  treatment  of  each 
particular  histopathological  type  should  be  re- 
ported including  the  grade  of  the  tumor,  the 
degree  of  stromal  invasion  and  the  stage  of 
the  disease.  It  is  difficult  to  compare  the  re- 
sults of  series  of  patients  treated  at  different 
institutions  because  the  data  may  not  be  com- 
parable. 

The  mortality  rates  for  ovarian  cancer  have 
been  on  a plateau  for  many  years  with  a slight 
increase  in  recent  years.  Approximately  14,000 
new  cases  are  diagnosed  each  year  with  10,400 
deaths  annually.  About  one  out  of  each  100 
women  will  develop  ovarian  cancer  during  her 
lifetime. 

It  is  disappointing  that  only  a small  per- 
centage of  the  cases  will  be  diagnosed  while 
localized  to  one  ovary  or  to  both  ovaries.  As 
with  breast  cancer,  only  minimal  symptoms 
are  present  for  a long  period  of  time.  Unless 
physicians  develop  a high  index  of  suspicion 
for  ovarian  cancer,  it  is  most  probable  that  the 
mortality  rates  will  remain  about  the  same. 
Annual  clinical  examinations  and  laboratory 
procedures  as  indicated  of  the  breast,  uterus, 
ovary  and  rectum  are  essential  if  more  progress 
is  to  be  made  in  the  diagnosis  of  localized 
cancer  in  the  female. 

The  staging  of  ovarian  cancer  on  the  basis 
of  laparotomy,  with  the  determination  of  the 


stage  of  the  disease  as  accurately  as  possible, 
is  of  considerable  value  both  for  prognosis  and 
management.  Only  about  15%  of  the  cases  will 
be  confined  to  one  or  both  ovaries  and/or 
confined  to  the  uterus,  broad  ligaments  or 
tubes.  In  about  25%  of  the  cases  where  the 
disease  is  still  confined  within  the  pelvis  but 
adjacent  structures  may  be  involved,  the  com- 
bination of  surgery  and  radiation  therapy  can 
definitely  be  used  to  advantage. 

No  uniform  anatomic  classification  has  been 
used.  In  fact,  unless  patients  have  lym- 
phangiography as  well  as  laparotomy  prior  to 
therapy,  it  is  difficult  to  know  the  true  extent 
of  the  disease. 

In  some  institutions,  there  is  a variance  in 
the  histopathological  diagnosis;  for  example, 
Kottmeier5  reports  30%  of  the  patients  with 
ovarian  cancer  as  having  endometrioid  carcino- 
ma which  is  a well  differentiated  tumor  with  a 
good  prognosis.  Long7  and  Taylor  reported 
16.7%  of  the  ovarian  cases  as  of  the  endo- 
metrioid type.  In  California,  only  a small  per- 
centage of  cases  are  so  diagnosed,  and  not 
one  case  of  endometrioid  carcinoma  in  161 
cases  of  ovarian  cancer  was  diagnosed  at  the 
M.D.  Anderson  Hospital.  Schueller  and  Kirol14 
reported  37  of  337  ovarian  cancers  or  11% 
at  the  Buffalo  General  Hospital  diagnosed  as 
endometroid  carcinoma  of  the  ovary. 

The  clinical  staging  of  carcinoma  of  the 
ovary  (International  Federation  of  Gynecology 
and  Obstetrics)  is  as  follows: 

Stage  I — Growth  limited  to  the  ovaries. 

Stage  I-A  — Growth  limited  to  one  ovary; 
no  ascites. 

Stage  I-B  — Growth  limited  to  one  or  both 
ovaries;  no  ascites. 

Stage  I-C  — Growth  limited  to  one  or  both 
ovaries;  ascites  present  with 
malignant  cells  in  the  fluid. 


+ Presented  at  the  Third  Biennial  Symposium  on 
“ Cancer  in  Women,"  The  Kentucky  Obstetrical  and 
Gynecologic  Society,  Louisville,  Kentucky,  May  12- 
13,  1972. 

*From  the  Division  of  Radiation  Therapy,  UCLA 
Center  for  Health  Sciences,  Los  Angeles,  California 
90024. 


Stage  II  — Growth  involving  one  or  both 
ovaries  with  pelvic  extension. 

Stage  IUA — Extension  and/or  metastases 
to  the  uterus  and/or  tubes 
only. 
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Stage  II-B  — Extension  to  other  pelvic  tis- 


sues. 

Stage  III 

— Growth  involving  one  or  both 
ovaries  with  widespread  in- 
traperitoneal  metastases  to 
the  abdomen  (the  omentum, 
the  small  intestine,  and  its 
mesentery). 

Stage  IV 

— Growth  involving  one  or  both 
ovaries  with  distant  metastases 
outside  the  peritoneal  cavity. 

Munnell 

and  Taylor11  have  staged  ovarian 

cancer  as 

follows: 

Stage  I 

— Cancer  limited  grossly  to  one 
ovary. 

Stage  II 

— Cancer  limited  grossly  to  both 
ovaries. 

Stage  III 

— Cancer  involves  one  or  both 
ovaries  plus  any  part  of  the 
pelvic  peritoneum  or  viscera. 

Stage  IV 

— Cancer  involves  upper  ab- 
domen. 

Munnell  and  Taylor11  reported  that  during 
a 21-year  period  (1922  through  1943),  200 
cases  of  primary  ovarian  cancer  were  seen  at 
the  Sloane  Hospital  for  Women.  There  were 
also  51  cases  of  recurrent  or  metastatic  (sec- 
ondary) ovarian  carcinoma  seen  during  the 
same  period.  They  reviewed  the  statistics  of 
21  authors  for  five-year  cure  rates  in  ovarian 
cancer.  The  results  varied  from  6.3%  to  65.4%. 
Their  own  overall  results  were  27.5%  with 
30.4%  for  papillary  serous  cystadenocarcinoma 
and  60%  for  papillary  mucinous  cystadeno- 
carcinoma. 

They  believe  that  radiation  therapy  has  a 
definite  place  in  the  treatment  of  certain  cases 
of  ovarian  malignancy  for  palliation  and  for 
the  possible  cure  of  residual  disease.  They  be- 
lieve also  that  it  should  be  given  to  all  patients 
with  ovarian  carcinoma  with  extension  of  the 
tumor  beyond  the  ovaries,  regardless  of  the 
amount  of  spread  and  of  the  histologic  type. 

For  Stage  I ovarian  cancer  when  only  one 
ovary  is  involved  and  the  other  ovary  appears 
to  be  normal,  Long8  recommends  removal  of 
both  ovaries,  tubes  and  uterus  because  the 
normal  appearing  ovary  will  contain  metastases 
in  17%  of  cases  and  there  will  be  an  occasional 
occurrence  of  endometrial  metastases.  Munnell 


and  Taylor11  also  recommend  removal  of  both 
ovaries,  tubes  and  uterus  for  unilateral  ovarian 
carcinoma.  Radiation  therapy  is  not  recom- 
mended for  Stage  I ovarian  cancer.  The  criteria 
for  the  use  of  combinations  of  therapy,  such 
as  surgery  and  radiation  therapy,  are  that  the 
combined  therapy  will  produce  better  results 
than  any  one  method  of  therapy  without  a 
significant  increase  in  morbidity  or  mortality. 

The  recommended  management  of  ovarian 
cancer  is  as  follows: 

Stage  I (including  I-A,  I-B,  and  I-C):  Surgery 
only,  to  include  hysterectomy,  bilat- 
eral salpingo-oophorectomy  and  prob- 
ably omentectomy.  No  radiation  ther- 
apy or  chemotherapy. 

Stage  II  Careful  meticulous  surgery  consisting 
of  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy, omentectomy 
and  the  removal  of  all  gross  tumor. 
Until  now,  only  the  pelvis  has  re- 
ceived radiation  therapy  to  a tumor 
dose  of  approximately  5,500  rads.  It 
is  quite  possible  that  if  the  abdomen 
received  a tumor  dose  of  4,000  rads 
with  the  liver  and  kidneys  shielded 
at  2,000  rads)  in  addition  to  the  pelvic 
tumor  dose,  that  the  five-year  survival 
rates  would  be  increased.  At  any  rate, 
the  use  of  surgery  plus  postoperative 
radiation  therapy  has  definitely  in- 
creased the  five-year  survival  rates. 
For  example,  Chu1  reported  16.7% 
five-year  survival  following  surgery 
only,  and  31.4%  following  combined 
surgery  and  radiation  therapy. 

Delclos  and  Quinlan,2  in  treating  papillary 
serous  adenocarcinoma  of  the  ovary  Stage  II, 
obtained  four-year  survival  figures  of  40%  for 
irradiation  of  the  pelvis  only,  43%  following 
whole  abdomen  irradiation,  and  82%  following 
whole  abdomen  and  pelvis  irradiation.  Only  a 
small  number  of  patients  were  so  treated. 

Hanks  and  Bagshaw1  reported  a five-year 
survival  of  82%  with  anatomic  Stage  II  ovarian 
carcinoma  (gross  total  removal  of  cancer) 
treated  with  a tumor  dose  of  5,500  rads  de- 
livered to  the  mid  plane  of  the  lower  abdomen 
in  six  weeks.  The  entire  peritoneal  surface  from 
the  pelvic  floor  to  the  level  of  the  umbilicus 
was  irradiated.  Thio-Tepa  diluted  in  saline 
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was  instilled  in  the  peritoneal  cavity  at  the 
time  of  surgery  for  those  patients  where 
spillage  from  the  cyst  occurred. 

In  1963,  Kottmeier0  discussed  laparotomy 
and  biopsy  of  the  suspected  ovarian  lesion  and 
preoperative  irradiation  followed  by  surgery. 
He  stated  that  the  combined  use  of  preopera- 
tive radiation  and  surgery  in  cases  of  ovarian 
carcinoma  fixed  to  surrounding  organs  had 
been  encouraging. 

Vaeth  and  Buschke17  advocate  the  use  of 
preoperative  radiation  therapy  for  Stage  II 
ovarian  carcinoma  following  biopsy  and  evalua- 
tion of  the  extent  of  the  disease.  Megavoltage 
radiation  therapy  is  used  and  from  5,000  to 
5,500  rads  is  given  to  the  mid  pelvis  in  six 
to  seven  weeks.  There  were  10  Stage  II  and 
13  Stage  III  patients.  There  was  bilateral 
ovarian  involvement  in  22  of  the  23  patients. 
Omental  involvement  was  noted  in  nine  of  the 
23  patients.  Pelvic  and/or  para-aortic  lymph 
node  metastases  were  not  described  in  nine  of 
the  23  cases,  were  involved  in  four,  and  not 
found  in  10  patients.  When  treatment  of  the 
upper  abdomen  was  decided  upon,  approxi- 
mately 3,000  rads  were  delivered  to  the  upper 
abdomen. 

Long,  et.  al.,9  in  1963,  reported  a series  of 
eight  patients  with  locally  advanced  (Stage  III) 
ovarian  cancer  treated  by  preoperative  radia- 
tion followed  by  radical  surgical  resection. 
None  of  these  eight  patients  died  of  recurrent 
disease  during  an  eight-year  follow-up  study. 

Munnell10  reviewed  the  results  of  treatment 
of  235  cases  of  ovarian  cancer  between  1952 
and  1961,  and  compared  the  results  with  200 
cases  treated  between  1922  and  1943,  and 
with  148  cases  treated  between  1944  and  1951. 
There  was  a 40%  survival  in  the  most  recent 
series  as  compared  to  a 28%  survival  in  each 
of  the  two  previous  series.  The  improvement 
was  considered  to  be  the  result  of  more  ag- 
gressive and  extensive  surgery  and  to  the  more 
frequent  use  of  postoperative  radiation  therapy. 
The  basic  concept  of  the  treatment  of  ovarian 
cancer  was  recommended  to  be  the  maximum 
possible  use  of  surgery,  consisting  of  omen- 
tectomy,  appendectomy  and  local  bowel  resec- 
tions for  localized  metastases,  and  total  hys- 
terectomy and  bilateral  salpingo-oophorectomy. 
The  routine  use  of  postoperative  radiation 
therapy  was  recommended  when  the  disease 


had  spread  beyond  the  ovaries. 

Rubin,  et.  al.,13  in  an  attempt  to  assess  the 
value  of  postoperative  radiation  therapy  for 
ovarian  cancer  chose  Stage  III  disease  because 
failure  to  control  residual  disease  in  this  stage 
would  be  attributable  to  the  radiation  therapy. 
He  reported  a series  of  cases  by  various 
authors  in  which  there  was  a significant  in- 
crease in  survival  when  both  surgery  and  radia- 
tion therapy  were  used.  He  also  stated  that  to 
deny  radiation  therapy  to  patients  who  have 
unresectable  gross  residual  pelvic  disease  can- 
not be  justified  on  the  basis  of  available  data. 
Not  all  reports  are  favorable  for  combined 
surgery  and  radiation  therapy,  but  the  great 
majority  are. 

The  gynecologist  with  a special  interest  in 
cancer  is  the  logical  physician  to  become  the 
captain  of  the  team  in  managing  patients  with 
ovarian  cancer.  He  must  know  the  advantages 
and  disadvantages  of  combinations  of  therapy; 
e.g.,  surgery  and/or  irradiation  therapy,  with 
or  without  chemotherapy.  The  quality  of  sur- 
vival is  more  important  than  the  mere  dura- 
tion of  existence.  A systematic  follow-up  plan 
must  be  carried  out  with  high  index  of  sus- 
picion for  the  recognition  of  persistent  or  re- 
current disease.  The  successful  management  of 
patients  with  ovarian  cancer  requires  close  co- 
operation between  the  gynecologist,  the  pathol- 
ogist, the  diagnostic  radiologist,  the  radiation 
therapist  and  the  chemotherapist. 

During  the  period  1955  to  1959,  there  were 
228  cases  of  ovarian  cancer  admitted  to  the 
UCLA  Hospital  with  only  43  (18%)  of  this 
group  in  a localized  stage.  Of  the  localized  or 
Stage  I patients,  1 1 had  surgery  only  with 
79.2%  five-year  survival  and  29  had  surgery 
and  irradiation  or  83.7%.  The  figures  from  the 
California  Tumor  Registry  were  1,118  surgery 
only  with  76.9%  five-year  survival  and  66.7% 
for  514  patients  who  had  surgery  plus  radiation 
therapy. 

Of  those  patients  who  had  surgery  and  irra- 
diation, all  stages,  127  or  38.7%  lived  five 
years;  there  were  2,072  patients,  all  stages, 
California  Tumor  Registry  of  35.9%  who  had 
surgery  and  irradiation  and  who  survived  five 
years.  Seventy-five  per  cent  of  all  the  patients 
seen  at  UCLA  with  ovarian  cancer  were  in  the 
advanced  stage.  Of  88  patients  who  had  sur- 
gery and  radiation  therapy  for  advanced  dis- 
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ease,  22.5%  were  alive  at  five  years  and  18.7% 
of  1,122  cases  so  treated  who  are  recorded  in 
the  California  Tumor  Registry. 

For  more  than  four  years,  a new  technique 
has  been  used  at  UCLA  for  protecting  the 
kidney  from  radiation  damage  in  patients  who 
have  extensive  intra-abdominal  disease.15'16 

The  method  consists  of  the  introduction  of 
a radio-opaque  catheter  percutaneously 
(Seldinger  technique)  via  a femoral  or  axillary 
artery  into  one  renal  artery,  followed  by  the 
infusion  of  small  amounts  of  epinephrine  into 
the  catheterized  renal  artery  before  and  during 
abdominal  radiation  therapy.  The  amounts  of 
epinephrine  which  are  used  cause  marked  local 
vasoconstriction  of  the  renal  artery  and  de- 
crease in  the  blood  flow  to  the  kidney  uni- 
laterally with  the  result  of  a temporary  renal 
hypoxia. 

Epinephrine  is  infused  at  the  rate  of  4.2 
micrograms  per  minute  for  four  minutes  before 
each  treatment  and  then  during  the  radiation 
therapy.  About  900  rads  tumor  dose  is  given 
weekly  to  the  mid  plane  of  the  entire  abdomen 
and  pelvis.  After  a tumor  dose  of  1600  to 
2000  rads  is  given  the  renal  catheter  is  re- 
moved and  the  patient  given  two  to  four  weeks 
rest  and  then  the  catheter  is  reinserted  and  the 
same  procedure  followed  and  about  1600  to 
2000  rads  dose  delivered  to  the  mid  plane  of 
the  abdomen  and  pelvis. 

It  is  interesting  that  seven  patients  have  re- 
ceived from  3000  to  3500  rads  to  the  entire 
liver  without  suffering  any  obvious  ill  effects. 

The  tolerance  of  the  liver  to  ionizing  radia- 
tion is  markedly  radiation  dose  dependent  when 
the  entire  liver  is  being  irradiated.  Kaplan,4 
et.  al.,  reviewed  40  cases  in  which  the  entire 
liver  was  irradiated  with  5 to  6 Mev  linear 
accelerator  x-rays  to  a median  dose  of  3,900 
rads  (range:  1,300  rads  in  18  days  to  5,100 
rads  in  40  days).  They  observed  clinical 
evidence  of  hepatic  injury  in  13  cases,  seven 
of  which  were  substantiated  by  needle  biopsy. 

Conclusions 

The  mortality  rates  for  cancer  of  the  ovary 
have  been  on  a plateau  for  many  years.  Ap- 
proximately one  out  of  each  100  women  will 
develop  ovarian  cancer  during  their  lifetime. 


Approximately  15  to  18%  of  the  cases  will  be 
confined  to  one  or  both  ovaries  and/or  con- 
fined to  the  uterus,  broad  ligaments,  or  tubes. 

The  gynecologist  with  a special  interest  in 
cancer  is  the  logical  physician  to  be  the  captain 
of  the  team  in  managing  the  patient  with 
ovarian  cancer. 

Radiation  therapy  has  a definite  place  in  the 
treatment  of  certain  cases  of  ovarian  malignan- 
cy as  adjunct  therapy  for  cure  and  for  pallia- 
tion. Pre-treatment  lymphangiography  can  be 
most  helpful  in  staging  the  extent  of  the  disease. 

Unless  physicians  develop  a high  index  of 
suspicion  for  ovarian  cancer,  it  is  most  probable 
that  there  will  be  no  improvement  in  the 
mortality  rates. 
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Total  Hip  Replacement 
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Until  recently,  surgery  for  arthritis  of  the 
hip  produced  limited  results,  and  re- 
quired prolonged  postoperative  rehabili- 
tation. Now  total  hip  replacement  dra- 
matically relieves  pain,  restores  hip  mo- 
tion and  requires  a short  hospital  stay. 

PAINFUL  arthritic  hip  disease  has  long 
been  a problem  for  the  aging  adult  and 
a challenge  to  the  orthopedic  surgeon. 

In  the  early  part  of  this  century,  the  first 
attempts  were  made  to  perform  an  arthroplasty 
of  the  hip.  This  procedure  consisted  of  fashion- 
ing the  head  of  the  femur  and  the  acetabulum 
into  rather  congruous  surfaces  and  using  fascia 
as  an  interposing  membrane.  By  the  late  1930’s 
stainless  steel  was  used  as  the  interposing  ma- 
terial and  this  operation  was  known  as  the  mold 
or  cup  arthroplasty.  In  the  late  1940’s  a stain- 
less steel  prosthesis  was  fashioned  for  the  head 
and  neck  of  the  femur.  Initially  this  device,  the 
endoprothesis,  was  used  for  treatment  of  fresh 
fractures  of  the  neck  of  the  femur.  Later  it  was 
used  as  an  arthroplasty  in  painful  hip  disease. 
These  procedures  all  required  prolonged  post- 
operative physical  therapy  and  the  results  were 
unpredictable18.  Another  method  of  treating  a 
painful  hip  is  to  excise  the  head  and  neck  of 
the  femur.  Although  such  a procedure  relieves 
pain,  it  obviously  results  in  an  unstable  hip  joint 
and  shortened  extremity10.  Fusion  or  arthrodesis 
of  a painful  hip  has  always  been  an  excellent 
treatment  but  this  procedure  is  not  applicable 
to  patients  over  50  years  of  age,  or  patients 
with  bilateral  hip  disease.  Of  course,  the  pain 
relief  is  obtained  at  the  cost  of  total  loss  of 
motion14. 

In  general,  these  operations  have  been  useful 
for  selected  cases,  depending  on  the  nature  of 
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the  disease,  the  age  of  the  patient  and  other 
factors.  Since  the  appearance  of  the  total  hip 
replacement,  however,  the  orthopedic  surgeon 
now  has  at  his  disposal  a vastly  more  reliable 
means  of  achieving  pain  relief  and  restoring 
motion11'13. 

Advances  in  technology  and  engineering 
have  produced  highly  refined  and  machined 
plastics  and  metals  which  have  allowed  the  de- 
velopment of  the  total  hip  replacement.  It  is  the 
purpose  of  this  paper  to  present  an  up-to-date 
review  of  the  total  hip  replacement  operation, 
with  emphasis  on  explanation  of  the  materials 
involved,  the  indications  for  the  procedure,  and 
the  results  obtained  so  far  by  the  authors. 

Materials 

The  total  hip  appliance  consists  of  two  basic 
components — a prosthetic  femoral  head  and 
neck,  and  a prosthetic  acetabulum.  There  are 
three  possible  combinations' — a metal  femoral 
prosthesis  articulating  with  a metal  acetabular 
component,  a metal  acetabular  prosthesis  ar- 
ticulating with  a plastic  femoral  head  and  final- 
ly, a metal  femoral  prosthesis  articulating  with 
a plastic  acetabular  component.  These  varia- 
bles, with  many  different  designs,  have  led  to 
scores  of  models  of  total  hip  devices.  This  pa- 
per will  concentrate  on  the  metal  femoral  head- 
plastic  acetabulum  combinations  designed  by 
Chamley,  Muller,  and  Aufranc-Turner.  This 
combination  has  won  almost  universal  accept- 
ance3’9. 

The  acetabular  cup  consists  of  a plastic, 
high  density  polyethylene.  A metal  wire  is  in- 
corporated into  the  rim  to  allow  roentgeno- 
graphic  visualization.  The  cup  is  held  to  the 
pelvis  by  a cement,  methylmethacrylate.  The 
cement  is  obtained  by  mixing  the  powdered 
polymer  with  a liquid  monomer.  A small 
amount  of  barium  sulfate  is  added  which  al- 
lows roentgenographic  identification.  There  is 
no  chemical  bonding  of  cement  to  bone;  fix- 
ation is  obtained  by  contact  of  the  cement  with 
the  innumerable  bony  trabeculae  of  cancellous 
bone2. 


itucky  Medical  Association  • July  1973 


439 


Total  Hip  Replacement — Manale,  Thomas  and  Brower 


The  femoral  component,  composed  of  a 
highly  refined  steel  alloy  and  having  a highly 
polished  head,  is  inserted  into  the  medullary 
canal  of  the  femur.  Prior  to  insertion  of  this 
device,  methylmethacrylate  cement  is  pushed 
down  into  the  medullary  canal  to  secure  firm 
fixation.  The  new  hip  joint  therefore  consists  of 
a metal  head  articulating  in  a plastic  socket, 
each  held  to  bone  mechanically  by  a plastic 
polymer. 

Questions  have  arisen  regarding  the  reac- 
tion of  the  body  to  these  foreign  materials.  At 
the  present  time,  there  has  been  no  docu- 
mented case  of  neoplasm  arising  from  these 
materials  in  humans7.  In  fact,  the  acceptance  of 
these  materials  by  the  living  tissue  has  been 
quite  amazing,  and  the  likelihood  of  an  un- 
toward reaction  by  the  body  appears  such  a 
remote  possibility  that  it  is  not  a deterrent  in 
selection  of  the  patient  for  hip  replacement. 


Indications 


The  total  hip  replacement  procedure  is  use- 
ful in  the  treatment  of  any  disease  process 
which  results  in  a painful  and  stiff  hip.  For  the 


patient  age  50  years  or  more  with  unilateral 
arthritic  disease,  as  evidenced  by  clinical  and 
roentgenographic  exam,  total  hip  replacement 
is  the  treatment  of  choice.  When  the  disease  is 
bilateral,  such  as  in  rheumatoid  arthritis  or 
idiopathic  avascular  necrosis,  the  age  of  the 
patient  becomes  less  of  a factor  in  selection, 
and  the  treatment  of  the  disease  becomes  the 
primary  consideration.  Often  the  family  physi- 
cian, who  may  have  been  following  his  patient 
for  years,  will  realize  how  greatly  the  younger 
person  needs  pain  relief,  and  may  have  ex- 
hausted conservative  means,  including  poten- 
tially dangerous  narcotics.  In  these  cases,  there 
is  no  substitute  for  a discussion  of  the  patient's 
needs  by  the  referring  physician  and  his  ortho- 
pedic consultant.  Many  candidates  for  total  hip 
replacement  have  complicated  disease  of  other 
organ  systems;  such  patients  require  thorough 
evaluation  before  the  orthopedic  surgeon  pro- 
ceeds with  elective  surgery. 

In  general,  the  primary  indication  for  sur- 
gery is  pain.  Consideration  is  also  given  to  the 
range  of  motion  of  the  joint  as  well  as  degree  of 
impairment  of  gait  (e.g.  use  of  canes,  crutches, 
wheelchair,  etc.).  Total  hip  replacement  has 
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FIG.  3 and  FIG.  4:  Case  2 


proven  successful  in  treating  the  following  dis- 
eases: osteoarthritis,  rheumatoid  arthritis,  an- 
kylosing spondylitis,  avascular  necrosis,  pseu- 
darthrosis  following  attempted  fusion,  unsuc- 
cessful cup  arthroplasty,  failed  osteotomy  pro- 
cedures, non-union  of  fractures  of  the  neck  of 
the  femur,  and  painful  endoprostheses4  5 6. 

The  youngest  patient  in  our  series  was  a girl 
of  17  who  suffered  crippling  avascular  necrosis 
of  the  femoral  heads  as  a result  of  steroid 
therapy  following  successful  renal  transplanta- 
tion. Our  oldest  patient  was  an  82-year-old 
man  who  underwent  bilateral  operations  for  se- 
vere degenerative  arthritis  which  made  him 
practically  wheelchair  bound. 

Results 

From  February  to  December,  1972,  the  au- 
thors performed  a total  of  70  total  hip  replace- 
ments on  65  patients.  The  results  have  been 
dramatic.  Because  of  the  short  period  of  follow- 
up, only  individual  illustrative  cases  will  be 
presented.  Naturally,  long  term  results  will  de- 
termine the  ultimate  fate  of  this  procedure. 

CASE  1 ( E.A .) — This  70-year-old  physi- 
cian’s wife  had  residuals  of  poliomyelitis  involv- 
ing the  right  lower  extremity.  She  presented  to 
the  Lexington  Clinic  complaining  of  increasing 
pain  and  restricted  motion  involving  the  left 
hip,  (FIG.  1)  and  she  required  a cane.  After  a 
total  hip  replacement  on  the  left,  the  patient 
had  complete  pain  relief  and  walked  without  a 
cane.  The  range  of  motion  has  imoroved  by 
25%.  (FIG.  2) 

CASE  2 (P.B.) — This  82-year-old  man  de- 
veloped progressive  pain  in  both  hips  and  con- 


comitant loss  of  motion  due  to  osteoarthritis. 
On  examination,  he  had  less  than  30%  of  mo- 
tion of  the  hips,  and  was  awakened  by  night 
pain.  He  held  onto  objects  for  walking,  and 
was  beginning  to  spend  most  of  his  day  in  bed. 
(FIG.  3)  After  bilateral  Muller  total  hip  re- 
placements, the  patient  sleeps  all  night,  is  prac- 
tically pain  free,  and  has  regained  60%  of  his 
range  of  motion.  He  uses  a single  cane.  (FIG. 
4) 

CASE  3 (E.R.) — A 64-year-old  attorney’s 
wife  presented  with  a painful  endoprosthesis 
inserted  for  a hip  fracture  in  May,  1971.  She 
developed  a painful  hip  with  mild  protrusio 
acetabuli  resulting  in  limited  hip  motion  and 
requiring  a cane  for  ambulation.  (FIG.  5)  Af- 
ter a Muller  total  hip  replacement,  she  had  no 
pain,  walked  without  a cane,  and  her  range  of 
motion  was  improved  by  30%.  (FIG.  6) 

CASE  4 (L.H.) — This  41-year-old  lady  sus- 
tained a fracture  of  the  left  hip  in  an  auto  acci- 
dent in  1967.  Initially,  internal  fixation  was 
performed,  but  non-union  developed  and  a 
bone  grafting  procedure  was  carried  out  later 
in  1969.  She  complained  of  severe  pain  and 
limited  motion  when  first  seen  at  the  University 
of  Kentucky  Medical  Center  in  1970.  (FIG. 
7)  Treatment  began  with  removal  of  the  in- 
ternal fixation  device  and  the  necrotic  head  and 
neck  of  the  femur.  Five  months  later  a Muller 
total  hip  was  inserted.  She  now  has  much  less 
pain  than  at  any  time  since  her  initial  fracture 
in  1967,  and  walks  with  one  cane.  (FIG.  8) 

CASE  5 (J.H.) — This  50-year-old  diabetic 
male  sustained  a traumatic  dislocation  of  the 
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left  hip  in  1968.  Avascular  necrosis  and  arth- 
ritis developed.  Cup  arthroplasty  was  per- 
formed. (FIG.  9)  In  1970,  he  complained  of 
severe  pain,  demonstrated  a lurching  gait,  and 
loss  of  50%  of  the  motion  of  the  left  hip.  After 
a Charnley  total  hip  replacement,  his  pain  was 
dramatically  relieved  and  his  gait  was  im- 
proved, although  some  restriction  of  motion 
persists.  (FIG.  10) 

CASE  6 (R.B.) — This  49-year-old  female 
sustained  a fracture  of  the  neck  of  the  left  fe- 
mur in  January,  1970.  The  fracture  was  inter- 
nally fixed,  but  the  nail  was  removed  some 
months  later  because  of  the  pain.  When  first 
seen  at  the  University  of  Kentucky  Medical 
Center,  she  demonstrated  shortening  of  the 
limb,  atrophy,  limited  range  of  motion  and 
complained  of  pain.  Roentgenograms  showed 
non-union  of  the  fracture  with  questionable  via- 
bility of  the  head.  (FIG.  11)  Because  she  was 
only  49  years  of  age,  salvage  was  attempted  by 
a modified  McMurray  osteotomy.  Several 
months  later,  her  symptoms  had  worsened  and 
x-ray  examination  indicated  avascular  necrosis 


FIG.  5 and 


of  the  head  of  the  femur.  (FIG.  12)  Charnley 
total  hip  replacement  was  performed.  (FIG. 
13)  At  surgery,  there  was  non-union  of  the 
original  fracture  and  avascular  necrosis  of  the 
head  of  the  femur. 

Case  7 (L.S.) — This  28-year-old  male  de- 
veloped idiopathic  thrombocytopenia  purpura 
while  in  the  Armed  Forces.  Treatment  con- 
sisted of  high  doses  of  steroids  followed  by  a 
splenectomy.  When  first  seen  at  the  Veteran’s 
Administration  Hospital,  he  complained  of 
night  pain,  used  a cane  for  ambulation,  and 
was  taking  large  doses  of  analgesics.  Because 
of  the  severe  bilateral  avascular  necrosis,  the 
left  hip,  the  most  symptomatic,  was  replaced 
using  the  Aufranc-Turner  device.  (FIG.  14) 
Within  three  months  of  surgery,  the  patient  was 
pain  free  and  walked  without  a cane.  He  con- 
tinues to  have  mild  pain  on  the  right. 

Complications  have  been  encountered,  but 
are  infrequent.  So  far,  we  have  had  no  wound 
infections.  Most  patients  were  given  prophy- 
lactic antibodies,  but  a few  were  not.  One  pa- 
tient possibly  had  a pulmonary  embolism,  but 
by  the  time  she  was  seen  for  thorough  evalu- 


i.  6:  Case  3 
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FIG.  7 (above)  and  FIG.  8 
(right):  Case  4 


ation,  she  was  asymptomatic.  There  have  been 
three  dislocations;  two  were  reduced  closed. 
The  third  is  still  chronically  dislocated  but  be- 
cause of  unrelated  disease,  the  patient  is  not 
suitable  for  surgery  at  present.  One  patient 
required  re-exploration  72  hours  after  surgery 
because  of  wound  hematoma.  He  recovered. 
One  patient  died  of  unrelated  disease  since  his 
surgery.  There  have  been  no  deaths  other  than 
this.  So  far  we  have  not  encountered  loosening 
or  wearing  of  the  prosthetic  components. 

Summary 


Total  hip  replacement,  utilizing  components 
of  high  density  polyethylene  and  steel  alloy,  and 
held  securely  by  methylmethacrylate  cement, 


appears  to  be  a safe  procedure,  with  predicta- 
bly excellent  results.  Although  several  years 
will  be  needed  to  thoroughly  evaluate  the  re- 
sults, at  present  this  operation  is  considered  one 
of  the  most  useful  procedures  in  all  of  ortho- 
pedic surgery. 
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The  University  of  Kentucky  College  of  Medicine 

This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Primary  Aldosteronism 


Patient  Presentation 

MR.  S is  a 44-year-old  Caucasian  man 
with  a seven  year  history  of  hyper- 
tension. He  was  first  evaluated  at  the 
University  of  Kentucky  Medical  Center  in 
1971.  Prior  to  that  time  he  had  been  on  a 
variety  of  anti-hypertension  agents  with  rela- 
tively poor  control  of  his  blood  pressure.  On 
admission  he  presented  with  a supine  blood 
pressure  of  230/150  mm  Hg.  He  had  grade  II 
hypertensive  retinopathy  and  a prominent 
presystolic  gallop.  The  remainder  of  the 
physical  exam  was  essentially  normal.  Serum 
electrolyte  concentrations  were  as  follows: 
sodium  145  mEq/L,  potassium  1.8  mEq/L, 
COo  29  mEq/L,  chloride  100  mEq/L.  Measure- 
ment of  24-hour  VMA  excretion,  a hypertensive 
IVP  and  creatinine  clearance  were  all  nor- 
mal. EKG  demonstrated  left  ventricular 
hypertrophy,  and  a glucose  tolerance  test  in- 
dicated mild  carbohydrate  intolerance.  On  a 
high  sodium  diet  the  aldosterone  excretion 
rate  was  30  mcg/24  hr  (normal  2.0-26). 
Plasma  renin  activity  was  300  ng/100  ml/ 
3 hrs  (normal  50-300).  It  was  felt  the  patient 
had  severe  essential  hypertension  with  sec- 
ondary aldosteronism.  He  was  discharged  on 
an  anti-hypertensive  regimen  including  triam- 
terene, Aldomet,  hydralazine,  guanethidine 
and  elixir  of  potassium  chloride.  His  blood 
pressure  was  reasonably  well  controlled  for 
several  months  until  he  stopped  returning  for 
follow-up  visits.  During  the  year  prior  to  the 
present  admission  he  was  taking  one  “water 
pill”  a day  and  5 tsp  of  potassium  (dose  not 
known)  per  day. 

At  the  time  of  this  admission  he  presented 
to  the  emergency  room  complaining  of  fatigue 

From  the  Department  of  Medicine,  University  of 
Kentucky  College  of  Medicine,  Lexington 


and  muscle  weakness.  He  had  difficulty 
standing  up  from  a chair.  Additionally,  he 
reported  nocturia  four  or  five  times  a night, 
generally  urinating  copious  volumes.  There 
was  no  history  of  chest  pain  or  symptoms  of 
congestive  heart  failure. 

On  physical  exam  he  presented  as  a pleasant, 
obese  male  in  no  acute  distress.  Supine  and 
standing  blood  pressures  were  180/120  mm  Hg 
and  164/120  mm  Hg,  respectively.  His  pulse 
was  72  and  regular.  Moderate  AV  nicking  and 
increased  arterial  tortuosity  were  observed  in 
the  fundi.  There  were  no  hemorrhages  or 
exudates.  The  neck  veins  were  not  distended, 
the  thyroid  was  not  enlarged  and  there  were 
no  carotid  bruits.  Examination  of  the  chest 
was  normal.  Examination  of  the  heart  again 
revealed  a prominent  apical  presystolic  gallop. 
There  were  no  palpable  organs  or  masses  in 
the  abdomen  and  no  audible  abdominal  bruits. 
There  was  no  peripheral  edema,  and  the  re- 
mainder of  the  physical  examination  was  nor- 
mal. Admission  electrolytes  were  as  follows: 
sodium  144  mEq/L,  potassium  1.8  mEq/L, 
COo  25  mEq/L,  chloride  101  mEq/L.  EKG 
demonstrated  left  ventricular  hypertrophy  and 
prominent  U waves.  Urinalysis  and  culture 
were  normal  and  a 24-hour  creatinine  clear- 
ance was  127  cc/min.  VMA  excretion,  17- 
hydroxy  steroid  excretion  and  plasma  cortisol 
concentrations  were  normal.  Despite  the 
hypokalemia,  the  24-hour  urinary  potassium 
excretion  rate  was  97  mEq. 

The  patient’s  hypokalemia  was  corrected 
with  exogenous  potassium  therapy  and  he  was 
placed  on  a 200  mEq  sodium,  100  mEq  potas- 
sium diet  for  one  week.  On  this  regimen  he 
continued  to  excrete  inappropriately  high 
amounts  of  potassium.  On  the  final  two  days 
of  the  high  salt  diet,  his  aldosterone  excretion 
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rates  were  39  mcg/24  hrs  and  53  mcg/24  hrs 
(normal  2-26).  Plasma  renin  activity  was  un- 
detectable in  the  supine  position  and  following 
four  hours  of  standing,  rose  to  0.2  ng/ml/hr. 
This  is  the  lowest  renin  level  detectable  by  our 
assay.  In  normal  subjects  on  a high  sodium 
regimen,  after  four  hours  of  the  upright  posi- 
tion our  normal  renin  activity  is  3.8  ng/ml/hr 
± 0.8  SE.  Following  two  days  of  a 22  mEq 
soduim  diet  and  80  mg  of  Lasix  per  day,  the 
patient’s  aldosterone  excretion  rates  were 
45  mcg/24  hrs  and  38  mcg/24  hrs.  Renin 
activity  was  again  undetectable  in  the  supine 
position  and  was  0.6  ng/ml/hr  after  four 
hours  of  standing. 

Because  of  this  patient’s  potassium  losing 
tendency,  an  elevated  aldosterone  excretion 
rate  that  was  not  suppressed  with  a salt  load, 
and  very  low  renin  levels  that  were  not  ap- 
preciably stimulated  by  sodium  depletion  it 
was  felt  that  the  patient  had  primary  aldos- 
teronism. Adrenal  vein  cannulation  was  at- 
tempted both  to  collect  plasma  for  measure- 
ment of  aldosterone  from  each  adrenal  vein 
and  to  perform  adrenal  venography  in  an  at- 
tempt to  visualize  a tumor.  For  technical 
reasons,  neither  adrenal  vein  could  be  cannu- 
lated.  The  patient  was  placed  on  spironolac- 
tone 400  mg/day  and  discharged  to  be  fol- 
lowed as  an  out-patient.  He  is  tentatively 
scheduled  to  return  for  surgery  in  one  month. 

Discussion 

The  patient  being  discussed  today  presented 
with  hypertension,  muscle  weakness  and 
polyuria.  Primary  aldosteronism  is  usually,  but 
not  invariably,  associated  with  mild  or  moder- 
ate hypertension,  and  Mr.  S’s  extremely  high 
blood  pressures  are  somewhat  unusual.  Both 
weakness  and  polyuria  may  be  related  to 
potassium  deficiency,  and  in  fact  after  cor- 
rection of  his  hypokalemia,  these  symptoms 
were  no  longer  present.  The  demonstration  of 
unprovoked  hypokalemia,  in  a hypertensive 
patient  strongly  suggests  a mineralocorticoid 
etiology  for  hypertension.  In  two  separate 
series,  the  incidence  of  primary  aldosteronism 
in  hypertensive  patients  with  unprovoked 
hypokalemia  (hypokalemia  that  appears  in 
the  absence  of  diuretic  therapy,  vomiting, 
etc.)  was  40%.  Consequently  any  hypertensive 
patient  who  presents  with  hypokalemia  at  a 
time  when  he  is  not  on  diuretic  therapy  merits 


a complete  evaluation  for  primary  aldos- 
teronism. 

Before  discussing  the  various  maneuvers  to 
make  the  diagnosis  of  primary  aldosteronism, 
I think  it  is  appropriate  to  briefly  review  the 
biochemistry  of  the  renin-aldosterone  system. 
Renin  is  a proteolytic  enzyme  secreted  by  the 
juxtaglomerular  apparatus  of  the  kidney  in 
response  to  both  sodium  depletion  and  re- 
duction of  vascular  volume.  In  the  circulation, 
renin  cleaves  a larger  protein,  renin  substrate, 
to  form  a decapeptide,  angiotensin  I.  Angio- 
tensin I is  rapidly  converted,  primarily  within 
the  pulmonary  circulation,  to  an  occapeptide, 
angiotensin  II.  In  addition  to  being  a potent 
pressor  substance,  angiotensin  II  normally 
stimulates  the  zona  glomerulosa  of  the  adrenal 
cortex  to  secrete  a mineralocorticoid,  aldos- 
terone. Aldosterone  causes  sodium  retention, 
and  via  a negative  feedback  mechanism,  renin 
suppression.  In  instances  of  secondary  aldos- 
teronism, aldosterone  is  stimulated  by  the 
renin-angiotensin  system,  and  measurements 
of  both  renin  and  aldosterone  are  elevated. 
However,  in  patients  with  primary  aldoster- 
onism, the  adrenal  gland  autonomously  se- 
cretes aldosterone  resulting  in  sodium  reten- 
tion with  renin  suppression.  Consequently,  in 
primary  aldosteronism,  unlike  secondary  aldos- 
teronism, renin  concentration  is  low  at  a time 
when  aldosterone  secretion  is  increased.  Both 
primary  and  secondary  aldosteronism  may 
cause  hypokalemia,  and  the  only  way  to  dis- 
tinguish between  these  two  entities  is  to 
measure  plasma  renin. 

In  a hypertensive  patient,  an  alkaline  urine 
pH,  an  increased  sodium  to  potassium  ratio  in 
saliva,  and  an  exaggerated  kaliuresis  following 
thiazide  diuretics  might  all  suggest  a mineral- 
ocorticoid excess.  In  my  experience,  the  single 
most  reliable  and  practical  screening  test  for 
primary  aldosteronism  is  the  measurement  of 
plasma  potassium  concentration  at  a time 
when  a patient  is  consuming  a high  sodium 
intake  and  not  on  diuretic  therapy.  The 
demonstration  of  hypokalemia  on  this  regimen 
warrants  further  evaluation  for  primary 
aldosteronism.  Normokalemic  primary  aldos- 
teronism has  been  reported,  although  this  is 
an  extremely  unusual  occurrence.  However, 
such  patients  will  not  be  detected  if  measure- 
ment of  plasma  potassium  concentration  is 
the  sole  screening  procedure.  Measurement  of 
plasma  renin  activity  may  also  be  used  as  a 
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screening  procedure,  but  this  is  not  practical 
for  two  reasons.  First,  renin  measurements 
are  not  yet  widely  available.  Secondly,  ap- 
proximately 25%  of  patients  with  essential 
hypertension,  similar  to  patients  with  primary 
aldosteronism,  also  have  suppressed  renin 
levels  for  reasons  that  are  not  apparent. 
Finally,  it  has  been  suggested  that  patients 
with  primary  aldosteronism  have  a greater 
hypotensive  response  to  the  mineralocorticoid 
antagonist  spironolactone  than  do  patients 
with  essential  hypertension.  However,  some 
patients  with  essential  hypertension  may  also 
have  a significant  reduction  of  blood  pressure 
on  spironolactone. 

Having  demonstrated  the  presence  of  un- 
provoked hypokalemia  in  a hypertensive 
patient,  the  definitive  evaluation  for  primary 
aldosteronism  involves  placing  the  patient  on 
a high  sodium  intake  and  demonstrating  that 
aldosterone  is  inappropriately  elevated  at  a 
time  when  renin  is  suppressed.  A high  sodium 
intake  may  be  a dietary  regimen  of  200-250 
mEq  of  sodium  for  five  to  seven  days  or 
alternatively  the  patient  may  be  given  2 liters 
of  intravenous  normal  saline  on  each  of  two 
successive  days.  At  the  completion  of  either 
regimen  either  plasma  aldosterone  concentra- 
tion or  urinary  aldosterone  excretion  or  secre- 
tion rates  should  be  measured.  Concomitant 
measurements  of  plasma  renin  activity  in  both 
the  supine  and  standing  position  (4  hours) 
should  be  obtained.  The  upright  posture  nor- 
mally stimulates  renin  release,  and  patients 
with  mineralocorticoid  hypertension  have  no 
significant  renin  response  to  this  stimulus. 
Because  a high  sodium  intake  accentuates  the 
mineralocorticoid  induced  kaliuresis,  potassi- 
um balance  must  be  carefully  followed  and  the 
patient  should  receive  sufficient  potassium  to 
prevent  the  development  of  hypokalemia.  The 
demonstration  of  the  lack  of  renin  and  aldos- 
terone responses  to  sodium  deprivation  further 
supports  the  diagnosis  of  primary  aldoster- 
onism. Patients  may  be  sodium  deprived 
either  by  placing  them  on  a 10  mEq  sodium 
diet  for  five  to  seven  days  or  giving  them 
furosemide  for  two  days.  Normally  this  regi- 
men will  stimulate  the  renin-aldosterone  sys- 
tem, resulting  in  a secondary  aldosteronism. 
However,  among  patients  with  primary  aldos- 
teronism there  will  be  no  appreciable  renin 
response.  Additionally,  except  for  rare  patients 
with  adrenal  carcinomas  causing  primary 


aldosteronism,  the  urine  17-hydroxy  steroid 
excretion  rate  is  normal. 

In  hypertensive  patients  with  low  renin 
activities  and  aldosterone  values  that  are  not 
clearly  suppressed  or  elevated  by  high  sodium 
regimen,  an  appropriate  diagnostic  maneuver 
would  be  to  administer  desoxycorticosterone, 
10  mg  intramuscularly  every  12  hours  for 
three  days.  On  this  regimen  the  lack  of  sup- 
pression of  aldosterone  excretion  to  less  than 
10  meg  per  day  strongly  suggests  the  diagnosis 
of  primary  aldosteronism. 

Because  most  anti-hypertensive  drugs  affect 
the  renin-aldosterone  system,  if  possible  all 
drug  therapy  should  be  discontinued  at  least 
two  weeks  before  doing  an  evaluation  for  pri- 
mary aldosteronism.  Hypokalemia  may  direct- 
ly decrease  aldosterone  secretion,  independent 
of  changes  in  renin  release.  Consequently,  if 
aldosterone  is  measured  at  a time  when  the 
patient  is  hypokalemic,  aldosterone  levels  may 
be  spuriously  low.  It  is  therefore  important 
that  the  patient  be  normokalemic  at  the  time 
of  evaluation.  The  luteal  phase  of  the  men- 
strual cycle  is  often  associated  with  secondary 
aldosteronism,  presumably  because  of  the 
natriuretic  effect  of  progesterone.  It  is  prefer- 
able not  to  evaluate  female  patients  during 
this  phase  of  the  menstrual  cycle,  but  rather 
they  should  be  evaluated  immediately  follow- 
ing a menstrual  period.  Oral  contraceptive 
agents  also  have  an  effect  on  the  renin-aldos- 
terone system  and  these  agents  should  be  dis- 
continued at  least  six  to  eight  weeks  before 
evaluation. 

Having  made  the  clinical  and  chemical 
diagnosis  of  primary  aldosteronism,  it  is  im- 
portant to  recognize  that  several  different 
adrenal  pathologies  may  cause  this  interesting 
syndrome.  Approximately  two  thirds  of  the 
patients  in  several  large  series  have  benign 
adrenal  adenomas.  The  tumor  is  unilateral  in 
greater  than  90%  of  patients,  although  ap- 
proximately 6%  of  patients  may  have  bilateral 
adrenal  tumors.  Surgical  removal  of  the  tumor 
results  in  either  a cure  or  significant  improve- 
ment of  both  the  hypertension  and  hypoka- 
lemia in  approximately  70  to  80%  of  patients. 
As  many  as  one  third  of  the  patients  diagnosed 
as  having  primary  aldosteronism  may  have 
bilateral  adrenal  hyperplasia  rather  than  a 
single  tumor.  If  possible,  it  is  important  to 
identify  these  patients  preoperatively  because 
their  hypertension  is  usually  not  affected  by 
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the  surgical  removal  of  both  adrenal  glands. 
Compared  to  patients  with  adenomas,  the  ab- 
normalities of  the  renin-aldosterone  system 
may  not  be  as  marked  in  patients  with  hyper- 
plasia i.e.,  the  renin  activity  may  not  be  as 
low,  the  aldosterone  not  as  high,  and  the 
hypokalemic  alkalosis  not  as  prominent.  How- 
ever, it  is  evident  that  there  is  significant 
overlap  of  these  values  in  patients  with  hyper- 
plasia and  patients  with  adenoma.  Adrenal 
vein  catheterization  provides  another  potential 
method  for  distinguishing  between  these  two 
groups  of  patients.  Plasma  aldosterone  may 
be  measured  in  each  adrenal  vein  and  in 
patients  with  unilateral  adenoma,  the  aldos- 
terone concentration  should  be  high  on  the 
side  of  the  tumor.  In  patients  with  bilateral 
hyperplasia,  aldosterone  should  be  elevated 
bilaterally.  Additionally,  the  retrograde  injec- 
tion of  dye  into  the  adrenal  veins  may  allow 
visualization  of  a tumor  blush.  However, 
adrenal  vein  catheterization  is  a technically 
difficult  and  not  completely  benign  procedure. 
Both  adrenal  infarction  and  rupture  of  the 
adrenal  vein  have  been  reported.  In  my  ex- 
perience unless  the  radiologist  performing  the 
procedure  has  had  considerable  experience, 
attempts  at  cannulating  the  adrenal  veins  have 
been  unsuccessful.  In  the  patient  presented 
this  morning,  we  attempted  but  were  unsuc- 
cessful in  cannulating  the  adrenal  veins.  Alter- 
natively, a tumor  blush  may  be  visualized  with 
a photoscanning  procedure  after  the  intraven- 
ous injection  of  radioactive,  iodocholesterol. 
This  is  a safer  procedure  than  adrenal  vein 
catheterization  but  is  not  widely  available. 

For  the  sake  of  completeness,  I would  like 
to  mention  two  other  adrenal  pathologies 
causing  primary  aldosteronism.  There  have 
been  several  case  reports  of  a familial  form  of 
bilateral  adrenal  hyperplasia  causing  hyper- 
tension and  chemical  primary  aldosteronism. 
Administration  of  oral  dexamethasone  to  these 
patients  results  in  a lowering  of  the  blood 
pressure  toward  normal,  correction  of  the 
hypokalemic  alkalosis,  and  normalization  of 
both  renin  and  aldosterone.  I would  like  to 
emphasize  that  this  is  a rare  familial  disease 
and  is  to  be  distinguished  from  the  more 
prevalent  form  of  hyperplasia  mentioned 
previously.  That  form  of  hyperplasia  does  not 
respond  to  dexamethasone.  Secondly,  several 
patients  with  adrenal  carcinomas  causing  pri- 


mary aldosteronism  have  been  reported.  Un- 
like patients  with  benign  adenomas  or  bilateral 
hyperplasia,  other  adrenal  steroids  in  addition 
to  aldosterone  have  also  been  elevated  in 
patients  with  malignancy.  For  this  reason, 
measurement  of  17-hydroxy  and  17-keto 
steroids  is  a worthwhile  procedure. 

As  I have  mentioned  previously  spironolac- 
tone is  a mineralocorticoid  antagonist,  and  it 
has  been  suggested  that  there  is  a good  correc- 
tion between  the  hypotensive  response  to  this 
agent  and  the  hypotensive  response  to  the 
surgical  correction  of  the  primary  aldosteron- 
ism. After  being  on  400  mg  of  spironolactone 
per  day  for  six  days,  Mr.  S’s  blood  pressure 
this  morning  was  148/120  mm  Hg.  Hopefully 
this  lack  of  response  can  be  attributed  to  the 
short  duration  of  therapy.  However,  if  there 
is  no  significant  blood  pressure  response  to 
several  weeks  of  spironolactone  therapy,  we 
will  have  to  re-evaluate  our  present  decision  to 
recommend  surgery. 

Additionally,  patients  who  for  other  reasons 
are  not  acceptable  surgical  candidates,  may 
be  treated  medically  with  spironolactone.  I 
prefer  to  start  treatment  with  a high  dose, 
400  mg/day  and  then  gradually  taper  the 
dose  as  control  of  both  the  hypokalemia  and 
hypertension  is  achieved.  Because  spironolac- 
tone is  a potassium  retaining  agent,  exogenous 
potassium  therapy  is  generally  not  indicated. 
In  patients  going  to  surgery,  if  an  adrenal 
tumor  is  identified  preoperatively  a unilateral 
surgical  approach  is  indicated.  If  the  side  of 
the  disease  is  not  identified  preoperatively, 
the  surgeon  must  be  prepared  to  examine  both 
adrenal  glands.  In  several  series  the  adenoma 
appears  more  frequently  in  the  left  rather  than 
the  right  adrenal,  and  for  this  reason  the  left 
adrenal  should  probably  be  examined  first.  If 
a tumor  is  not  found  the  surgeon  is  then 
obligated  to  evaluate  the  right  adrenal  gland. 
It  is  important  to  recognize  that  aldosterone- 
producing  tumors  are  generally  quite  small, 
often  less  than  one  half  centimeter  in  diam- 
eter, and  consequently  may  be  difficult  to 
identify. 

In  summary,  although  the  prevalence  of 
primary  aldosteronism  is  only  1 or  2%  of 
hypertensive  patients  in  several  large  series, 
the  disorder  is  important  to  identify  because  it 
is  a potentially  surgically  remediable  cause  of 

(Continued  on  Page  456) 


July  1973  • 


The  Journal 


448 


SPECIAL  ARTICLES 


Current  Trends  in  Health  Care 


The  Physician's  Rolet 


John  H.  Budd,  M.D.* 


MEMBERS  of  the  Kentucky  Medical  As- 
sociation. Honored  guests.  It  is  a pleas- 
ure to  join  your  exploration  of  the  vital 
health  care  issues,  and  the  trends  in  health  care. 
It  is  an  inspiration,  too,  for  the  thinking  of  the 
state  societies  is  a wellspring  for  our  actions  at 
AMA. 

My  assignment  is  to  comment  on  the  physi- 
cian’s role,  and  it  is  appropriate.  As  changes 
are  pondered,  no  commentator  is  more  quali- 
fied than  the  physician,  no  analyst  more  experi- 
enced, and  no  critic  more  used  to  seeking  solu- 
tions that  are  tested  and  reasonable. 

Trends  are  generally  in  response  to  external 
influences.  So  in  the  case  of  trends  in  health 
care  delivery  the  changes  proposed  are  devel- 
oped in  the  hope  of  overcoming  the  faults  and 
deficits  in  the  present  system  and  the  physi- 
cian’s role  is  to  make  as  sure  as  possible  that 
the  changes  eventually  adopted  are  those  which 
seem  most  likely  to  lessen  or  overcome  those 
inadequacies  which  are  actual,  important  and 
improvable. 

Our  health  care  system  is  under  severe  scru- 
tiny, often  unfair  and  destructive.  There  are 
many  instant  experts — economists,  newspaper 
editors,  radio  and  TV  commentators,  union 
leaders,  politicians  and  comedians. 

Their  solutions  to  the  problems  are  usually 
simplistic — educate  more  doctors,  socialize  the 
system,  provide  cradle  to  grave  insurance  cov- 
erage, subsidize  prepaid  group  practice,  and  so 
on. 

CBS  warns:  “Don’t  Get  Sick  in  America!” 
NBC  presented  an  abusive  harangue  titled 
“What  Price  Health?”.  These  sneering  denunci- 
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ations  are  disheartening  and  contribute  nothing 
of  informational  or  inspirational  value. 

The  principal  criticisms  levelled  at  our 
’health  care  system  and  its  delivery  are  deficien- 
cies in  availability,  quality,  efficiency,  preven- 
tive medicine  measures,  plus  excesses  in  cost 
and  utilization. 

I have  decided  to  take  up  four  of  the  princi- 
pal proposals,  elaborate  a bit  on  their  pur- 
poses and  potentials,  and  AMA’s  attitude 
toward  them.  They  are  HMO,  Physician’s  As- 
sistant, PSRO  and  NHI. 

HMO 

Basically  the  HMO  embodies  3 elements: 

1 . An  organized  system  of  manpower  and 
facilities — salaried  doctors  and  paramed- 
ical professionals  contracting  to  provide 
health  services. 

2.  An  enrolled  segment  of  the  population 
which  contracts  on  either  an  individual  or 
group  basis — i.e.  a closed  panel  type  op- 
eration. 

3.  All  this  done  on  a fixed,  prepaid,  an- 
nual fee. 

In  other  words  the  HMO  guarantees  to  pro- 
vide comprehensive  health  maintenance  serv- 
ices to  enrolled  members  by  salaried  physicians 
and  paramedical  employes  on  a prepaid  capita- 
tion basis.  The  HMO  underwrites  and  assumes 
the  risk.  If  utilization  and  costs  are  less  than 
anticipated,  the  excess  may  be  taken  as  profit 
and  bonuses,  or  as  funds  for  expansion,  etc. 
If  costs  exceed  estimates,  the  HMO  absorbs 
the  loss. 

Although  it  is  popularly  believed  that  the 
fear  of  going  in  the  hole  or  the  hope  of  realizing 
a profit  will  discourage  over-utilization  and 
cut  costs.  I strongly  suspect  there  is  a risk  of 
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under-utilization  and  the  possibility  too,  that 
HMO’s,  if  not  carefully  screened  and  monitored 
may  attract  those  who  wish  to  make  a profit 
from  managing  medicine,  rather  than  those 
motivated  by  a desire  to  care  for  people. 

In  addition  to  controlling  utilization,  limit- 
ing fees  and  costs,  HMO’s  are  intended  to  in- 
crease the  physical  and  social  access  to  care. 
The  maldistribution  of  physicians  and  facilities 
is  most  acute  in  the  inner  city  areas  and  sparse- 
ly settled  country  regions. 

A question  which  immediately  surfaces  is: 
how  successfully  could  rural  hinterlands  and 
urban  ghettos  attract  whole  groups  of  physi- 
cians when  they  have  been  hard  put  to  get 
even  solo  practitioners? 

We  of  AMA  believe  that  the  HMO’s  now 
being  financed  on  a test  basis  by  the  Admin- 
istration should  prove  their  social,  medical  and 
financial  viability  before  they  are  mass-pro- 
duced. 

If  HMO’s  were  to  occupy  the  mainstream  of 
health  care  delivery,  and  then  flounder,  then 
health  care  itself  could  flounder. 

There  are  three  HMO  Bills  before  Congress 
this  term.  The  Kennedy  HMO  and  Resources 
Development  Act  proposes  (a)  HMO’s,  (b) 
Supplemental  HMO's,  (c)  Health  Service  Or- 
ganizations, (d)  Area  Health  Education  and 
Service  Centers,  (e)  entities  for  delivery  of 
health  services  in  non-metropolitan  areas.  It  is 
extremely  comprehensive  and  extremely  expen- 
sive. Authorizations  for  1974  would  exceed  $1 
billion  and  would  increase  substantially  each 
succeeding  year.  In  addition,  borrowing  from 
the  U.S.  Treasury  would  be  authorized  to  main- 
tain a medical  malpractice  reinsurance  fund, 
and  a loan  guaranty  and  interest  subsidy  fund. 

The  Rogers-Roy  Bill  is  considerably  less  ex- 
tensive. It  would  allow  funding  of  additional 
HMO’s  in  limited  numbers  on  a feasibility 
study  basis,  for  serving  (a)  indigent  people, 
(b)  rural  underserved  areas,  (c)  high  risk  indi- 
viduals. 

Senator  Javits  of  New  York  also  has  an 
HMO  Bill  with  which  I am  not  familiar. 

AMA’s  dilemma  is  whether  or  not  to  support 
the  Rogers-Roy  Bill  as  a stopper  to  the  Ken- 
nedy Bill,  or  to  support  none,  insisting  rather 
that  those  already  funded  be  studied  before 
any  more  are  established. 


Physician’s  Assistants 

Again,  the  definition  is  difficult.  There  is  no 
generally  accepted  definition  of  the  P.A. 
AMA’s  working  definition  is  “a  skilled  person, 
qualified  by  academic  and  practical  training  to 
provide  patient  services  under  the  supervision 
and  direction  of  a licensed  physician  who  is 
responsible  for  the  performance  of  the  assist- 
ant.” 

Our  insistence  on  a balance  between  skill 
and  responsibility  is  a chief  reason  we  physicians 
have  reservations  about  a major  role  for  P.A.’s, 
I repeat,  a major  role.  I am  aware  that  the  Uni- 
versity of  Kentucky  has  shown  an  interest  in 
training  what  are  termed  clinical  associates. 
AMA  too  sees  a place  for  the  P.A.  We  have 
supported  experimental  use  of  them,  as  illu- 
strated by  the  MEDEX  program  in  the  Pacific 
Northwest. 

However,  we  recognize  that  PA.’s  could 
bring  about  a “second  level”  of  care,  which 
could  mean  “second  class”  care.  Accordingly 
we  favor  a moratorium  on  licensure  of  any  new 
allied  health  occupations  until  their  long  term 
viability  can  be  defined. 

Our  attitude  is  not  parochial.  The  Soviet 
Union  has  discovered  that  she  was  going  too 
far  in  her  widely-publicized  use  of  “feldschers” 
the  equivalent  of  P.A.’s.  The  governmentalized 
health  care  systems  of  Sweden  and  Britain 
would  be  expected  to  use  P.A.’s  to  help  en- 
sure access  to  care,  but  they  have  very  few. 

The  chief  answer  to  manpower  gaps,  it 
seems  to  me,  lies  not  in  the  creation  of  new 
branches  of  personnel,  but  in  more  efficient  and 
effective  use  of  the  traditional  branches,  such 
as  nurses.  AMA  believes  that  the  nurse  should 
have  a greater  role  in  the  physician-nurse  rela- 
tionship. 

PSRO 

When  this  legislation  was  under  considera- 
tion by  Congress,  AMA  questioned  whether  a 
government  program  of  mandatory  peer  review 
geared  in  large  part  to  cost  control  could  be 
effective  without  reducing  the  quality  of  patient 
care.  During  the  legislative  hearings  AMA  op- 
posed the  Bennett  PSRO  Bill. 

Once  the  Bill  became  law,  the  dilemma  was 
whether  AMA  should  remain  aloof,  let  the 
government  operate  the  program,  which  would 
probably  fail — (and  we’d  be  blamed) — or  to 
cooperate,  provide  all  possible  leadership  to 
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make  as  certain  as  possible  that  the  best  inter- 
ests of  the  public  and  the  profession  are  pre- 
served. Again,  if  this  failed,  too,  we’d  be 
blamed. 

The  latter  course  was  chosen. 

It  was  felt  that  if  we  defaulted,  two  alterna- 
tives presented.  One  is  that  organized  hospitals 
would  seek  to  move  into  the  breach  and  make 
us  their  subordinates  in  the  application  of  care 
standards  and  review.  The  other  alternative  was 
that  Congress  would  have  the  forces  of  bureau- 
cracy, minus  physicians,  assume  the  direct  han- 
dling of  PSRO. 

AMA’s  objectives  regarding  PSRO  are  now: 

1.  Provide  input  from  the  medical  profes- 
sion in  drafting  rules  and  regulations. 

2.  Assist  medical  associations  in  develop- 
ing PSRO’s.  Recommend  structures  and 
operating  mechanisms. 

3.  Aid  in  defining  proper  geographic 
boundaries. 

4.  Develop  operational  procedures. 

5.  Make  sure  that  norms  developed  be 
proper  from  the  medical  point  of  view 
and  recognize  regional  and  local  differ- 
ences. 

The  widespread  willingness  of  state  and 
county  medical  societies  to  sponsor  PSRO’s 
suggests  that  the  program,  as  now  constituted, 
will  succeed.  AMA  will  do  all  in  its  power  to 
see  that  suitable  checks  and  balances  are 
maintained  between  the  intent  of  the  program 
and  the  rights  of  physicians. 

National  Health  Insurance 

On  the  all  important  issue  of  national 
health  insurance  we  call  for  a solution  that  is 
realistic — fiscally  and  medically. 

It  must  be  realistic  fiscally  because  America 
has  reached  a practical  limit  on  her  tax  re- 
sources. The  people  are  weary  of  federal  pro- 
grams whose  tax  fertilizer  far  exceeds  their 
crop  of  benefits.  Medically,  any  insurance  pro- 
gram must  be  able  to  produce  what  its  fund- 
ing warrants. 

The  Kennedy  Griffiths  Bill  for  federalized 
health  insurance  calls  for  specialized  taxes  and 
general  revenues  that  total  $57  billion  per  year. 
Its  objectives  would  cost  even  more  upward 
of  $80  billion,  which  means  that  it  would  be 
under-funded  and  require  extra  transfusions  of 
taxes.  Could  the  U.S.  budget — a proposed 
$250  billion — swallow  that  dinosaur? 
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Medicredit  has  been  introduced.  As  Doctor 
Nesbitt  noted  yesterday,  this  AMA-sponsored 
bill  has  already  167  sponsors  in  the  Congress,  a 
good  beginning  and  suggestive  of  a happy  end- 
ing. 

The  nub  of  Medicredit,  and  I think  all  physi- 
cians should  spread  the  word,  is  that  it  would 
rely  on  income  tax  credits,  rather  than  sizeable 
tax  increases  to  enable  people  to  buy  full  insur- 
ance coverage. 

Medicredit  is  a three-pronged  approach  to 
health  insurance  protection: 

1.  Those  too  poor  to  buy  their  own  private 
insurance  would  have  their  premiums  paid  in 
full  by  the  government. 

2.  Those  who  can  afford  to  pay  a part  of 
their  health  insurance  cost  will  receive  govern- 
ment help.  The  less  they  can  afford  to  pay,  the 
greater  the  tax  credit,  and  the  more  the  govern- 
ment would  pay. 

3.  Coverage  against  catastrophic  illness  is 
provided. 

Medicredit  is  content  to  be  a financing 
mechanism.  It  would  do  nothing  to  alter  the 
present  responsibilities  of  the  health  providers, 
including  physicians  and  hospitals.  On  the 
other  hand,  a rival  bill  backed  by  the  Ameri- 
can Hospital  Association  would  stress  the  cre- 
ation of  Health  Care  Corporations,  comparable 
to  HMO’s  and  give  hospitals  the  upper  hand  in 
their  direction. 

There  are  many  other  trends  I have  not 
mentioned — increased  use  of  automation,  com- 
puters, data  processing  in  information  storage, 
in  medical  diagnosis  and  screening,  increased 
gravitation  toward  the  hospital  as  the  nucleus 
of  the  health  care  system,  the  union  movement, 
areawide  and  regional  facility  planning  and 
certification  of  need. 

As  all  these  trends  develop,  the  doctor  has  a 
serious  responsibility  to  evaluate,  educate  and 
work  for  passage  of  laws,  rules  and  regulations 
of  most  proven  worth  to  ensure  that  the 
changes  effected  are  those  which  are  most 
likely  to  overcome  or  lessen  those  inadequacies 
which  are  actual,  important,  and  improvable. 

It  is  the  individual  physician’s  responsibility, 
but  his  potential  for  effective  action  is  limited. 
It  is  even  more  the  responsibility  of  organized 
medicine,  and  effective  action  by  organized 
medicine  demands  the  participation  of  every 
individual  physician.  Together  we  can  do  more. 
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Due-Care 


UTILIZATION  review  has  now  become 
an  accepted  fact  of  life  by  the  medical 
profession.  Accepted,  that  is,  to  the  ex- 
tent that,  like  income  tax,  it  is  the  law! 

Most  physicians  have  at  least  heard  of 
PSRO;  some  even  have  a pretty  fair  under- 
standing of  what  it  is  all  about,  even  though 
there  have  been  no  regulations  or  guidelines 
issued  and  very  little  definitive  information 
emanating  from  Washington. 

There  are  few  physicians  indeed,  however, 
who  seem  to  understand  the  full  significance  of 
PSRO  and  the  other  sections  of  the  Social 
Security  Amendments  of  1972,  P.L.  92-603.  In 
the  opinion  of  this  writer,  this  law  will  have  a 
greater  impact  on  the  way  medicine  is  practiced 
in  this  country  than  any  piece  of  legislation 
within  memory. 

It  is  to  one  of  the  other  sections  of  P.L.  92- 
603  that  these  comments  address  themselves. 
There  is  a portion  of  that  law  which  is  now 
being  referred  to  as  the  “due-care”  provision. 

Historically,  under  the  Medicare  law,  when 
it  became  necessary  to  deny  a claim  under  Part 
A because  the  beneficiary  received  “non-cov- 
ered”  services,  the  provider  (hospital,  skilled 
nursing  facility  or  home  health  agency)  could 
look  to  the  patient  for  payment  of  the  cost  of 
the  services.  Now  this  has  been  changed! 

P.L.  92-603  states  that,  unless  the  benefici- 
ary can  reasonably  have  been  expected  to 
know  that  the  services  he  received  were  “non- 
covered”  under  the  law,  he  shall  be  “held 
harmless.” 

The  new  law  further  states  that  the  provider 
shall  be  held  liable  for  the  amount  of  the 
claim  unless  the  provider  has  given  evidence 
that  it  exercises  “due-care”  in  determining  that 
the  services  provided  Medicare  beneficiaries 


are  medically  reasonable  and  necessary  and 
covered  under  the  regulations  and  guidelines. 

What  is  the  criterion  for  exercising  “due- 
care”?  Although  the  specific  regulations  have 
not  yet  been  issued,  it  apparently  will  be  simply 
this:  the  provider  must  give  evidence  of  its 
ability  and  willingness  to  conduct  effective 
utilization  review! 

By  gaining  the  status  of  a “due-care  pro- 
vider”, the  facility  will  be  assured  that  the  vast 
majority  of  the  claims  it  submits  will  be  paid 
routinely  and  that  it  will  be  “held  harmless”  in 
the  event  a claim  must  be  denied.  Conversely, 
if  the  provider  is  unable  to  gain  this  status,  all 
claims  will  be  subjected  to  review  and  the  facil- 
ity will  be  unable  to  collect  payment  from 
Medicare  or  from  the  beneficiary  when  a claim 
is  denied. 

It  is  quite  evident  that  the  burden  of  all  of 
this  falls  directly  upon  the  medical  staff.  It  is 
no  longer  sufficient  for  a utilization  review 
committee  to  “go  through  the  motions”,  or  to 
do  the  minimum  that  can  be  gotten  by  with. 
Members  of  the  UR  committee  must  be  objec- 
tive but  fair,  tough  and  thoroughly  conversant 
with  the  rules,  regulations  and  guidelines  under 
which  the  Medicare  program  must  be  adminis- 
tered. 

It  is  not  difficult  to  appreciate  the  vital  in- 
terest Hospital  Boards  and  Administrators  will 
have  in  the  effective  performance  of  the  UR 
committee.  The  work  of  that  committee,  per- 
haps more  than  that  of  any  other  committee  of 
the  staff,  will  have  significant  bearing  on  the 
financial  stability  of  the  hospital.  In  the  interest 
of  his  patients,  as  well  as  himself,  the  physician 
should  share  that  concern. 

HBA 
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Erythema 

IN  this  issue  of  The  Journal  Doctor  Stumbo 
presents  a case  of  erythema  nodosum  re- 
lated to  oral  contraceptives1. 

This  entity,  which  has  been  around  a long 
time,  still  appears  sporadically  but  now  seems 
to  be  related  more  to  sarcoidosis  and  drug 
usage,  such  as  the  birth  control  pills  and  sul- 
fonamides. Formerly  tuberculosis  and  strepto- 
coccal infection  were  the  prime  causes.  How- 
ever, it  should  be  noted  that  most  series  list 
one-fourth  to  one-half  of  cases  as  having  no 
obvious  etiology  which  can  be  discerned. 

For  practical  purposes  it  is  always  best  to 
regard  erythema  nodosum  as  a hypersensitivity 
secondary  to  another  entity.  Among  the  causes 
are  the  following  additional  disorders:  primary 
atypical  pneumonia,  leprosy,  pertussis,  gonor- 
rhea, lymphogranuloma  venereum,  measles,  cat 
scratch  disease,  histoplasmosis,  coccidioidomy- 


Nodosum 

cosis,  trichophytosis,  chronic  ulcerative  colitis, 
syphilis,  and  reactions  to  iodides,  sulfonamides, 
bromides,  salicylic  acid,  arsphenamine  and 
phenacetin2. 

Since  many  of  the  etiologies  are  infectious 
diseases,  these  obviously  should  be  ruled  out 
as  more  severe,  persistent  cases  always  bring  up 
the  question  of  steroid  therapy.  However,  many 
cases  can  be  managed  with  bed  rest  and 
salicylates  alone  with  spontaneous  resolution. 

Charles  C.  Smith,  Jr.,  M.D. 


1.  Stumbo,  Warren  G.:  Erythema  nodosum  sec- 
ondary to  the  use  of  oral  contraceptives,  Journal  of 
KM  A 71:  1973. 

2.  Wheeler,  Clayton  E.  Jr.:  Erythemas,  Cecil-Loeb 
Textbook  of  Medicine,  W.  B.  Saunders  Co.,  Philadel- 
phia, 1971. 


AMA  Judicial  Council  Opinion:* 

Use  of  Physician’s  Name  in  Commercial  Advertising 


From  time  to  time  in  the  past,  physicians  have 
permitted  the  use  of  their  names  in  commercial 
advertisements.  It  was  not  a widespread,  frequent 
or  accepted  practice. 

At  this  time  the  Council  sees  definite  evidence  of 
a break  with  ethical  tradition.  Commercial  adver- 
tisements carrying  the  name,  photograph  and  pro- 
fessional appointments  of  physicians  are  conspicuous 
in  both  public  and  professional  periodicals. 

Regardless  of  disclaimers  and  alleged  educational 
claims  for  the  ad,  the  intent  of  using  a physician’s 
name  and  photograph  in  an  advertisement  is  simply 
to  draw  attention  to  the  ad.  The  physician  who 
permits  his  name  and  photograph  to  be  so  used  is 
permitting  himself  and  his  profession  to  be  exploited. 

The  Judicial  Council  has  previously  stated  that  it 
is  demeaning  to  the  medical  profession  for  the 
physician  to  permit  the  use  of  his  name  and  pro- 
fessional status  in  the  promotion  of  commercial  en- 
terprises. Out  of  respect  for  his  profession,  a 
physician  should  not  allow  his  name  or  the 
prestige  of  his  professional  status  as  a physician  to 
be  used  in  the  promotion  of  commercial  enterprises. 

To  the  extent  that  the  facts  of  a particular  case 
indicate  that  the  honor  and  dignity  of  the  profession 


* Adopted  by  the  AMA  Judicial  Council,  April 
28,  1973. 


are  denigrated  then  charges  of  conduct  contrary  to 
Section  4 of  the  Principles  of  Medical  Ethics  should 
be  brought  before  and  fully  reviewed  by  the  ethics 
committee  of  the  physician’s  component  medical 
society. 

Circumstances  will  suggest  and  facts  disclose 
whether  some  consideration  of  value  was  given  the 
physician  for  the  use  of  his  name  and  photograph 
by  the  advertiser.  Circumstances  will  indicate  the 
purpose  of  the  advertisement. 

In  view  of  the  proliferation  of  advertising  of  this 
nature,  the  Judicial  Council  reaffirms  its  opinion: 

It  is  demeaning  to  the  medical  profession  for  a 
physician  to  permit  the  use  of  his  name  and 
professional  status  in  the  promotion  of  commercial 
enterprises.  A physician  may  freely  engage  in 
business  ventures  outside  the  practice  of  medicine. 
However,  out  of  respect  for  his  profession,  he 
should  not  allow  his  name  or  the  prestige  of  his 
professional  status  as  a physician  to  be  used  in 
the  promotion  of  commercial  enterprises. 

In  conclusion,  the  Council  condemns  as  unethical, 
the  action  of  the  physician  who  is  found  to  place 
personal,  selfish,  financial  or  venal  interests  ahead 
of  the  high  ideals  of  the  medical  profession.  The 
Council  wishes  to  call  this  reaffirmation  of  its 
opinion  to  the  attention  of  all  physicians  and  to  all 
ethical  medical  publications. 
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ORGANIZATION  SECTION 


Out-of-State  Guest  Speakers  to  Participate  on  Scientific  Program 
With  Kentucky  Physicians  at  KMA  Annual  Meeting,  Sept.  18-20 


Participating  with  Kentucky  physicians  in  the 
scientific  program  of  the  1973  KMA  Annual  Meeting 
will  be  well-known  medical  authorities  from  across 
the  nation.  The  four  general  sessions  will  highlight 
this  year’s  meeting,  which  will  take  place  September 
18-20  at  the  Ramada  Inn/Bluegrass  Convention 
Center  in  Louisville. 

Panel  discussions  and  scientific  presentations  will 
revolve  around  the  themes  of  Critical  Care  Medicine, 
Pollution,  Renal  Problems  and  Sex  and  Its  Con- 
sequences. Four  participants  dealing  with  the  latter 
theme  on  the  Thursday  morning  program  will  be 
Robert  C.  Long,  M.D.,  Louisville;  James  W.  Curran, 
M.D.,  Memphis;  Paul  J.  Fink,  M.D.,  Norfolk,  Va., 
and  Reynold  J.  M.  Gold,  M.B.Chir.,  Montreal. 


Doctor  Long  Doctor  Curran 

In  addition  to  the  scientific  program,  the  annual 
session  will  include  the  meetings  of  16  specialty 
groups,  two  sessions  of  the  KMA  House  of  Dele- 
gates, the  annual  convention  of  the  Woman’s 
Auxiliary  to  KMA,  an  Orientation  Program  for  new 
members,  more  than  75  scientific  and  technical  ex- 
hibits, University  of  Louisville  Alumni  Reunions  and 
the  annual  KEMPAC  Seminar. 

Doctor  Long,  active  in  the  affairs  of  organized 
medicine,  has  served  as  KMA  Delegate  to  the  AMA, 
AMA  Trustee  and  is  now  Chairman  of  the  KMA 
Committee  on  Health  Care  of  the  Poor.  Speaking 
September  20  on  the  subject  “Common  Sexual  Prob- 
lems and  Their  Management,”  Doctor  Long  is  Chair- 
man of  the  Division  of  Human  Sexuality  and  As- 
sociate Professor  in  the  Department  of  Obstetrics 
and  Gynecology  at  the  University  of  Louisville 
School  of  Medicine. 

Speaking  on  “Diagnosis  of  Gonorrhea  in  the 
Female”  is  Doctor  Curran,  Research  Instructor  and 
Medical  Director  of  the  Gonorrhea  Complications 
Study,  Department  of  Preventive  Medicine  at  the 


Doctor  Fink 


University  of  Tennessee.  Doctor  Curran  is  also  Clini- 
cal Research  Investigator  for  the  Venereal  Disease 
Branch  of  the  Center  for  Disease  Control  in  Atlanta. 
A 1970  graduate  of  the  University  of  Michigan,  he 
is  a member  of  the  American  Venereal  Disease 
Association. 

Doctor  Fink,  Chairman  of  the  Department  of 
Psychiatry  and  Behavioral  Sciences  at  Eastern  Vir- 
ginia Medical  School,  will  be  speaking  on  “Sex 
Counseling.”  A guest  of  the  Kentucky  Academy  of 
Family  Physicians,  Doctor  Fink  is  also  Medical  Di- 
rector of  the  Norfolk  Community  Mental  Health 
Center.  A member  of  numerous  psychiatric  associa- 
tions, Doctor  Fink  serves  on  the  editorial  board  of 
Annals  of  Adolescent  Psychiatry. 

A native  of  England,  Doctor  Gold  will  handle 
the  topic  “Sex-Linked  Genetic  Disorders”  on  the 
Thursday  morning  program.  Assistant  Professor  of 
Human  Genetics  at  McGill  University  in  Montreal, 
Doctor  Gold  is  also  a lecturer  in  Pediatrics  at  Mc- 
Gill. A Fellow  of  the  U.S.  National  Genetics  Foun- 
dation, he  has  written  a great  deal  on  genetic 
screening. 

This  year’s  scientific  program  has  been  fully  ac- 
credited by  the  American  Medical  Association  for 
postgraduate  continuing  medical  education.  Closed 
circuit  color  television  broadcasts  of  all  scientific 
programs  will  be  provided  to  each  room  at  the 
Ramada  Inn  from  5 p.m.  to  1 a.m.  This  service 
is  provided  by  AMA. 

Harold  L.  Bushey,  M.D.,  Barbourville,  KMA  Trustee 
from  the  15th  District,  was  presented  the  “Out- 
standing Citizen  Award”  during  the  annual  Knox 
County  Chamber  of  Commerce  dinner  on  May  18. 
Specializing  in  internal  medicine.  Doctor  Bushey  is 
a member  of  the  Cumberland  Valley  Comprehensive 
Health  Planning  Council. 


Doctor  Gold 
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1973  Scientific  Program  Outline 
Released  for  Annual  Meeting 

The  following  preliminary  scientific  program  for 
the  1973  KM  A Annual  Meeting  has  been  released 
by  Lee  C.  Hess,  M.D.,  Florence,  KMA  President. 
The  program  will  be  presented  at  the  Bluegrass  Con- 
vention Center  in  Louisville. 

Each  half-day  session  of  the  three-day  program 
will  feature  a 30-minute  intermission  in  order  that 
physicians  may  visit  the  scientific  and  technical 
exhibits. 

TUESDAY,  SEPTEMBER  18 
Morning  Session 
THEME:  “Critical  Care  Medicine” 

Opening  Ceremonies 

“Battered  Child  Syndrome” — Ray  E.  Heifer,  M.D., 
East  Lansing,  Mich. 

“ Laboratory  Utilization  Patterns  in  Critical  Care 
Medicine” — Hubert  J.  Van  Peenen,  M.D.,  Hous- 
ton, Tex. 

"Critical  Care  Medicine — Its  Evolution  and  Present 
Status”— Don  M.  Benson,  M.D.,  Pittsburgh,  Pa. 
“Technical  Approach  to  the  Acute  Abdomen” — 
Roscoe  E.  Miller,  M.D.,  Indianapolis,  Ind. 

Afternoon  Session 

Nine  of  the  16  participating  specialty  groups  will 
meet  simultaneously  at  2:00  p.m.  No  general  scien- 
tific session  will  be  held  at  that  time. 

WEDNESDAY,  SEPTEMBER  19 
Morning  Session 
THEME:  “Pollution” 

“Noise  Pollution — Cause  and  Effect” — Walter  H. 

Maloney,  M.D.,  Cleveland,  Ohio 
“Pollution  of  the  Oral  Environment” — Kenneth  D. 

Snawder,  D.M.D.,  Louisville 
“The  Impact  on  Changing  Pesticide  Usage  on  the 
Medical  Community” — Anne  R.  Yobs,  M.D., 
Chamblee,  Ga. 

“Air  Pollution  in  Relation  to  Morbidity  and  Mor- 
tality”— Bertram  W.  Carnow,  M.D.,  Chicago,  111. 
“Pollution  and  Contamination — Some  Effects  on  the 
Skin” — James  L.  Pipkin,  M.D.,  San  Antonio, 
Tex. 

Afternoon  Session 
THEME:  “Renal  Problems” 

“Dialysis” — Eli  Friedman,  M.D.,  Brooklyn,  N.Y. 
“Operable  Cancer  of  the  Prostate” — Lester  Persky, 
M.D.,  Cleveland,  Ohio 

“Bladder  Cancer  of  Industrial  Etiology” — Lloyd  B. 

Tepper,  M.D.,  Rockville,  Md. 

“On  the  Pathogenesis  of  Uremia” — Neal  S.  Bricker, 
M.D.,  Bronx,  N.Y. 


THURSDAY,  SEPTEMBER  20 
Morning  Session 

THEME:  “Sex  and  Its  Consequences” 

“Determinants  of  Sexual  Behavior” — Charles  W. 
Lloyd,  M.D.,  Hershey,  Pa. 

“Common  Sexual  Problems  and  Their  Management” 
— Robert  C.  Long,  M.D.,  Louisville 
“ Diagnosis  of  Gonorrhea  in  the  Female” — James  W. 

Curran,  M.D.,  Memphis,  Tenn. 

“Sex  Counseling” — Paul  J.  Fink,  M.D.,  Norfolk,  Va. 
“Sex-Linked  Genetic  Disorders" — Reynold  J.  M.  Gold, 
M.B.Chir.,  Montreal,  Quebec 

Afternoon  Session 

The  remaining  seven  specialty  groups  will  meet 
at  2:00  p.m.  There  is  no  general  session  scheduled 
for  the  afternoon. 

U.S.P.  Director  to  Speak 
At  President’s  Luncheon 

This  year’s  President’s  Luncheon  will  feature  Rob- 
ert H.  Henry.  Director  of  Professional  Affairs  of  the 
United  States  Pharmaco- 
peial  Convention,  Inc.,  as 
guest  speaker.  The  Lunch- 
eon, to  be  held  in  Belle 
Hall  at  the  Bluegrass  Con- 
vention Center,  Wednes- 
day, September  19  at  11:50 
a.m.,  will  also  include  the 
installation  of  the  new 
KMA  President  and  award 
presentations. 

Henry,  whose  topic  for 
the  Luncheon  address  is 
“The  U.S.P  — Give  It  to 
the  Elephants,”  joined  the  U.S.P.  in  March,  1971. 
His  responsibility  includes  coordinating  the  work  of 
the  U.S.P.  with  pharmacy  and  medicine,  Boards  of 
Pharmacy,  regulatory  agencies,  medical  and  pharmacy 
schools  and  governmental  agencies. 

Entertaining,  as  well  as  informative,  Henry  has 
spoken  to  medical  and  pharmacy  groups  across  the 
nation.  He  effectively  uses  humor  to  take  a hard 
look  at  some  of  the  towering  problems  that  face  the 
medical  professions. 

Lee  C.  Hess,  M.D.,  Florence,  KMA  President, 
urges  all  members  and  their  wives  to  attend  the 
President’s  Luncheon  and  hear  this  interesting  speaker. 

Digest  of  Proceedings, 

Board  of  Trustees 
May  16,  1973 

The  fourth  session  of  the  Kentucky  Medical  As- 
sociation Board  of  Trustees  was  held  on  May  16, 
1973,  at  the  Headquarters  Building  in  Louisville.  The 
Board  appointed  an  ad  hoc  committee  to  study  the 
Supreme  Court  abortion  decision  as  it  relates  to 
current  KMA  policy  and  unanimously  reaffirmed 


Mr.  Henry 
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support  of  the  Medicredit  legislation  with  new  addi- 
tions that  have  been  made  to  the  original  Medicredit 
bill. 

Following  this,  the  KMA  Board  of  Trustees  held  a 
joint  meeting  with  the  Board  of  Directors  of  the  Ken- 
tucky Foundation  for  Medical  Care.  The  main  discus- 
sion of  this  meeting  centered  around  adoption  of  a 
policy  statement  with  regard  to  Professional  Stand- 
ards Review  Organization  (PSRO)  area  designations 
and  structures.  David  A.  Hull,  M.D.,  President  of  the 
Foundation,  explained  to  all  members  and  guests  rep- 
resenting various  health  agencies  that  it  was  the  inten- 
tion of  the  Foundation  to  ask  that  Kentucky  be  made 
a single  PSRO  area.  In  attendance  also  were  official 
representatives  of  allied  organizations,  third  party 
carriers  and  governmental  medical  programs. 

Following  a lengthy  discussion  on  all  of  the  prob- 
lems involved,  the  group  agreed  that  it  would  be  best 
for  Kentucky  to  have  only  one  PSRO  area. 

It  was  announced  that  the  next  regularly  scheduled 
meeting  of  the  KMA  Board  of  Trustees  would  be 
held  in  August. 

Group  Travel  Accident  Policy 
Purchased  By  KMA 

On  June  1,  1973,  KMA  purchased  a group  travel 
accident  policy  for  KMA  Officers,  KMA  Trustees, 
KMA  Alternate  Trustees,  AMA  Delegates  and  Alter- 
nate Delegates,  KMA  Delegates,  KMA  committee 
members  and  KMA  staff  members,  which  provides 
coverage  when  traveling  on  Association  business.  The 
policy  is  with  the  Lumbermens  Mutual  Casualty 
Company  and  covers  457  KMA  members  and  20  staff 
members  up  to  age  70. 

The  policy  was  purchased  after  the  KMA  Business 
Management  and  Services  Committee,  at  the  request 
of  the  KMA  Executive  Committee,  reviewed  plans  in 
effect  for  several  other  state  medical  associations  and 
received  both  oral  and  written  proposals  from  a num- 
ber of  competitive  companies. 

The  plan  with  Lumbermens  Mutual  was  obtained 
at  an  approximate  cost  of  one  dollar  per  year  per 
person  covered.  It  provides  for  an  individual  coverage 
for  accidental  death  and  dismemberment  of  $50,000 
with  an  aggregate  limitation  of  liability  of  $300,000. 
The  Association  is  to  maintain  a list  of  covered  indi- 
viduals providing  the  insurance  company  annually 
with  the  correct  number  of  individuals  covered. 

Correctional  Facilities  Council 
Appointed  by  Governor 

Governor  Wendell  H.  Ford  has  named  four  physi- 
cians and  two  dentists  to  two-year  terms  on  the  Ad- 
visory Council  on  Medical  and  Dental  Facilities  for 
Kentucky’s  correctional  institutions. 

Carl  Cooper,  M.D.,  Bedford;  William  Keller,  M.D., 
Louisville,  Delmas  Clardy,  M.D.,  Hopkinsville,  and 
William  Moses,  M.D.,  Louisville,  were  physician  ap- 
pointments to  this  newly  established  council.  Dentists 
named  to  serve  were  Ballard  Jolly,  D.M.D.,  Cadiz 
and  Karl  Lange,  D.M.D.,  Lexington. 


Paul  J.  Sides,  M.D.,  Lancaster,  Chairman  of  the  KAFP 
Awards  Committee  (right),  presents  the  “Citizen  Doctor 
of  the  Year”  Award  to  Roy  G.  Wilson,  M.D.,  Campbells- 
ville  (left).  The  award  presentation  was  made  during  the 
recent  annual  meeting  of  the  Kentucky  Academy  of  Family 
Physicians  held  May  9-12  in  Louisville.  Robert  M.  Blake, 
M.D.,  Maysville,  was  named  President-Elect  and  John  W. 
Ambach,  M.D.,  Louisville,  assumed  the  Presidency. 

U.L.  Newborn  Symposium 
To  Be  Held  Nov.  8-9 

The  Seventh  Annual  Newborn  Symposium,  spon- 
sored by  the  Department  of  Pediatrics  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  will  be 
held  November  8-9  at  the  School’s  Health  Sciences 
Center  Auditorium. 

Participants  for  the  two-day  event  which  will  deal 
with  the  management  and  outcome  of  congenital 
defects  will  be  William  Edwards,  M.D.,  Edwin 
Fischer,  M.D.,  Melvin  Grumbach,  M.D.,  J.  Alex 
Haller,  M.D.,  C.  Charlton  Mabry,  M.D.,  Judson 
Randolph,  M.D.  and  Leonard  Reisman,  M.D.  Mem- 
bers of  the  U of  L Department  of  Pediatrics  will 
participate  in  the  program. 

Doctor  Grumbach  will  deliver  the  1973  Ninth 
Annual  Louisville  Pediatric  Lecture  on  November  7. 
For  further  information  write:  Billy  F.  Andrews, 
M.D.,  226  East  Chestnut  Street,  Louisville,  Kentucky 
40202. 

Primary  Aldosteronism 

(Continued  from  Page  448) 

hypertension.  Recognizing  that  the  rare  patient 
with  normokalemic  primary  aldosteronism 
may  not  be  detected,  from  a practical  point 
of  view  the  single  most  important  screening 
procedure  is  the  measurement  of  plasma 
potassium  concentration  at  a time  when  the 
patient  is  consuming  a high  sodium  intake  and 
not  on  diuretic  therapy.  The  finding  of  hypo- 
kalemia in  this  setting  merits  complete  evalua- 
tion for  primary  aldosteronism. 

Theodore  A.  Kotchen,  M.D. 
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/hen  parenteral  analgesia 
; no  longer  required, 
mpirin  Compound  with 
odeine  usually  provides  the 
alief  needed. 


mpirin  Compound  with 
:odeine  is  effective  for 
isceral  as  well  as  soft  tissue 
■ain — provides  an  antitussive 
>onus  in  addition  to  its 
irompt,  predictable 
malgesia. 

prescribing  convenience: 

IE  up  to  5 refills  in  6 months, 
ityour  discretion  (unless 
estricted  by  state  law);  by 
elephone  order  in  many  states. 


(mpirin  Compound  with 
Codeine  No.  3,  codeine 
)hosphate*  32.4  mg.  (gr.  V2); 
to.  4,  codeine  phosphate* 
54.8  mg.  (gr.  l).*Warning— 
nay  be  habit-forming.  Each 
ablet  also  contains:  aspirin 
;r.  3V2,  phenacetin  gr.  2V!?, 
:affeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Healing  nicely, 
but  it  still 


EMPIRIN 


COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


“Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^you  need  in  an 
anticholinergic. 


Pro-Banthlne  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid"  action — Pro-Banthlne®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthlne  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic"  action — Pro-Banthlne  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool” — Pro-Banthlne  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthlne  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthlne® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthlne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient’s 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A.— Each  tablet  of  Pro-BanthTne  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
BanthTne  15  mg.  should  be  observed. 

How  Supplied:  Pro-BanthTne  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthlne®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 


SEARLE  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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Pro-Banthine 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  mTER  OUT 
IN  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION  * 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently —both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


»BI®  phenformin  HCI 
ablets  of  25  mg. 

>BI-TD*  phenformin  HCI 
imed-Disintegration 
capsules  of  50  and  100  mg. 

Td/caf/ons:  Stable  adult  diabetes  mellitus;  sulfonyl- 


rea  failures,  primary  and  secondary;  adjunct  to 
isulin  therapy  of  unstable  diabetes  mellitus. 
ontraindications:  Diabetes  mellitus  that  can  be 


egulated  by  diet  alone;  juvenile  diabetes  mellitus 
hat  is  uncomplicated  and  well  regulated  on  in- 
ulin;  acute  complications  of  diabetes  mellitus 
metabolic  acidosis,  coma,  infection,  gangrene); 
luring  or  immediately  after  surgery  where  insulin 
3 indispensable;  severe  hepatic  disease;  renal  dis- 
use with  uremia;  cardiovascular  collapse  (shock); 
fter  disease  states  associated  with  hypoxemia 
Warnings:  Use  during  pregnancy  is  to  be  avoided 


Precautions:  1 . Starvation  Ketosis:  This  must  be 


lifferentiated  from  "insulin  lack"  ketosis  and  is 
:haracterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2 Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable.  If  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes.  pH,  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn  Although  rare,  urticaria  has  been  re- 
ported, as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake.  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosage,  p lease 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals  2 

Division  of  CIBA-GEIGY  Corporation  ^ 

Ardsley.  New  York  10502  ° 


medication  for  sleep 

be  expected  to 

provide?  # 

Ma  r-r  ^ -v  V 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor 
sleeping  habits;  and  in  acute  or  chronic 
medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administra- 
tion is  generally  not  necessary  or 


recommended. 

Contraindications:  Known  hypersensi- 
tivity to  flurazepam  HCI. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  Caution  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (eg  , operating 
machinery,  driving).  Use  in  women  who 
are  or  may  become  pregnant  only  when 
potential  benefits  have  been  weighed 
against  possible  hazards.  Not  recom- 
mended for  use  in  persons  under  15  years 


of  age.  Though  physical  and  psychologic.: 
dependence  have  not  been  reported  on  i 
recommended  doses,  use  caution  in  ad 
ministering  to  addiction-prone  individu.i 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated 
initial  dosage  should  be  limited  to  15  ma  j 
to  preclude  oversedation,  dizziness  and) 
or  ataxia.  If  combined  with  other  drugs 
having  hypnotic  or  CNS-depressant 
effects,  consider  potential  additive  effect 
Employ  usual  precautions  in  patients 
who  are  severely  depressed,  or  with 


for  7 to  8 hours  without  need  to  repeat 
dosage  during  the  night 

No  sleep  medication  has  been  as  rigorously  evaluated  in  the  sleep  research 
laboratory  as  Dalmane.  Insomnia  patients  given  one  30-mg  capsule  of  Dalmane 
at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewe'r  nighttime 
awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours 
with  no  need  to  repeat  dosage  during  the  night. 


with  consistency 

Dalmane  has  been  shown  to  be  consistently  effective  even  duripg  consecutive 
nights  of  administration.  Thus  there  is  little  likelihood  for  the  need  to  increase 
dosage  to  maintain  therapeutic  effect. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a benzo- 
diazepine specifically  indicated  for  insomnia.  It  is  not  a barbiturate  or  metha- 
qualone,  nor  is  it  related  chemically  to  any  other  available  hypnotic. 


with  relative  safety 

Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalmane;  no 
depression  of  cardiac  or  respiratory  function  was  noted  in  patients  administered 
recommended  or  higher  doses  for  as  long  as  90  consecutive  nights.  Dalmane  is 
generally  well  tolerated  and  morning  “hang-over”  is  relatively  infrequent. 
Dizziness,  drowsiness,  lightheadedness  and  the  like  have  been  the  side  effects 
noted  most  frequently,  particularly  in  elderly  and  debilitated  patients.  (An 
initial  dose  of  Dalmane  15  mg  should  be  prescribed  for  these  patients.) 
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DALMANE 

(flurazepam  HCI) 

When  restful  sleep  is  indicated 

One  30-mg  capsule  h.s.— usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.— initial  dosage  for  elderly 
or  debilitated  patients. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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it  depression  or  suicidal  tendencies, 
odic  blood  counts  and  liver  and  kid- 
function  tests  are  advised  during 
:ated  therapy.  Observe  usual  precau- 
5 in  presence  of  impaired  renal  or 
ttic  function. 

Jrse  Reactions:  Dizziness,  drowsi- 
..  lightheadedness,  staggering,  ataxia 
falling  have  occurred,  particularly 
derly  or  debilitated  patients.  Severe 
it  ion . lethargy,  disorientation  and 
a.  probably  indicative  of  drug  intoler,- 
: or  overdosage,  have  been  reported. 


Also  reported  were  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervous- 
ness. talkativeness,  apprehension,  irri- 
tability, weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints.There  have  also  been  rare  occur- 
rences of  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  sa  I i vat  ion,  anorexia, 
euphoria,  depression,  slurred  speech, 


confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  eg.,  excitement. 
Stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  bene- 
ficial effect.  Adults:  30  mg  usual  dosage: 
15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg 
initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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When  the  pharmacist  recom- 
mends that  a drug  product  other  than 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inter- 
ests of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  neces- 
sary for  the  prescriber  to  know  that 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  or 
demur.  Without  that  opportunity,  the 
unilateral  decision  of  the  pharmacist, 
made  in  the  absence  of  clinical  knowl- 
edge of  the  patient,  could  expose  him 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  between 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  nothing 
in  the  pro-substitution  argument  that 
offsets  these  risks. 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


‘‘Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  former 
AMA  Chief  Executive  F.  J.  L.  Blasin- 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated  in- 
crease in  Blue  Shield  rates,  Dr.  Blas- 
ingame’s  newsletter  had  this  to  say: 

“In  general,  it  can  be  said,  MD’s 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  their 
patients... 

“True,  an  MD’s  training  is  pri- 
marily scientific,  but  in  the  real  world 
of  practice,  all  of  his  scientific  deci- 
sions have  a price  tag,  or  an  economic 
impact.  The  economics  of  health  care  ( 
beckon  the  practitioner’s  attention. 
Concern  for  economics  of  medicine 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowledge 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degree, 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  need 
expert  knowledge  of  no  more  than  25 
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should  be  an  obligation  of  medical 
; practice... 

"Medical  societies  ought  to  con- 
duct continuing  campaigns  to  point 
out  the  substantial  savings  that  could 
be  realized  thru  deductible  insurance 
and  protection  for  catastrophic  ill- 
ness. At  the  very  least,  they  should,  in 
the  patients’  interest,  question  the 
tactics  of  any  insurance  organization 
that  raises  health  care  costs  by  forc- 
ing policyholders  to  buy  insurance 
they  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
ent to  the  economic  consequences  of 
their  decisions.  Too  many,  for  ex- 
ample, habitually  hospitalize  patients 
for  the  convenience  of  the  MD.  It’s 
nonsense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
cieties, have  unhesitatingly  appealed 
to  their  patients  for  support  in  the 
fight  against  government  interference 
with  the  private  practice  of  medicine. 
And  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
ical Association  and  state  and  local 
medical  societies  paid  off  the  debt  by 
decisive  action  to  hold  down  the  cost 
of  medical  care.” 

Cost  of  Drugs 

Insurance  rates  and  hospital 
charges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


or  30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
his  practice.  Moreover,  the  physi- 
cian’s choice  of  a specific  brand  is 
based  on  his  knowledge  of  the  pa- 
tient’s medical  history  and  current 
: condition,  and  his  experiences  with 
the  particular  manufacturer’s 
product. 

Some  substitution  proponents 
have  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
transaction  between  the  pharmacist 
and  the  patient,  and  that  a substitut- 
ing pharmacist  may  avoid  even  a 
technical  breach  of  contract  by  simply 
i notifying  the  patient  that  he  is  making 
the  substitution.  I would  judge  that 
few  courts  would  be  sympathetic 
toward  a pharmacist  who  substituted 
without  physician  approval  and  who 
undertook  a legal  defense  that  seeks 
to  make  the  patient  responsible  for 
the  pharmacist’s  actions. 

Reduced  Prescription  Prices? 

Substitution  advocates  are 
suggesting  to  the  consumer,  and  par- 
ticularly the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
; substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  “corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  115 5 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 
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In  these  illustrations  of  tissue 
from  a patient  with  acute  cystitis, 
you  can  seethe  swollen  and  in- 
flamed mucosa  of  the  ureteral  ori- 
fice (50X),  a fibrin  strand  (300X), 
and  a whitish  exudate  composed  of 
polymorphonuclear  leukocytes 
(1000X  and  3000X).  The  photo- 
graphs were  taken  with  the  scanning 
electron  microscope  (SEM)  by  Dr. 
Shirley  Siew,  Associate  Professor  of 
Pathology  at  the  University  of  Pitts- 
burgh School  of  Medicine.  They 
come  from  the  clinical  exhibit  “Scan- 
ning Electron  Microscopy  of  Urinary 
Tract  Infection,”  which  won  first 
prize  in  Clinical  Research  at  the 
May  1972  meeting  of  the  American 
Urological  Association. 

The  scanning  electron  micro- 
scope promises  to  be  extremely  use- 
ful in  its  investigation  of  human 
pathology.  In  time,  examination  of 
tissue  with  the  SEM  is  likely  to  play 
a significant  role  in  the  diagnosis  of 
urinary  tract  infection. 
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Kaye,  D.:  Clin.  Pharmacol.  Ther.,  12:525, 
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I:( 3)  47,  1967.  4.  Holloway,  W.  J.;  Furlong, 
J.  H.,  and  Scott,  E.  G.:  J.  Urol.,  102: 249, 
1969.  5.  House,  T.  E.,  et  at.:  Obstet.  Gyne- 
col., 34: 670,  1969.  6.  Lampe,  W.  T.:  J.  Am. 
Geriatr.  Soc.,  16: 798,  1968.  7.  Moffat,  N.  A., 
and  Wenzel,  F.  J.:  Curr.  Ther.  Res.,  13: 286, 
1971.  8.  Normand,  I.  C.  S.:  Practitioner, 

204: 91,  1970.  9.  Pryles,  C.  V.:  Med.  Clin. 
North  Am.,  54:1077,  1970.  10.  Seneca,  H.; 
Peer,  P.,  and  Warren,  B.:  J.  Urol.,  99:337, 
1968. 11.  Trafton,  H.  M.,  and  Lind,  H.  E.: 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Nonobstructed  urinary  tract 
infections  (mainly  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms. 

IMPORTANT  NOTE:  In  vitro  sensitivity 
tests  not  always  reliable;  must  be  coordi- 
nated with  bacteriological  and  clinical 
response.  Add  aminobenzoic  acid  to 
follow-up  culture  media.  Increasing 
frequency  of  resistant  organisms  limits 
usefulness  of  antibacterial  agents, 
especially  in  chronic  and  recurrent 
urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/ 100  ml; 


A note  on  the  photography: 

These  photographs  were  made  by  the  s ; 
ning  electron  microscope,  which,  liket  ., 
transmission  electron  microscope,  oper 
on  the  basic  principle  of  exposure  of  ti: 
to  a beam  of  electrons  in  a vacuum.  Wi  ;■ 
the  SEM,  electrons  bombard  the  surfac  .. 
of  tissue  which  has  been  given  a fine  c<  j 
ing  of  gold.  The  electrons  reflect  off  th< 
tissue  onto  a television  screen,  and  the  : 
resulting  photograph  shows  a three-dir 
sional  effect.  The  tissue  sections  need 
be  ultrathin,  so  there  is  a minimum  of  1{l 
handling  and  distortion.  3 

Just  as  much  an  instrumei 
of  progress  and  just  as  helpful  in 
way  has  been  Gantrisin  (sulfisox;  : 
zole)  Roche,  developed  and  intro  . 
duced  a generation  ago.  Howevei  ■ 
there’s  been  no  generation  gap  o'  : 
its  continuing  usefulness.  In  fact 
Gantrisin,  with  so  many  years  of 
clinical  experience  behind  it,  is 
still  one  of  the  most  valuable  drui 
we  have  for  the  treatment  of  non- 
obstructed cystitis,  pyelitis  or  py 
lonephritis  due  to  susceptible 
organisms  such  as  E.  coli.  Specif 
cally,  Gantrisin  provides  your  pat 
with  certain  important  therapeul 
advantages: 


measure  levels  as  variations  may  oc 
Contraindications:  Hypersensitivity 
sulfonamides;  infants  less  than  2 w 
months  of  age;  pregnancy  at  term  a 
during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  ( 
lished.  Do  not  use  for  Group  A beta- 
lytic  streptococcal  infections,  as  set 
(rheumatic  fever,  glomerulonephrit 
are  not  prevented.  Deaths  reported 
hypersensitivity  reactions,  agranulc 
tosis,  aplastic  anemia  and  other  bio 
dyscrasias.  Sore  throat,  fever,  pallo 
purpura  or  jaundice  may  be  early  ir 
cations  of  serious  blood  disorders.  ( 
and  urinalysis  with  careful  microso 


icute  cystitis: 


Treatment 


h urinary  levels  As  a urinary  anti- 
5 terial,  Gantrisin  (sulfisoxazole) 

;rs  your  patients  important  ad- 
tages.  Therapeutic  urinary  and 
;ma  concentrations  are  usually 
:hed  in  from  2 to  3 hours  and  can 
maintained  on  the  recommended 
8 Gm  / day  dosage  schedule  that’s 
venient  for  almost  all  patients, 
erally  good  tolerance  Gantrisin 
ses  relatively  few  undesirable 
:tions,  and  serious  toxic  reac- 
s are  rare.  Minor  reactions  are 
iparatively  infrequent,  but  may 
ude  nausea,  headache  and  vomit- 
Hence,  Gantrisin  may  usually 
jjiven  even  for  extended  periods 
:n  treating  chronic  or  recurrent 
obstructed  cystitis,  pyelitis  or 
lonephritisduetof.  coli and 
sr  susceptible  organisms.  (See 
ortant  Note  in  summary  of  prod- 
I 


uct  information.)  Complete  blood 
counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be 
performed  frequently, 
high  solubility  Gantrisin  (sulfisox- 
azole) Roche  is  one  of  the  most 
solubleof  all  sulfonamides,  with  both 
free  and  acetylated  forms  highly 
soluble  in  the  commonly  encoun- 
tered urinary  pH  range  of  5. 5 to  6.5. 
Urine  levels  have  been  detected  in 


60  minutes;  therapeutic  levels  are 
usually  reached  in  from  2 to  3 hours. 
About  90%  of  a single  dose  is  ex- 
creted in  24  to  48  hours.  As  with  all 
sulfonamides,  adequate  fluid  intake 
must  be  maintained, 
economy  Average  cost  of  therapy  is 
still  only  about  6V2C  per  tablet, 
total  therapy:  14  days  Recent  evi- 
dence in  the  medical  literature 
suggests  that  therapy  in  acute  non- 
obstructed  urinary  tract  infections 
should  be  continued  for  10  to  14 
days  even  if  patients  become  asymp- 
tomatic in  2 or  3 days,  as  they  often 
do.1'11  However,  one  investigator, 
evaluatinga  5-year  study  of  sulfi- 
soxazole used  to  treat  urinary  tract 
infection  in  368  girls,  found  no 
advantage  in  continuing  therapy 
more  than  two  weeks  for  a first 
infection.12 


For  acute,  chronic  or  recurrent  nonobstructed  cystitis,  pyelitis, 
or  pyelonephritis  due  to  susceptible  organisms... 


sulfisoxazole/Roche 


Usual  adult  dosage:  4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


lination  should  be  performed  fre* 
I'tly. 

nautions:  Use  cautiously  in  patients 
• impaired  renal  or  hepatic  function, 
fire  allergy  or  bronchial  asthma, 
lolysis,  frequently  dose-related,  may 
fir  in  glucose-6-phosphate  dehydro- 
ii  se-def icient  patients.  Maintain 

I uate  fluid  intake  to  prevent  crystal- 

II  and  stone  formation. 

d'rse  Reactions:  Blood  dyscrasias: 
fcnulocytosis,  aplastic  anemia,  throm- 
0 topenia,  leukopenia,  hemolytic  ane- 
ii  purpura,  hypoprothrombinemia  and 
(jiemoglobinemia;  Allergic  reactions: 

Iiema  multiforme  (Stevens-Johnson 


syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myo- 
carditis; Gastrointestinal  reactions:  Nau- 
sea, emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stoma- 
titis; C.N.S.  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia;  Miscellaneous  reactions: 
Drug  fever,  chills  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred.  Due 


to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thia- 
zides) and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of 
goiter  production,  diuresis  and  hypogly- 
cemia as  well  as  thyroid  malignancies  in 
rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may 
exist. 

Supplied:  Tablets  containing  0.5  Gm 
sulfisoxazole. 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

JULY 

12-13  Regional  Seminar,  Kentucky  Academy  of 
Family  Physicians,  Lake  Barkley  State  Park, 
Cadiz 

SEPTEMBER 

18-20  KMA  ANNUAL  MEETING,  Ramada  Inn/ 
Bluegrass  Convention  Center,  Louisville 
21-22  Postgraduate  seminar*,  “Nephrology  for  the 
Practicing  Physician,”  University  of  Kentucky 
Medical  Center,  Lexington.  Registration  fee: 
$40.  Seven  hours  of  AAFP  credit. 

OCTOBER 

1-3  Scientific  program*,  “Changing  Concepts  and 
Methods  in  the  Practice  of  Cardiology,”  Uni- 
versity of  Kentucky  Medical  Center,  Lexing- 
ton, sponsored  by  U.K.  College  of  Medicine 
and  Indiana  University  School  of  Medicine. 
Registration  fee:  $100  (for  members  of  the 
American  College  of  Cardiology)  $125  (for 
non-members). 

7- 13  Family  Medicine  Review  Program*,  Univer- 

sity of  Kentucky  Medical  Center,  Lexington. 
Registration  fee:  $185.  AAFP  credit  has  been 
requested  for  54  hours. 

NOVEMBER 

Ninth  Annual  Louisville  Pediatric  Lecture,  by 
Melvin  Grumbach,  M.D.,  University  of 
Louisville  School  of  Medicine,  Health 
Sciences  Center  Auditorium,  Louisville 

8- 9  Newborn  Symposium,  “Congenital  Defects  — 

Management  and  Outcome”,  Department  of 
Pediatrics,  University  of  Louisville  School  of 
Medicine,  Health  Sciences  Center  Auditorium, 
Louisville 


*For  further  information  contact:  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington,  Ken- 
tucky 40506. 


IN  SURROUNDING  STATES 

SEPTEMBER 

17-18  AM  A Annual  Congress  on  Occupational 
Health,  Benjamin  Franklin  Hotel,  Philadelphia 

OCTOBER 

1-2  Tennessee  Valley  Medical  Assembly,  Read 
House,  Chattanooga 

26-27  Postgraduate  course,  “Otolaryngology  for  the 
Family  Practitioner,”  University  of  Miami 
School  of  Medicine,  Miami.  Contact:  Bruce 
W.  Weissman,  M.D. 

NOVEMBER 

14-17  Seminar  on  “Life-Saving  Measures  for  the 
Critically  Injured,”  sponsored  by  the  American 
College  of  Surgeons  and  the  University  of 
Tennessee  College  of  Medicine,  Shrier  Audi- 
torium, Memphis 


ACP  Announces  Two  Ky.  Fellows 

The  American  College  of  Physicians  has  an- 
nounced that  two  Lexington  physicians  have  been 
made  Fellows  of  the  society  which  represents  spe- 
cialists in  internal  medicine  and  related  fields.  Ronald 
D.  Hamilton,  M.D.  and  Wilk  O.  West,  M.D.  were 
recently  selected  along  with  315  other  physicians  in 
the  United  States  and  Canada. 


Office  Available 

Office  of  established  physician  in  Lexing- 
ton, Kentucky,  will  be  available  August  1. 
Situated  in  Good  Samaritan  Hospital  neigh- 
borhood. Will  rent  furnished  or  unfurnished. 
Office  is  air-conditioned.  For  further  in- 
formation, call  (606)  233-1942,  except 
Wednesdays  or  Saturdays. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  nc  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


I N ASTH  MA  A optional 

in  emphysema  U*  therapy 


All  Mudranes  are  bronchodila tor-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU* 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


d 99  EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE  Southern  Optical  Bldg. — 640  S.4th 
Contact  Lenses  - 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

new  ALBANY  Professional  Arts  Bldg.,  1919  State  Street 
BOWLING  GREEN  524  East  Main  Street 

OWENSBORO  Doctors  Bldg.,  1001  Center  Street 
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Now 

form  follows 
function 

Only  Candeptin  (candicidin) 

gives  you  this  unique  form . . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES ' 

Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter.  ..of  particular  value  for  the  pregnant 
patient. . .for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief— itching,  burning, 
and  discharge  subside  in  48-72  hours.1 
Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.2’3’4 


Safe 

Exact  dosage  assured2’3 

No  side  effects,  clinical  reports  of  irritation  or 

sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!  4’6  In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2,3 

Unique 

CANDEPTIN  (candicidin) 

VAGELETTES  M Vaginal  Capsules 


* 


Description:  CANDEPTiN(candicidin) 

Vaginal  Ointment  contains  a dispersion  of 
candicidin  powder  equivalent  to  0 6 mg. 
per  gm.  or  0.06%  Candicidin  activity  in 
U.S.P.  petrolatum.  3 mg  of  Candicidin  is 
contained  in  5 gm.  of  ointment  or  one 
applicatorful.  Candeptin  Vaginal  Tablets 
contain  Candicidin  powder  equivalent  to 
3 mg.  (0.3%)  Candicidin  activity  dispersed 
in  starch,  lactose  and  magnesium  stearate. 
Candeptin  Vacelettes  Vaginal  Capsules 
contain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm.  U.S.P.  petrolatum 
Action:  Candeptin  Vaginal  Ointment. 

Vaginal  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Contraindicated  for 
patients  known  to  be  sensitive  to  any  of  its 
components.  During  pregnancy  manual 
Tablet  or  Vagelettes  Capsule  insertion  may 
be  preferred  since  the  use  of  the  ointment 
applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  During  treatment  it  is  recom- 
mended that  the  patient  refrain  from 
sexual  intercourse  or  the  husband  wear  a 
condom  to  avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of 
sensitization  or  temporary  irritation  with 
Candeptin  Vaginal  Ointment,  Vaginal 
Tablets  or  Vagelettes  Vaginal  Capsules 
have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one  Vaginal  Tablet 
or  one  Vagelettes  Vaginal  Capsule  is 
inserted  high  in  the  vagina  twice  a day,  in 
the  morning  and  at  bedtime,  for  14  days. 
Treatment  may  be  repeated  if  symptoms 
persist  or  reappear. 

Available  Dosage  Forms:  Candeptin 
Vaginal  Ointment  is  supplied  in  75  gm.  tubes 
with  applicator  ( 14-day  regimen  requires 
2 tubes).  Candeptin  Vaginal  Tablets  are 
packaged  in  boxes  of  28,  in  foil  with 
inserter— enough  for  a full  course  of  treat- 
ment. Candeptin  Vagelettes  Vaginal 
Capsules  are  packaged  in  boxes  of  14  ( 14-day 
regimen  requires  2 boxes.) 

Store  under  refrigeration  to  insure  full 
potency. 

Federal  law  prohibits  dispensing  without 
prescription. 

References:  1.  Olsen.  J R Journal-Lancet 
85  287  (July)  1965.  2.  Giorlando,  S.W 
Ob/Gyn  Dig.  13  32  (Sept.)  1971.3.  Decker. 

A Case  Reports  on  File,  Medical  Department. 
Julius  Schmid  4.  Giorlando,  S.W., Torres,  J.F., 
and  Muscillo,  G Am.  J.  Obst.  & Gynec. 

90  370  (Oct.  I)  1964.  5.  Lechevalier,  H : 
Antibiotics  Annual  1959-1960.  New  York. 
Antibiotica  Inc.,  1960.  pp  614-618  6.  Friedel. 

H.J.:  Maryland  M.J.,  /5:36  (Feb.)  1966. 

Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 
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General 

LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 
OF  BEING  CHOSEN 

BY  THE 

Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 

AND  OFFICE  FURNISHINGS 

12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 

General  Leasing 


CANDEPTIN® 

(candicidin) 

Vaginal  Tablets 

Vaginal  Ointment 

and  VAGELETTES 
Vaginal  Capsules 


ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 
120  Bauer  Ave.,  Louisville-St.  Matthews 

(502)  896-0383 
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Whats 
on  your 

patient’s 

face... 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
“senile”  keratoses...  and 
they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T.*  seen  on  3/29/67  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  on  6/12/67,  seven  weeks  after  discon- 
tinuation of  57o-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxy  propyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
v / Nutley,  N.J.  07110 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium* 25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  ;is  well  its  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  2 5 -mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized for  its  excellent 
benefits-to- risks  ratio,  an 
asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

nnpiirx  Roche  Laboratories 
ROCHE  y Division  ot  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low- voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  1 0 mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  1 0 mg  or 
25  mg  chlordiazepoxide. 
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Everytxxly  experiences  psychic  tension 


Most  people  can  handle  this  tension 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


| Before  deciding  to  make  Valium 
' tazepam)  part  of  your  treatment 
' In,  check  on  whether  or  not  the 
lient  is  presently  taking  drugs 
Ik  if  so,  what  his  response  has 
icn.  Along  w ith  the  medical  and 
i ial  history,  this  information  can 
Ip  you  determine  initial  dosage, 

1 possibility  of  side  effects  and 
i:  ultimate  prospects  of  success 
ifailure. 

I While  Valium  can  be  a most 
■ipful  adjunct  to  your  counseling, 
inould  be  prescribed  only  as  long 
((excessive  psychic  tension  per- 
Its  and  should  be  discontinued 
lien  you  decide  it  has  accom- 
Ished  its  therapeutic  task.  In 
flneral,  when  dosage  guidelines 
li  followed,  Valium  is  w ell 
(era ted  (see  Dosage).  For  con- 
nience  it  is  available  in  2-mg,  5-mg 
id  1 o-mg  tablets. 

Drow  siness,  fatigue  and  ataxia 
l ve  been  the  most  commonly  re- 

J 


!>rted  side  effects. 

Until  response  is  determined, 
ptients  receiving  Valium  should 
: cautioned  against  engaging  in 
Kzardous  occupations  requiring 
: mplete  mental  alertness,  such 
2 driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Before  presciihing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect:  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action: 
begins  to  work  within  30  minutes. . yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster"  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money:costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  daily  prescription  costs 


ButiisolsoDiiM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease,  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms;  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS  depressar 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangov 
and  gastrointestinal  disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg 
t.i.d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg.,  100  mg  ; Elixir,  30  mg.  pe 
5 cc.  (alcohol  7%)  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital) 1 15  mg  , 30  mg.,  50  mg.,  100  mg 


( Me  NEIL ) 


McNeil  Laboratories.  Inc  . Fort  Washington.  Pa.  19034 
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MESSAGE 
FROM  THE 
PRESIDENT 


ALTHOUGH  the  “Watergate  affair”  has  captured  most  everyone’s  attention 
in  recent  months,  the  KMA  leadership  and  that  of  the  Foundation  for 
Medical  Care  have  been  trying  to  stay  abreast  of  several  issues  which  are 
of  extreme  significance  to  the  members  of  the  Kentucky  Medical  Association. 

PSRO  may  sound  like  a nasty  word  to  many  people,  but  it  is  the  law  of  the 
land  and  we  are  going  to  have  to  learn  to  live  with  it.  Dave  Hull  and  the  Founda- 
tion Board  have  done  a great  job  in  drawing  up  a proposed  Professional  Stand- 
ards Review  Organization  for  Kentucky  using  the  statewide  “umbrella”  concept. 
They  have  also  developed  guidelines  or  suggested  norms  for  quality  care  by 
Kentucky  physicians  for  use  in  PSRO.  It  seems  to  me  at  the  grass  root  level 
that  very  few  people  know  much  about  PSRO,  and  yet  one  of  the  elder  spokes- 
men of  medicine  recently  said  at  a Washington  meeting  on  PSRO  that  this  legis- 
lation would  probably  change  the  practice  of  medicine  more  than  anything  in 
the  past  century. 

The  recent  Supreme  Court  decision  relative  to  abortion  has  necessitated  a 
great  deal  of  effort  by  an  ad  hoc  committee  to  try  to  ascertain  what  KMA 
policy  changes  this  decision  would  require,  and  what  professional  guidelines 
should  be  drawn  up  to  protect  the  women  of  this  State  and  the  physicians.  This 
committee  will  also  have  to  formulate  medicine’s  influence  on  any  legislation 
concerning  the  abortion  issue  which  will  be  presented  at  the  next  General  As- 
sembly. 

The  third  very  significant  issue  is  the  one  relating  to  continuing  medical  educa- 
tion, i.e.,  whether  it  should  be  compulsory,  or  voluntary  and  whether  it  should 
be  related  to  re-licensing. 

These  issues  and  many  other  important  decisions  will  have  to  be  made  by  your 
delegates,  at  the  upcoming  KMA  Annual  Meeting.  Let  us  hope  that  each  county 
society  has  discussed  these  and  other  important  issues  so  that  their  delegates 
will  be  informed  and  capable  of  making  decisions  which  will  shape  the  very 
future  of  the  practice  of  medicine  in  the  state  of  Kentucky,  when  they  cast  their 
vote  in  September. 

Robert  N.  McLeod,  Jr.,  M.D. 
Chairman,  KMA  Board  of  Trustees 

This  is  the  fourth  in  a series  of  articles  written  at  the  request  of  KMA  President,  Lee  C.  Hess, 
M.D. 


The  Kentucky  Foundation 
for  Medical  Care 


Physician's  Continuing  Education 


CONTINUING  Medical  Education  is  a 
topic  of  current  and  immediate  concern. 
Professional  Standards  Review  Organiza- 
tion requirements  imply  it,  the  AMA  encour- 
ages it,  most  physicians  want  it,  and  it  is  de- 
manded by  some  state  laws. 

Some  have  questioned  the  wisdom  of  a self- 
imposed  formal  continuing  education  program 
claiming  that  the  implication  of  mandatory 
compliance  with  educational  requirements  and 
the  insinuation  of  competency  evaluation  would 
constitute  an  undue  restriction  on  the  practice 
of  medicine  and  would  be  unrealistic. 

As  much  as  possible,  I think  all  physicians 
try  to  “keep  up”  by  attending  those  meetings 
and  courses,  listening  to  those  tapes,  and 
reading  those  journals  and  articles  that  are  felt 
to  be  most  beneficial  to  their  individual  needs. 
But  can  educational  attainment  be  truly  judged 
without  some  comparison?  Wouldn’t  each  per- 
son’s practice  be  upgraded  if  he  worked  toward 
a standard  developed  by  the  peers  in  his  spe- 
cialty? And  while  each  physician  demands  of 
himself  that  he  achieve  personal  goals  he  has 
set,  shouldn’t  the  practice  of  the  profession  and 


his  patients  make  the  same  demands? 

The  determination  of  competence  is  not 
measurable  by  educational  requirements.  Meet- 
ing educational  standards  only  measures  out- 
ward compliance  with  a continuous  educa- 
tional program.  Only  physician  peers,  or  per- 
haps specialty  certifying  boards  can  determine 
competence.  Continuing  education  can,  how- 
ever, provide  an  atmosphere  that  encourages 
competence. 

In  a survey  conducted  last  year,  most  all 
physicians  responding  indicated  that  they  fav- 
ored a regular  program  of  continuing  educa- 
tion but  cited  several  valid  reasons  for  not  ac- 
quiring postgraduate  training.  This  year,  our 
Medical  Education  Committee  has  devoted 
most  of  its  efforts  to  planning  for  a state-wide 
CME  program  which  would  meet  educational 
needs  and  be  easily  available.  Although  there 
are  many  questions  that  must  be  yet  resolved, 
it  is  gratifying  that  we  are  seeking  to  satisfy 
our  own  needs  rather  than  having  those  needs 
dictated  by  external  forces. 

David  A.  Hull,  M.D. 

President 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


This  27-year-old  married,  white.  Gravida  II,  Para 
I,  was  under  the  care  of  a private  physician.  Her 
EDC  was  February  17.  She  had  an  uncomplicated 
prenatal  course  having  gained  approximately  18 
pounds.  Her  first  baby  weighed  over  8 lbs.  She  was 
told  that  she  was  possibly  pre-diabetic.  Labor  began 
spontaneously  about  8 a.m.  on  February  9th.  She 
was  admitted  to  the  hospital  at  1 p.m.  on  that 

I date.  The  cervix  was  3 to  4 cm  dilated,  membranes 
were  thought  to  have  ruptured  prior  to  admission. 
On  examination  she  was  leaking  fluid.  Temperature 
was  normal,  blood  pressure  124/80.  An  infusion 
was  started  at  2 p.m.,  1000  cc’s  of  D5W  with  10 
units  of  oxytocin  at  12  drops  a minute.  At  2:15  she 
was  completely  dilated.  She  required  no  medication, 
a saddle  block  was  administered  by  an  anesthesi- 
ologist with  delivery  of  an  8 lb.  8 oz.  girl  from  the 
LOA  position,  midline  episiotomy  and  low  forceps 
at  3:45  p.m.  The  block  was  given  at  3:25.  The 
baby  cried  immediately  and  was  given  an  Apgar  of 
9.  There  was  a small  laceration  of  the  vagina  that 
was  sutured  with  multiple  figure-of-eight  sutures  and 
the  episiotomy  was  repaired.  The  placenta  was 
manually  removed  intact.  The  patient  left  the  de- 
livery room  in  good  condition.  Estimated  blood  loss 
was  350  cc’s.  Her  hemoglobin  on  day  of  admission 
was  12.6  gms  with  an  hematocrit  of  37.  Her  white 
count  was  12,100  with  84  segs  and  6 lymphs.  Her 
hemoglobin  on  February  1 1 was  1 1 gms.,  hematocrit 
of  33,  white  count  of  12,300,  78  segs  and  13  lymphs. 
A temperature  elevation  was  recorded  on  the  10th. 
However,  it  came  to  normal  without  therapy.  Tem- 
perature was  100  on  the  13th.  She  complained  of 
some  aching  of  the  back  of  the  neck  and  right 
arm.  On  discharge  February  13,  the  4th  postoperative 
day,  her  temperature  was  normal. 

She  had  no  complaints  until  February  14  when 
she  ran  a fever  of  101.  Her  physician  gave  her 
aspirin  and  fluids  and  she  was  told  to  call  if  this 
continued.  The  rest  of  the  week  she  experienced 
some  episodes  of  low  grade  fever  but  seemed  to 
feel  that  this  was  probably  from  her  stitches.  On 
the  morning  of  February  19,  she  developed  a shaking 
chill  and  a high  fever  and  was  told  to  come  to  the 
hospital.  Temperature  recorded  in  the  emergency 
room  was  105°  and  she  was  having  a shaking 
chill.  Examination  on  the  arrival  in  the  hospital 
revealed  the  neck  supple  and  the  lungs  clear  to 
auscultation  and  percussion,  the  abdomen  was  soft. 
Liver  and  spleen  were  not  palpable.  Pelvic  examina- 
tion revealed  no  foul  lochia,  the  episiotomy  appeared 


normal  and  the  uterus  felt  normal  for  this  period. 
There  was  some  slight  tenderness  in  the  right  pelvis. 
No  masses  were  palpable.  Left  pelvis  was  normal. 
She  had  had  pain  in  the  right  lower  quadrant  during 
the  past  day. 

The  initial  impression  was  acute  pyelitis,  endome- 
tritis or  parametritis  and  the  treatment  planned  was 
antibiotics,  fluids  and  close  observation.  Her  hemo- 
globin on  admission  was  9.1  grams  with  a hematocrit 
of  27.  Her  W.B.C.  was  22,000.  52  Neutrophiles, 
43  Bands.  1 Lymphocyte,  4 monocytes.  The  urinalysis 
5-10  R.B.C.  and  75-100  W.B.C.  on  the  voided 
specimen. 

Intravenous  fluids  were  started  and  blood  was 
typed  and  crossmatched.  Blood  pressure  on  admis- 
sion was  not  charted.  A vaginal  culture  was  ob- 
tained and  she  was  given  16  million  units  of  Poly- 
cillin.  Her  temperature  at  12:15  p.m.  was  99.2°; 
at  2:25  it  was  99.8°.  At  3:30  it  rose  to  101°  and 
aspirin  was  given.  Blood  was  started  and  around 
8:15  p.m.  she  began  having  difficulty  in  breathing. 
Her  physician  saw  her  with  a medical  consultant  at 
9:30  p.m.  on  the  night  of  admission.  She  seemed 
dyspneic,  her  temperature  was  105.2°  and  her  blood 
pressure  was  140/70.  She  was  coughing  up  mucus 
and  had  rales  in  both  lungs.  Tt  was  felt  that  she 
could  have  a septic  pulmonary  emboli  or  a staph 
pneumonia.  Chest  x-ray  was  obtained.  A diagnosis 
of  congestive  heart  failure  was  made.  She  was  given 
Heparin  intravenously  and  Lasix  IV  and  moved  to 
the  intensive  care  facility. 

She  was  kept  on  intravenous  fluids,  6 million 
units  of  Penicillin  and  1 gram  of  Streptomycin.  An 
EKG  was  obtained.  Foley  catheter  was  inserted.  The 
next  day  her  temperature  was  99.8°.  She  was  still 
dyspneic,  but  seemed  improved.  Her  urinary  output 
was  800+cc  of  urine  and  rales  were  still  present 
over  the  lung  fields.  She  still  complained  of  soreness 
in  the  right  lower  quadrant.  A chest  x-ray  was 
obtained  again  and  her  admission  film  was  read  as 
patchy  infiltration  into  the  lower  two-thirds  of  each 
lung.  The  heart  and  diaphragm  appeared  to  be 
normal.  Probable  diagnosis  of  pneumonia  was  made. 
Chest  re-examined  at  bedside  on  February  20,  with 
the  patient  in  sitting  position,  revealed  extensive 
infiltration  of  the  lower  two-thirds  of  each  lung, 
appearing  about  the  same  as  on  the  preceding  film. 
However,  on  this  film  there  was  obliteration  of  the 
right  costophrenic  angle  suggesting  fluid.  The 
mediastinal  structures  were  in  the  midline.  The  heart 
size  was  normal. 
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She  was  felt  to  be  much  improved  the  same  day. 
Temperature  was  99  and  her  pulse  was  108.  Blood 
pressure  was  126/76.  Heart  rate  was  104.  The  im- 
pression was  consolidation  of  left  lower  lobes  with 
pneumonia.  Later  the  same  day,  the  20th,  her  tem- 
perature was  99.2  rectally.  She  still  had  moist  rales 
in  her  lungs,  however,  her  breathing  was  easier  and 
less  dyspneic.  The  abdomen  was  soft  and  less  tender. 
The  urinary  output  seemed  satisfactory.  The  patient 
was  thought  to  be  improving,  but  at  3 a.m.  she 
was  more  dyspneic,  her  color  became  worse.  She 
was  restless,  confused  and  found  to  have  increased 
rales  in  the  left  base  of  the  lung.  It  was  felt  that 
tracheostomy  was  indicated;  this  was  performed  under 
local  anesthesia  at  the  bedside.  She  had  a rather  large 
amount  of  frothy  secretions  and  was  placed  on  a res- 
pirator after  sedation.  Her  blood  chemistries  were  ob- 
tained, pH  7.475,  P02  42,  PC02  28.  At  12:45  p.m.  on 
February  21  her  color  seemed  better  but  she  was 
still  dusky.  The  lungs  still  seemed  full  and  she  was 
breathing  on  the  respirator.  The  pulse  was  86,  blood 
pressure  was  120/80,  and  her  temperature  was  100 
rectally.  Her  condition  seemed  stabilized  and  it  was 
felt  that  vena  caval  ligation  was  indicated.  At  3:15 
her  lungs  were  more  congested  and  she  was  slightly 
cyanotic.  Later  that  day  it  was  felt  that  the  vena 
cava  must  be  ligated  and  the  anticoagulants  instituted 
thereafter.  She  was  considered  a poor  risk  but  there 
was  thought  to  be  no  alternative.  During  the  surgery 
she  went  into  cardiac  arrest  and  cardiac  massage 
was  carried  out  for  30  minutes.  She  received  four 
pints  of  blood.  Later  that  day  her  pH  was  7.325, 
her  PO  2 and  25  and  PCOa  was  42.5.  Her  hemo- 
globin was  11.1.  Her  urinary  output  on  February 
22  was  reduced,  the  urine  was  bloody  and  she  was 
still  on  inhalation  therapy.  Her  urinary  output  the 
next  eight  hours  was  320  cc.  Respirations  seemed  a 


little  better.  She  still  had,  at  11:15  p.m.,  moderate 
edema  of  the  chest  and  a rapid  pulse.  Clinically, 
she  was  thought  to  be  a little  less  dyspneic.  She  had 
510  cc  of  bloody  urine.  On  February  23,  she  seemed 
worse  and  was  not  responding  to  painful  stimuli. 
On  February  27  she  had  an  EEG  which  was  in- 
terpreted as  showing  no  electrical  activity.  The  pa- 
tient continued  to  do  poorly  and  she  expired  at 
9:20  p.m..  February  27,  1971. 

Diagnosis 

Ovarian  vein  thrombosis  with  septic  pulmonary 
emboli  following  normal  vaginal  delivery. 

Comment 

This  case  was  classified  by  the  Committee  as  a 
direct  obstetrical  death  with  no  preventable  factors. 
Treatment  was  certainly  proper  and  adequate.  This 
rare  complication  of  pregnancy  does  occur  and  has 
been  reported  at  length  in  the  literature.  It  has 
been  shown  that  vena  caval  ligation  can  be  carried 
out  even  before  delivery.  Vena  ligation  is  indicated 
when  recurrent  septic  pelvic  emboli  occur.  There 
are  many  methods  used  to  obstruct  vena  caval  flow. 
There  is  complete  ligation  of  the  inferior  vena  cava, 
the  use  of  vena  caval  plication,  and  the  use  of  a so- 
called  umbrella  inserted  into  the  inferior  vena  cava. 
In  the  case  of  septic  pelvic  thrombosis  in  which 
embolization  occurs,  vena  caval  ligation  is  indicated 
since,  if  plication  or  the  umbrella  is  used,  septic 
thrombi  will  form  on  the  other  side  of  the  plication. 
This  unfortunate  situation  reported  in  this  report 
seems  to  be  properly  treated  but  the  outcome  in  so 
many  of  these  cases  was  as  such.  These  people  are 
indeed  acutely  ill  and  the  mortality  rate  can  be  great. 


1973  KMA  Annual  Meeting 
September  18-20 


Don’t  Miss 

. . . . The  Excellent  Scientific  Program 
. . . . The  President’s  Luncheon 
. . . . The  Meetings  of  the  House  of  Delegates 
. . . . The  Outstanding  Scientific  and  Technical  Exhibits 
. . . . The  KEMPAC  Seminar 

See  Annual  Meeting  Details  Pages  515-536 
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THE  CHALLENGE 

OFB4IN 


How  do  you  evaluate  pain? 


There  are  as  many  degrees  of  pain  as  there  are  people  who  ex- 
perience it.  And  the  intensity  of  pain  — a question  of  degree  — 
varies  with  the  individual.  Your  training,  knowledge,  experience 
and  skill  provide  the  ability  to  interpret  not  only  pain,  but  your 
patient’s  tolerance  as  well.  Only  you  can  place  pain  in  its  proper 
perspective. 


How  do  you  manage  pain? 


Minor  aches  and  pains  can  usually  be  controlled  with  mild  anal- 
gesics. Intense  pain  may  require  more  potent  medication.  But  for 
effective  analgesia  in  mild-to-moderate  pain,  you  can  depend 
upon  Anexsia-D. 


FOR  THE  PHYSO  A 

THECH4LLE 


k 


FOT-E  OT1BMT  N MN 

ANEXSIA-D 


May  eliminate,  delay  or  reduce  the  need  for 
parenteral  analgesics. 

Produces  significant  relief  of  mild-to-moderate  pain. 

Anexsia-D  has  a schedule  III  classification  which 
permits  prescription  refill  up  to  six  months, 
or  five  times,  at  your  specification. 


ANEXSIA-D 

Hydrocodone  bitartrate  7 mg.  (Warning:  may  be  habit  forming),  Phenacetin  1 50  mg., 
Aspirin  230  mg.,  Caffeine  30  mg. 


(Full  prescribing  information  on  following  page) 

BEECH AM-MASSENGI LL  PHARMACEUTICALS 

Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


MEET  THE  CHALLENGE  OF  FAIN  WfTh 


ANEXSIA-D 


for  significant  relief 
of  mild-to-moderate  pain 


Hydrocodone  bitartrate  7 mg.  (Warning:  may  be  habit  forming),  Phenacetin  150  mg., 
Aspirin  230  mg.,  Caffeine  30  mg. 


Composition:  Each  white  grooved  tablet  of  Anexsia-D  con- 
tains Hydrocodone  bitartrate  7 mg.  (Warning:  may  be  habit 
forming),  Phenacetin  150  mg.,  Aspirin  230  mg.,  Caffeine  30 
mg.  Actions  and  Uses:  Analgesic,  antitussive.  Indicated  for 
the  relief  of  mild-to-moderate  pain.  Dosage  and  Admin- 
istration: I or  2 tablets  every  four  to  six  hours,  or  as  required 
to  relieve  pain.  Precautions  and  Side  Effects:  The 
habit-forming  potentialities  of  Anexsia-D  are  less  than 
those  of  morphine  and  greater  than  those  of  codeine. 

The  usual  precautions  should  be  observed  as  with 
other  opiate  analgesics.  Anexsia-D  should  be  used 
with  caution  in  patients  with  known  idiosyncrasies 
to  aspirin  and  phenacetin  and  in  those  with  blood 
dyscrasias.  It  is  generally  well  tolerated,  but  oc- 
casionally gastric  upset  or  constipation  may  occur. 

How  Supplied:  Bottles  of  100  and  1000  tablets. 

Caution:  Federal  law  prohibits  dispensing  with- 
out prescription. 
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BEECHAM-MASSENGILL  PHARMACEUTICALS 

Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


DELEGATES' 

DELIBERATIONS 


THE  AMA  House  of  Delegates  concluded 
the  longest  session  in  its  history  af- 
ter reviewing  some  168  resolutions  and 
many  reports  from  the  Board  of  Trustees, 
Council  on  Medical  Education,  Council  on 
Medical  Service  and  other  committees. 

The  election  for  President-Elect  was  between 
Ray  Holden,  M.D.,  Washington,  D.C.  and 
Malcolm  C.  Todd,  M.D.,  Long  Beach,  Cali- 
fornia. Doctor  Todd  was  narrowly  elected.  He 
is  a practicing  general  surgeon  in  Long  Beach 
and  has  been  active  as  a delegate  to  the  House 
of  Delegates  and  as  President  of  the  California 
Medical  Association.  This  was  a spirited  elec- 
tion with  most  delegates  of  the  opinion  that 
either  man  would  have  served  the  Association 
well.  Doctor  Bryce  Robinson  of  Alabama  was 
elected  Vice-President  and  Doctors  John  Budd, 
Ohio;  Richard  Palmer,  Virginia;  James  Sam- 
mons, Texas,  and  Kenneth  Sawyer,  Colorado, 
were  re-elected  to  the  Board  of  Trustees.  Co- 
median Bob  Hope  was  presented  the  13th 
Layman’s  Citation  for  Distinguished  Service. 

The  main  business  related  to  the  medical 
profession’s  concern  with  implementation  of 
PSRO.  The  House  reaffirmed  its  previous  pol- 


icy of  working  with  the  government  in  an 
attempt  to  establish  medical  societies  as  the 
prime  movers  in  implementing  the  Professional 
Standards  Review  Organization  law.  The  House 
also  reaffirmed  its  policy  of  increasing  physi- 
cian participation  in  hospital  administrative 
and  board  decision-making.  A representative 
of  the  resident-intern  section  was  placed  in 
categorical  automatic  membership  on  the 
Council  on  Medical  Education  and  Council  on 
Medical  Service.  This  was  considered  by  Eu- 
gene Osgrod,  M.D.,  the  delegate  from  the  Sec- 
tion of  Interns  and  Residents,  a significant 
attempt  to  involve  younger  physicians  in  de- 
cision-making at  a policy  level. 

Any  other  reports  concerning  activities  will 
be  reported  in  JAMA.  The  American  Medical 
News  of  July  2/9,  1973,  has  an  excellent  sum- 
mary. I would  be  happy,  of  course,  to  discuss 
with  you  matters  of  concern  related  to  the 
AMA.  The  delegates  request  your  support  and 
membership. 


David  B.  Stevens,  M.D. 
KMA  Delegate  to  the  AMA 


In  one  weekend 
you  can  be  a more 
effective  speaker. 
That’s  a promise. 


How7  By  attending  the  AMA  Speakers  and 
Leadership  Program  Over  8.000  MDs  have 
Sessions  include  theory  and  drills  on  message 
preparation,  delivery,  fielding  of  questions,  as 
well  as  individual  coaching  and  instant  TV 
playback 


Programs  are  held  at  the  Marriott  Motor 
Hotel.  O’Hare  Airport  in  Chicago 
- Next  programs  are: 

M Aug  31-Sept  2 
Oct  26-28 
Nov 

Contact.  Mortimer  Enright 
Director.  AMA  Speakers 
and  Leadership  Programs 
535  N Dearborn  St 
Chicago.  Ill  60610 
(312)  751-6484 
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the  smooth  road 
to  thyroid  replacement 

therapy. 

Synth  roid  is  I4.  | 

It  provides  your  patients  with 
what  is  needed  for  eoniplete 
thyroid  replacement  therapy. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  (or  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds's  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  pati 
with  cardiovascular  disease;  developmer 
chest  pains  or  other  aggravations  of  cardio 
cular  disease  requires  a reduction  in  dosage 


Contraindications:  Thyrotoxicosis,  acute  myc 
dial  infarction.  Side  effects:  The  effects  of  5 
THROID  (sodium  levothyroxine)  therapy  are  : 
in  being  manifested.  Side  effects,  when  the; 
occur,  are  secondary  to  increased  rates  of  t 
metabolism;  sweating,  heart  palpitations 
or  without  pain,  leg  cramps,  and  weight  I 
Diarrhea,  vomiting,  and  nervousness  have 
been  observed.  Myxedematous  patients  tl 
heart  disease  have  died  from  abrupt  incre 
in  dosage  of  thyroid  drugs.  Careful  observa 
of  the  patient  during  the  beginning  of  any 
roid  therapy  will  alert  the  physician  to  any 
toward  effects. 
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It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs,  L 2 
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i most  cases  with  side  effects,  a reduction  of 
paiitege  followed  by  a more  gradual  adjustment 
-;  '/ard  will  result  in  a more  accurate  indication 
rdioj.ie  patient’s  dosage  requirements  without  the 
;jge,  earance  of  side  effects. 


my*  age  and  Administration:  The  activity  of 
of  Si  ■ 1 mg.  SYNTHROID  (sodium  levothyroxine) 
es  H-ET  is  equivalent  to  approximately  one  grain 
tie/ oid,  U.S.P.  Administer  SYNTHROID  tablets 
of  bin  single  daily  dose.  In  hypothyroidism  with- 
rs*  myxedema,  the  usual  initial  adult  dose  is 
ilt  mg.  daily,  and  may  be  increased  by  0.1  mg. 
e’ry  30  days  until  proper  metabolic  balance  is 
its 4 ined.  Clinical  evaluation  should  be  made 
ceaithly  and  PBI  measurements  about  every  90 
rvit'S.  Final  maintenance  dosage  will  usually 
>ny  9e  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
any  ting  dose  should  be  0.025  mg.  daily.  The 


1 Synthroid  is  T4. 

o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3x4  hormone  content  is  controlled 
by  chemical  assay. 

4  Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 

5 Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

1 Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8 When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9 On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 
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* (sodium  levothyroxine) 
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dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 

300104 


494 


DL  JOURNAL  of  tke 

K emutuicky  IVleJical  Association 

Issued  Monthly  Under  The  Direction  Of  The  Board  Of  Trustees 


VOLUME  71 


AUGUST  1973 


No.  8 


Management  of  Soft  Tissue  Injuries 
Of  the  Face  to  Reduce  Scar  Formation 


Tom  D.  Nichol,  D.D.S.,  M.D.  and  Norman  M.  Cole,  M.D. 
Louisville,  Kentucky 


A detailed  technique  in  the  management 
of  facial  lacerations,  with  illustrative 
cases,  is  given  to  show  how  scarring  can 
be  reduced  to  a minimum. 

INJURIES  of  the  face  do  not  have  to  be 
severe  in  order  to  produce  a scar  that  is 
severely  disfiguring  for  the  remainder  of  a 
patient’s  life.  This  is  especially  true  if  the  injury 
is  inadequately  managed  initially;  for  failure  to 
give  meticulous  care  at  the  time  of  the  initial  re- 
pair will  produce  a deformity  for  all  to  see. 
These  resultant  scars  can  produce  severe  mal- 
adjustments in  the  patient’s  personality,  even  to 
the  extent  of  suicide  or  severe  anti-social  be- 
havior. Some  improvement  in  scars  can  be 
brought  about  by  plastic  surgical  procedures, 
such  as  scar  excision,  z-plasty,  and  dermabra- 
sion ; but  the  poor  results  from  a poor  initial  re- 
pair can  never  be  corrected  as  well  as  when  a 
meticulous  repair  is  carried  out  initially. 

The  primary  repair  of  a facial  injury,  in 
order  to  produce  the  least  scar  formation,  must 
be  done  under  the  best  physical  conditions,  in 
an  unhurried  manner.  The  factors  that  en- 
courage a good  result  include : ( 1 ) a thorough 
diagnosis  of  the  structures  injured,  (2)  a 
meticulous  preparation  of  the  wound,  (3)  in- 
telligent debridement,  (4)  skillful  repair,  and, 
(5)  post-operative  care.  Let  us  look  at  each  of 
these  factors  more  closely. 


Diagnosis  of  Injury 

Structures  that  are  severed  in  a facial  injury 
cannot  be  repaired  if  it  is  not  known  that  they 
are  injured.  This  is  especially  true  of  facial 
nerve  injuries.  Examination  for  motor  weak- 
ness in  the  facial  musculature  prior  to  the  ad- 
ministration of  an  anesthetic,  either  general  or 
local,  must  be  carried  out.  This  is  done  by  hav- 
ing the  patient  wrinkle  his  brow,  close  his  eyes 
and  show  his  teeth.  Asymmetry  of  motion 
suggests  a facial  nerve  injury.  The  best  results 
in  facial  nerve  injuries  result  from  an  initial 
meticulous  repair  of  the  nerve. 

The  levator  palpebrae  muscle  must  be  sus- 
pected of  injury  in  cases  of  laceration  of  the 
upper  eyelid,  and  the  ends  must  be  searched 
for,  since  it  tends  to  retract  superiorly.  Lacera- 
tions of  the  lacrimal  duct  and  the  parotid  duct, 
likewise,  must  be  thought  of,  diagnosed  and 
repaired!  Associated  facial  fractures  must  be 
considered  and  appropriate  x-ray  studies  made. 
Double  vision  and  anesthesia  of  the  cheek,  as 
well  as  failure  of  the  teeth  to  occlude  properly, 
may  be  indications  of  underlying  facial  frac- 
tures. 

After  complete  evaluation  of  the  injury,  the 
repair  can  be  planned.  The  first  step  is  a gentle, 
meticulous  cleansing  of  the  wound. 

Preparation  of  the  Wound 

Traumatic  wounds  of  the  face  are  painful.  A 
wound  cannot  be  properly  cleaned  with  the 
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patient  in  pain.  Prior  to  cleansing  the  wound, 
the  type  of  anesthesia  required,  general  or  lo- 
cal, is  decided  upon  and  obtained.  While  wait- 
ing for  this,  the  wound  can  be  kept  moist  with 
saline  soaked  sponges  covered  with  a mild  anti- 
bacterial agent  such  as  Phisohex. 

After  the  wound  is  pain  free,  it  can  be 
thoroughly  cleansed  by  gentle  washing  with  a 
soft  sponge,  isotonic  saline  (preferably  not 
water),  and  a mild  cleanser  such  as  Phisohex 
or  Betadine  soap.  Hydrogen  peroxide  may  be 
used  for  its  mechanical  sudsing  action,  but  it  is 
not  recommended  due  to  its  cauterization  of 
the  tissues.  The  eyes  should  be  protected  from 
strong  cleansing  agents,  but  they  can  be  ir- 
rigated with  saline. 

All  foreign  material  must  be  removed.  This 
is  especially  true  of  fine  dirt  particles  which 
produce  a permanent  tattoo  if  not  removed.  A 
brush  may  occasionally  be  required  along  with 
the  saline  irrigation  in  very  dirty  wounds. 

Hemostasis  may  be  required  during  the 
cleansing  stage,  due  to  clots  being  dislodged 
from  the  ends  of  vessels.  This  is  best  done  by 
grasping  just  the  bleeding  vessel  with  mos- 
quito hemostats  and  cauterizing  the  end  of  the 
vessel  with  an  electrical  cautery  unit.  Fine  ties 
can  be  used,  but  these  are  more  time-consum- 
ing and  leave  foreign  material  in  the  wound. 
Larger  bleeding  vessels  should  be  tied  or  re- 
paired. Care  must  be  used  in  grasping  blindly 
with  hemostats  in  order  to  prevent  injury  to 
other  structures  such  as  nerves.  Drains  are  al- 
most never  required  if  the  wound  is  properly 
cleaned  and  debrided.  Occasionally,  drains  are 
left  in  wounds  that  produce  an  injury  to  the 
body  of  the  parotid  gland,  in  order  to  drain 
these  secretions,  and  prevent  the  formation  of  a 
seroma.  All  facial  lacerations  should  be  surgi- 
cally closed.  Wounds  can  be  cleansed,  dressed 
and  left  open,  for  several  days,  before  closure 
is  carried  out,  in  cases  of  critically  ill  patients 
or  very  contaminated  wounds. 

After  the  wound  has  been  thoroughly 
cleansed  and  irrigated,  grossly  devitalized  tissue 
may  be  debrided. 

Debridement 

Removal  of  excess  tissue  in  the  region  of 
the  face  may  produce  an  obvious  defect  later, 
so  only  badly  traumatized,  and  obviously  de- 
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vitalized  tissue  is  sacrificed.  The  blood  supply 
in  the  facial  region  is  so  good  that  tissues  that 
would  not  survive  in  other  areas  of  the  body  do 
survive  on  the  face.  Even  completely  avulsed 
segments  can  often  be  replaced  and  be  ex- 
pected to  heal  satisfactorily! 

The  key  to  debridement  in  facial  injuries  is 
to  keep  the  debridement  to  a minimum  and  on- 
ly sacrifice  obviously  devitalized  tissue.  The 
wound  is  now  ready  for  repair. 

Technique  of  Repair 

The  repair  of  a facial  injury  must  be  done 
under  optimum  conditions  in  order  to  obtain 
optimum  results.  The  surgeon  must  be  relaxed 
and  unhurried.  The  patient  must  be  comfort- 
able and  free  of  pain.  There  should  be  good 
lighting;  fine,  delicate  instruments;  sterile 
drapes,  and  good  assistance.  This  usually  means 
the  repair  should  be  carried  out  in  an  operat- 
ing room,  either  under  sedation  and  local 
anesthesia,  or  under  general  anesthesia. 

Small  children  are  best  done  under  general 
anesthesia,  administered  by  a competent 
anesthesiologist.  Smaller  wounds  in  adults  can 
be  easily  managed  by  sedation  with  agents  like 
Demerol  and  Valium  along  with  local  anes- 
thesia with  Xylocaine  containing  epinephrine. 
The  local  is  given  in  small  amounts  with  a 
small  syringe  and  needle  as  nerve  blocks,  and 
in  addition  is  infiltrated  into  the  edges  of  the 
wound  for  hemostasis.  About  15  minutes 
should  be  allowed  for  the  anesthetic  and 
epinephrine  to  take  effect.  Even  under  general 
anesthesia,  a local  anesthetic  containing  epine- 
phrine, is  frequently  injected  into  the  margins 
of  the  wound,  in  order  to  produce  constriction 
of  the  blood  vessels.  The  wound  must  be  dry 
for  proper  visualization  and  repair.  Any  bleed- 
ing points  can  be  stopped  by  grasping  the  ves- 
sel end  with  tiny  pickups  and  touching  this 
with  an  electrical  cautery. 

The  deeper  portions  of  the  wound  are  again 
inspected  to  determine  the  extent  of  the  injury 
and  again  a search  is  made  for  foreign  bodies. 
Small  fragments  of  foreign  material,  particu- 
larly glass,  are  frequently  found  at  this  time 
hiding  in  the  deepest  corner  of  the  wound. 

Surgical  repair  should  be  done  under  sterile 
conditions,  with  wide  draping  of  the  field  so 
that  the  entire  face  can  be  visualized.  Small  eye 
sheets,  should  not  be  used  for  they  do  not  allow 
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visualization  of  the  entire  face  for  symmetry. 
The  lighting  must  be  good,  but  not  so  bright  as 
to  tire  the  surgeon’s  eyes.  A scrub  nurse  or  an 
assistant  should  be  available  to  retract  and  to 
cut  sutures.  The  instruments  should  be  delicate 
and  comfortable  for  the  surgeon  to  use.  Magni- 
fication may  sometimes  be  required  for  repair 
of  delicate  structures  such  as  the  facial  nerve, 
the  lacrimal  apparatus  and  lacerations  of  the 
vermillion  border  in  small  children. 

Suture  material  varies  with  the  preference  of 
individual  surgeons,  but  some  factors  regard- 
ing the  size  and  type  of  suture  material  should 
be  considered.  The  finest  suture  that  will  hold 
the  tissues  together  should  always  be  used.  The 
new  polyglycolic  acid  suture(Dexon)  handles 
well,  produces  little  tissue  reaction,  and  is  avail- 
able on  a variety  of  good  needles.  This  suture  is 
used  to  close  the  deeper  tissue  layers  as  an 
interrupted  suture  using  4-0  to  6-0  size.  Dexon 
is  also  used  to  close  the  mucous  membranes  of 
the  nasal  cavity  and  mouth,  for  it  is  soft  and 
non-irritating  and  dissolves  in  about  two 
weeks.  Small  catgut  sutures  can  be  used  in  the 
deeper  layers  and  in  the  mucous  membranes, 
but  it  tends  to  produce  more  tissue  reaction 
than  Dexon.  White  Mersilene  can  be  used 
where  closure  of  the  deeper  layers  is  under 
some  tension,  since  this  material  is  non-ab- 
sorbable  and  possesses  good  strength.  4-0 
white  Mersilene  is  frequently  used  to  repair 
larger  muscle  and  tendon  masses  in  the  face. 

The  skin  is  usually  closed  with  a fine  mono- 
filament nylon  such  as  6-0  or  7-0.  Occasionally 
fine  black  silk  sutures  are  used  on  the  eyelids 
and  in  the  mouth.  Heavier  black  silk  sutures 
are  preferred  for  tongue  lacerations  to  prevent 
the  suture  from  pulling  through  this  muscular 
organ.  Silk  does  produce  slightly  more  reaction 
than  nylon  and  should  be  removed  as  soon  as 
possible.  Skin  sutures  are  removed  in  five  to 
seven  days  following  placement. 

In  general,  the  deeper,  stronger  tissues  are 
closed  with  4-0  white  Mersilene  and  the  more 
superficial  tissues  with  5-0  and  6-0  Dexon.  All 
severed  muscles,  tendons,  fascial  layers  and  the 
periosteum  should  be  reapproximated.  The  su- 
perficial subcutaneous  sutures  should  be  placed 
with  the  knots  inverted,  and  this  closure  should 
approximate  the  wound  edges  so  that  no  ten- 
sion is  required  of  the  final  skin  sutures.  In- 
terrupted sutures  are  preferred  in  all  layers. 


To  achieve  the  least  scar  and  the  best 
cosmetic  results  some  general  principles  should 
be  remembered.  “Key”  sutures  should  be 
placed  first,  lining  up  the  wound  edges  at 
“key”  points  such  as  the  vermillion  border  of 
the  lip,  the  eyebrow,  the  eyelid  margin  and  the 
rim  of  the  ala  of  the  nose.  After  the  “key” 
sutures  line  up  the  wound,  the  remaining 
tissues  can  be  approximated  without  fear  of 
getting  structures  out  of  alignment. 

Beveled  or  oblique  lacerations  of  the  skin 
tend  to  heal  by  forming  a ridge  so  it  is  fre- 
quently best  to  square  off  the  edges  of  these 
wounds  by  trimming  back  two  to  three  milli- 
meters on  each  edge  so  that  it  will  be  a square, 
butt  joint  closure.  U-shaped  flaps  should  be 
tacked  down  tightly  and  dressed  snuggly,  or 
sometimes  they  should  be  completely  excised 
to  prevent  a “pin  cushion”  effect  after  healing. 
Multiple  areas  of  small  lacerations  and  abra- 
sions can  often  be  excised  in  natural  skin  lines 
and  produce  less  scarring  than  by  repairing 
each  individual  laceration. 

Z-plasties,  W-plasties,  and  Hair  Bearing 
Grafts,  are  not  recommended  at  the  time  of 
the  initial  repair,  but  may  be  required  later.  At 
the  initial  repair,  the  tissues  should  be  put 
back  together  exactly  as  they  were  prior  to  the 
injury  and  no  rearrangements  done  unless  re- 
quired for  wound  coverage.  This  frequently 
gives  a much  better  result  than  would  be  an- 
ticipated and  thus  unnecessary  procedures  are 
not  required. 

Postoperative  Care 

Care  of  the  wound  during  the  postoperative 
period  is  very  important  in  order  to  reduce 
the  amount  of  scar  formation.  Swelling  should 
be  kept  to  a minimum  by  keeping  the  head 
elevated,  applying  snug,  bulky,  well-adapted 
dressings,  and  by  the  use  of  cold  packs  for  the 
first  24  hours  after  the  injury.  Enzymes  to 
prevent  swelling  are  of  little  value  and  are  of 
much  expense.  Superficial  injuries  are  frequent- 
ly not  dressed  following  repair,  so  that  the  re- 
pair can  be  frequently  inspected,  cleansed  and 
kept  moist  with  an  antibiotic  ointment.  If  a 
dressing  is  used,  an  antibiotic  ointment  is  used 
on  the  suture  line  and  covered  by  a non- 
adherent material  such  as  Adaptic,  to  prevent 
the  dressing  from  pulling  on  the  wound  when 
it  is  removed. 
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FIG.  1 Injury  to  eyelid  of  four-year-old  boy. 


formed,  but  its  use  daily  is  to  be  discouraged 
for  it  cauterizes  the  wound  edges. 

Gentle  massage  of  the  healed  wound  is  be- 
gun at  two  to  three  weeks  in  order  to  remove 
edema  and  soften  the  wound.  If  there  is  evi- 
dence of  keloid  or  hypertrophic  scar  forma- 
tion, the  area  can  be  injected  with  a steroid  so- 
lution using  a Dermajet  spray  gun.  Any  scar 
revision  is  usually  postponed  until  at  least  one 
year  following  the  initial  injury  in  order  to  al- 
low the  tissues  to  heal  to  their  maximum 
amount. 

If  the  above  concepts  are  followed,  the  scars 
resulting  from  a severe  facial  injury  can  be 
brought  to  a very  surprising  minimum.  The 
happiness  and  gratitude  expressed  by  the  pa- 
tient and  their  family  more  than  compensates 
for  the  extra  time  and  effort. 


The  dressing  is  removed  as  soon  as  its  ef- 
fectiveness in  compressing  and  supporting  the 
wound  is  accomplished.  This  is  frequently  with- 
in 24  hours.  Collodian  can  be  used  to  support 
the  wound  if  necessary.  Steri-strip  tape  may 
also  be  used  if  the  sutures  are  removed  under 
seven  days,  in  order  to  support  the  closure. 

Crusts  should  be  kept  to  a minimum  and 
removed  in  order  to  prevent  purulence  from 
forming,  which  destroys  skin  edges,  producing 
a considerable  deformity.  Crusting  is  reduced 
by  frequent  applications  of  an  antibiotic  oint- 
ment such  as  Neosporin.  Hydrogen  peroxide 
can  be  used  to  remove  crusts  that  have  already 


FIG.  2 Four-year-old  boy  after  surgery. 


Illustrative  Cases 

Two  cases  of  severe  facial  injury  will  be  used 
to  illustrate  some  of  the  above  points. 

The  first  case  is  that  of  a four-year-old  who 
was  struck  in  the  left  eye  by  the  latch  of  a door, 
which  had  been  thrown  open  suddenly.  The 
upper  eyelid  was  almost  completely  avulsed,  as 
seen  in  Figure  1.  After  a complete  evaluation, 
the  child  was  taken  to  the  operating  room  and 
under  general  anesthesia,  the  wound  was  ex- 
amined, cleansed  and  repaired  in  a meticulous 
manner. 

The  levator  palpebrae  muscle  had  been 
severed  from  its  attachment  to  the  tarsal  plate, 


FIG.  3 Four-year-old  boy  after  surgery. 
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FIG.  4 Injury  to  nose  and  eyelid  of  18-year-old  girl. 


FIG.  5 Injury  to  nose  and  eyelid  of  18-year-old  girl. 


and  had  retracted  superiorly.  The  muscle  was 
found  and  repaired  with  5-0  Dexon  sutures. 
The  palpebral  conjunctiva  was  repaired  with 
6-0  Dexon,  being  careful  to  bury  the  knots  into 
the  substance  of  the  eyelid,  in  order  to  prevent 
the  knots  from  ulcerating  the  cornea.  The  skin 
was  repaired  with  7-0  nylon  interrupted  su- 
tures. Figures  2 and  3 show  the  excellent 
cosmetic  result  and  the  return  of  levator  func- 
tion so  that  he  could  open  the  eye  normally,  six 
months  after  injury. 

Figures  4 and  5 are  of  an  attractive 
18-year-old  girl  who  struck  her  nose  against 
the  steering  wheel  of  her  car  when  it  was 
struck  by  a second  car.  These  photographs 
show  the  laceration  of  the  eyelid  and  nose  with 
division  of  the  nasal  cartilages  and  extension 
into  both  nostrils.  This  patient  was  cared  for 
under  sedation  with  Demerol  and  Valium,  and 
local  anesthesia.  After  thorough  cleansing, 
minimal  debridement,  and  careful  hemostasis 
with  electrocautery,  the  wound  was  carefully 
repaired  in  a very  meticulous  manner.  The 
nasal  mucosa  was  repaired  first,  using  5-0 
Dexon  interrupted  sutures.  These  were  left 
untied  and  long  until  all  sutures  were  placed, 
and  then  the  highest  suture  in  the  nostril  was 
tied  first  and  then  each  one  tied  down  until  the 
lowest  one  just  inside  the  nostril  was  tied.  The 
deep  soft  tissues  were  then  approximated  using 
6-0  Dexon,  being  careful  to  align  the  severed 
cartilages.  No  sutures  were  placed  in  the  carti- 
lage. The  skin  was  repaired  with  743  nylon, 
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being  careful  to  align  the  edges  by  placing 
“key”  closure  sutures  first  at  the  rim  of  the  ala 
of  the  nose.  Neosporin  Ointment  impregnated 
gauze  was  used  to  pack  the  nose  and  no  dress- 
ing was  used,  but  the  suture  line  was  coated 
with  the  same  ointment  several  times  a day. 
The  sutures  were  removed  from  the  skin  in  six 
days  and  Figure  6 shows  the  results  at  ten 
months  after  injury,  with  nothing  being  done 
to  the  area  except  for  the  initial  repair. 


FIG.  6 Result  of  surgery  after  10  months  to  18-year-old 
girl. 


A Mechanism  for  Improving 
Immunization  Status  in  Kentucky! 

J.  0.  Wallace* *,  M.  H.  McBee*,  C.  J.  Rodman*, 

E.  H Oldfield*  and  F.  D.  Scutchfield,  M.D.** 

Lexington,  Kentucky 


A threejold  increase  in  immunizations  oc- 
cur ed  in  a rubella/ rubeola  immunization 
program  as  the  result  of  a personal  letter, 
from  the  county  health  department, 
mailed  to  the  parents  of  an  "at  risk”  child. 

RUBELLA,  though  a mild  childhood 
disease,  represents  a severe  problem  of 
teratogenic  potential.  Rubella  is  a disease 
of  early  childhood,  more  common  in  the  spring 
and  summer  months.  By  age  20,  approxi- 
mately 80  to  90%  of  individuals  in  the  United 
States  have  serological  evidence  of  immunity 
to  rubella.  Rubella  epidemics  appear  to  occur 
every  six  to  nine  years  and  during  the  last 
severe  epidemic,  in  1964,  it  was  estimated  that 
20,000  to  30,000  infants  were  born  with  Con- 
genital Rubella  Syndrome.1 

In  1969,  a commercial  rubella  vaccine  was 
licensed  in  the  United  States.  There  was  much 
discussion  about  immunization  following  this 
licensure.  It  is  felt  that  the  most  successful 
strategy  would  be  to  vaccinate  susceptible 
children,  who  represent  the  major  reservoir  of 
rubella  and  who  in  turn  could  transmit  the 
disease  to  pregnant  women.2 

This  strategy,  in  turn,  represents  another 
problem,  the  objective  of  immunization  is  to 
obtain  a herd  immunity  which  protects  not  the 
individual  being  immunized  but  the  fetus  from 
the  teratogenic  effect  of  the  virus.  With  this 
goal  one  might  expect  that  a rubella  immuniza- 
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tion  program  would  not  win  the  public  accep- 
tance that  was  achieved  with  polio  programs. 

An  additional  problem  is  that  parents  have 
difficulty  distinguishing  that  rubeola  and 
rubella  are  different  diseases  and  require  dif- 
ferent immunizations,  prompting  the  statement 
“He’s  already  had  his  measles’  shot”. 

These  problems  have  contributed  to  a low 
level  of  immunization  for  rubella.  This  has 
been  particularly  true  of  the  preschool,  age 
one  to  four,  population.  When  the  child  reaches 
school  age  he  enters  a “captive”  population 
that  can  easily  be  immunized,  while  the  pre- 
schooler’s immunization  depends  on  the 
mother’s  knowledge  and  motivation. 

It  has  been  estimated  that  approximately 
40%  of  preschool  children  in  the  United  States 
have  received  rubella  immunization  through 
public  vaccination  programs.  In  Kentucky  the 
corresponding  figure  is  17%  and  in  Bath  Coun- 
ty, the  setting  of  this  study,  15.7%  of  the  pre- 
schoolers have  received  rubella  immunization.3 

Because  of  the  low  levels  of  rubella  immuni- 
zation in  Kentucky  and  the  problems  of  de- 
veloping successful  immunization  clinics  for 
preschoolers  we  undertook  this  study.  Our 
objectives  were  twofold:  1)  to  examine  the 
impact  of  a personal  letter  on  the  decision  to 
have  a preschooler  immunized  and  2)  to 
examine  the  reasons  that  children  were  not 
taken  to  an  immunization  clinic. 

Methods  and  Materials 

Community  Setting:  This  study  was  per- 
formed in  Bath  County,  Kentucky  in  the  fall 
of  1971.  Bath  County  is  a rural  Appalachian 
community  of  9,235.  The  major  population 
center  and  county  seat  is  Owingsville  with  a 
population  of  1,600.  The  community  is  served 
by  a county  health  department,  staffed  with  a 
nurse  and  a clerk.  There  are  three  physicians 
in  the  community  but  no  hospital.  The  Bath 
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County  School  System  has  a school  nurse  who 
performs  the  majority  of  the  school’s  immuni- 
zation programs. 

Samples  were  selected  by  identifying  all  of 
the  live  births  in  Bath  County  for  1967-1970. 
Immunization  records  at  the  county  health  de- 
partment office  were  then  matched  and  those 
children  without  a record  of  rubella  immuniza- 
tion were  designated  “at  risk”.  There  were 
668  live  births,  105  or  15.7%  of  which  had 
been  immunized  against  rubella.  This  “at  risk” 
group  was  divided,  using  a table  of  random 
numbers,  into  a control  and  experimental 
group.  The  parents  of  the  children  in  the  ex- 
perimental group  received  a personal  letter, 
with  the  child’s  name  and  all  the  information 
concerning  the  clinic.  The  control  group  was 
exposed  to  the  usual  mass  media  approach  to 
an  immunization  clinic.  All  the  information  in- 
dicated that  rubella  and  rubeola  were  two 
separate  diseases  and  stressed  the  conse- 
quences of  a rubella  infection  in  a pregnant  fe- 
male. The  letters  and  usual  mass  media  also 
indicated  that  transportation,  if  needed,  would 
be  provided. 

Clinics  were  arranged  for  two  days,  Friday 
and  Saturday,  at  three  separate  locations 
throughout  the  county.  Mass  media  advertising 
included:  newspaper  and  radio  publicity  as 
well  as  posters  scattered  in  general  stores  and 
post  offices  around  the  county. 

The  antigen  preparations  were  measles  and 
rubella  virus  vaccine,  MSD.  The  measles  vac- 
cine was  prepared  from  the  Enders  attenuated 
Edmonstra  strain,  and  the  rubella  virus  was 
HPV77-DE.4  The  two  viruses  were  mixed 
before  being  lyophilized.  The  vaccine  was  ad- 
ministered with  a jet  injection  gun  supplied  by 
the  Kentucky  State  Health  Department. 

Following  the  clinics,  another  random 
sample  was  drawn  of  those  who  did  not  at- 
tend the  clinic.  Sixty-five  patients  were  drawn 
from  the  group  who  received  letters  about  the 
clinic  but  did  not  attend  and  sixty-five  from 
the  group  who  did  not  receive  letters  and  did 
not  attend.  These  two  groups  were  contacted 
either  by  phone  or  personally  to  assess  why 
they  had  not  attended  the  clinic. 

Results 

The  total  population  at  risk  was  513  chil- 
dren, ages  one  to  four.  The  experimental  group 


who  received  letters  contained  265  children 
and  the  remaining  248  were  designated  “con- 
trols”. Originally  there  was  supposed  to  be  an 
equal  number  in  each  group;  however,  child- 
ren considered  to  be  in  the  control  group  at 
first  were  switched  to  the  experimental  group 
when  it  was  found  that  they  had  a brother  oi; 
sister  who  had  received  a letter. 

One  hundred  and  fifteen  children  were  im- 
munized during  the  two-day  clinic.  Of  these, 
89  were  ages  one  to  four  and  represented  the 
target  group  and  the  remainder  represented  26 
school  age  children  age  five  to  twelve.  The  pre- 
school children  immunized  represented  17.3% 
of  the  total  “at  risk”  population. 

Of  the  total  89  preschool  children  im- 
munized, 63  or  71%  were  brought  to  the  clinic 
as  the  result  of  the  letter  and  26  or  29%  were 
brought  as  the  result  of  other  methods  of 
reaching  the  population. 

Another  method  of  examining  this  differ- 
ence follows:  Sixty-three  or  24%  of  those  in 
the  experimental  group  (those  who  received 
letters)  had  their  child  immunized  at  the  clinic, 
whereas  only  26  or  10.5%  of  the  control  group 
had  their  child  immunized.  This  two-fold  dif- 
ference is  statistically  significant  with 
X2  = 11.32.  P < 0.01. 

Table  1 illustrates  the  distribution  of  sources 
of  information  concerning  the  immunization 
clinic. 

Of  the  130  children  selected  for  follow-up 
to  determine  why  they  had  not  attended  the 
clinic,  19  could  not  be  located — four  from  the 
control  group  and  15  from  the  experimental 
group.  There  were  50  children  in  the  received 
letter/no  attend  group  and  61  in  the  no 
letter/ no  attend  group.  Each  of  these  families 
were  asked  why  they  did  not  attend  the  clinic, 
and  if  they  had  heard  about  it  via  the  mass 

Table  1 

Responses  of  Parents  Who  Brought 
Their  Children  in  to  be  Immunized 

What  persuaded  you  to  bring  your  child  to  the  clinic? 


No.  % 


Letter  Sent  to  My  Home 

63 

71.1 

Newspaper  Article 

6 

6.7 

A Poster  Advertising  Clinics 

14 

15.7 

Radio 

1 

.9 

Other  Means 

5 

5.6 

TOTAL 

89 

100.0 
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media.  Those  who  claimed  that  they  didn’t 
know  about  the  clinic  were  asked  if  they 
would  have  attended  had  they  known  about  it. 
Table  2 illustrates  the  distribution  of  responses 
to  these  questions. 

Of  the  group  that  did  not  receive  a letter, 

26  or  42.6%  reported  they  they  did  not  know 
about  the  clinic.  Of  these  26,  22  or  84%  indi- 
cated that  they  would  have  taken  the  child  to 
the  clinic  had  they  known  about  it. 

Also  of  interest  is  that  24  or  39.0%  of  the 
no  letter  group  and  20  or  40.0%  of  the  group 
that  received  a letter  felt  that  their  child  had 
already  been  immunized.  This  claim  was  not 
verified  by  the  investigators. 


Table  2 

Parent's  Reason  for  Not  Bringing  Child  to  be  Immunized 


No  Letter  Group  (Mass  Media  Alone) 

No. 

% 

(1) 

Didn't  know  about  clinics 

26 

42.6 

(2) 

Thought  child  already  immunized 

24 

39.3 

(3) 

Child  was  sick 

4 

6.6 

(4) 

No  transportation 

3 

4.9 

(5) 

Apathy  (interviewer's  term) 

2 

3.3 

(6) 

Thought  rubella/rubeola  were 

same,  and  child  had  already  had 

rubeola 

1 

1.6 

(7) 

Mother  in  Hospital 

1 

1.6 

TOTAL 

61 

99.9 

Letter  Received  Group  (Plus  Mass  Media) 

(1  ) 

Thought  child  already  immunized 

20 

40.0 

(2) 

Child  was  sick 

12 

24.0 

(3) 

Forgot  about  clinics 

6 

12.0 

(4) 

Didn't  understand  letter 

4 

8.0 

(5) 

Rather  have  them  from  family  M.D. 

4 

8.0 

(6) 

No  Transportation 

2 

4.0 

(7) 

Apathy  (Interviewer's  terms) 

2 

4.0 

TOTAL 

50 

100.0 

Discussion 

Currently  the  state  health  department  has  a 
mailing  form  keyed  to  the  birth  certificate  that 
reminds  the  mother  of  a new  infant  that  it  is 
important  to  have  the  child  immunized  and 
suggests  she  see  her  physician  or  contact  the 
local  health  department.  This  effort  has  yielded 
little  success  in  raising  the  immunization 
status  of  the  preschool  population.  Our  data 
indicates  that  a personal  letter  with  a specific 
time  and  place  for  the  clinic,  as  well  as  having 
a “personal”  tone  can  increase  the  attendance 
at  immunization  clinics  by  twofold  over  the 
“mass  media”  approach  to  clinic  notification. 
The  problem  of  lack  of  knowledge  of  the  clinic 


in  Kentucky — Scutchfield 

is  even  more  obvious  when  our  data  on  the 
patients  who  did  not  attend  the  clinic  and  who 
did  not  receive  a letter  is  examined.  Of  the 
61  families  surveyed,  26  or  43%  were  not 
aware  of  the  clinic  and  of  that  group  22  or 
84%  indicated  they  would  attend  a clinic  if 
they  knew  about  it.  Of  course  there  is  no  way 
to  confirm  this  willingness  to  participate  in  a 
clinic. 

The  second  problem  we  encountered  has 
been  illustrated  previously,  that  is,  that  the 
family  thought  the  child  had  been  immunized. 
This  illustrates  two  problems:  1)  that  parents 
don’t  know  the  difference  between  rubella  and 
rubeola  and  2)  that  immunizations  performed 
in  the  private  physician’s  office  frequently  do 
not  get  reported  to  the  county  health  depart- 
ment. 

The  first  problem  is  largely  being  obviated 
by  the  combined  rubella /rubeola  vaccine,  but 
the  second  problem  still  remains. 

We  feel  that  a more  active  immunization 
surveillance  program  must  be  undertaken  by 
the  county  health  department  in  order  to  as- 
sure that  immunizations  performed  in  the  pri- 
vate physician’s  office  are  recorded  in  a central 
file  at  the  county  health  department;  only  in 
this  manner  will  we  ever  be  assured  of  adequate 
immunization  levels. 
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Osteoporosis 

Martha  P.  Dawson,  M.D.*  and  J.  W.  Hollingsworth,  M.D.** 


OSTEOPOROSIS  is  not  a single  disease 
entity  with  a “cause”  and  a “cure.”  It 
represents  a non-specific  reaction  of  the 
skeleton  to  a wide  range  of  stimuli.  It  has  a 
well  known  relationship  to  certain  disease  states 
and  physiological  conditions  while  many  other 
cases  of  osteoporosis  in  fact,  the  majority,  are 
the  so-called  postmenopausal,  senile  and  idio- 
pathic osteoporosis  in  which  etiological  factors 
are  less  clear.  It  will  be  the  purpose  of  this 
paper  to  briefly  review  some  basic  concepts 
concerning  osteoporosis,  its  clinical  features 
and  associations,  diagnosis,  and  some  ap- 
proaches to  the  difficult  question  to  therapy. 

The  term  osteoporosis  means  increased  por- 
osity of  bone  and  characteristically  the  weight 
of  whole  dry  bone,  per  unit  volume  is  reduced. 
All  the  characteristic  components  are  lost  pro- 
portionately so  the  composition  of  osteoporotic 
bone  approximates  normal  bone.  The  inor- 
ganic mineral  and  extracellular  organic  matrix 
of  bone  are  responsible  for  structural  integrity. 
The  inorganic  mineral  comprises  approximate- 
ly 65  % of  the  tissue  by  weight  and  is  primarily 
calcium  phosphate  in  the  form  of  hydroxyapa- 
tite and  related  crystalline  structures.  The  or- 
ganic matrix  comprises  the  remainder  of  the 
tissue  and  is  primarily  collagen.1 

Normally,  resorption  of  apatite  and  matrix 
follow  in  such  close  succession  as  to  appear 
concomitant.  Catabolic  processes  leading  to 
bone  resorption  occur  simultaneously  with  syn- 
thetic processes,  so  as  to  remodel  newly  formed 
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bone  into  a specific  structural  arrangement 
which  fills  local  mechanical  needs.2 

In  osteoporosis  the  rate  of  bone  resorption 
must  outstrip  the  rate  of  bone  formation  to 
decrease  bone  mass  so  that  in  that  sense  bone 
resorption  is  excessive.  Work  by  Jowsey  and 
her  co-workers  has  shown  that  combination 
histological  methods  with  microradiography 
can  give  valid  data  as  to  rates  of  formation 
and  resorption.  According  to  this  method  bone 
formation  rates  appear  normal  but  resorption 
rates  are  increased.3 

The  factors  which  affect  bone  mass  in  gen- 
eral and  the  development  of  osteoporosis  are 
many  and  diverse.  Age  is  important;  the  maxi- 
mum bone  mass  being  attained  between  age 
20-25  years.  Between  age  35-75  years,  decre- 
ments of  mineral  mass  occur  annually  with  a 
cumulative  50%  loss  in  vertebral  bodies  and 
20-30%  loss  in  several  long  bones.2  This  peak 
of  total  bone  mass  is  greater  in  men  than 
women  and  greater  in  blacks  than  Caucasians.4 
Activity  is  a factor,  with  osteoporosis  com- 
monly found  following  disuse  or  immunobiliza- 
tion.  Osteoporosis  is  found  in  individuals  with 
generalized  malnutrition.  Glucocorticoid  ex- 
cess increases  resorption  and  decreases  form- 
ation1. Parathyroid  hormone  is  quantitatively 
an  important  determinant  of  the  amount  of 
bone  resorption.  Hereditary  disorders  occur, 
and  the  altered  environment  of  space  flight  is 
associated  with  calcium  loss.2 

For  whatever  reason,  when  loss  of  bone 
mass  becomes  sufficient,  symptoms  may  oc- 
cur and  radiological  findings  become  evident. 
Symptomatically,  the  onset  of  acute  or  chronic 
back  pain  or  a fracture  calls  attention  to  the 
osteoporosis.  Two  types  of  back  pain  may 
occur.  One  is  of  sudden  onset,  deep  in  the 
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midline,  is  very  severe,  is  associated  with 
spasm  of  the  lateral  spinal  muscles  and  local- 
ized deep  tenderness,  is  made  worse  by  mo- 
tion and  gradually  improves  over  a matter  of 
weeks.  These  symptoms  indicate  a fracture  or 
partial  fracture  of  the  body  of  a vertebra. 
Lower  dorsal  and  lumbar  vertebrae  are  more 
commonly  involved  than  higher  dorsal  verte- 
brae. The  other  type  of  pain  is  deep,  aching 
mid  or  lower  dorsal  or  lumbar  pain  that  occurs 
after  standing,  is  made  worse  by  continued 
activity  and  relieved  by  lying  down.  It  may 
last  for  many  months  and  is  not  well  correlated 
with  any  acute  occurrence  or  x-ray  change.  It 
may  be  associated  with  a process  of  gradual 
collapse  of  a vertebra  or  with  abnormal  stresses 
in  the  bone  or  joint  structures  brought  about 
by  vertebral  deformity.5’67  Frank  nerve  root 
compression  is  not  common  but  may  occur 
with  radiation  of  pain  according  to  the  site 
of  involvement.  Spinal  cord  compression  is  ex- 
tremely rare  even  in  the  presence  of  severe  de- 
formity of  the  spine.2 

Symptoms  fairly  frequently  occur  in  the  pel- 
vis, as  well  as  the  ribs  and  other  long  bones. 
Pathological  fractures  produce,  of  course, 
symptoms  indistinguishable  from  non-osteo- 
porotic  fractures  and  occur  most  often  in  the 
distal  radius,  the  small  bones  of  the  hands  and 
feet,  and  the  ribs.  Fracture  of  the  hip  is  also 
a common  problem  of  considerable  magnitude. 

The  physical  signs  range  also  from  none 
at  all  to  considerable  deformity  and  disability. 
The  most  important  early  physical  sign  is  loss 
of  stature  due  to  shortening  of  the  trunk.  This 
may  not  be  noted  by  the  patient,  even  in  the 
presence  of  significant  change.  In  adults  of 
average  height  the  top  of  the  symphysis  pubis 
is  midway  between  the  crown  and  the  heel, 
while  the  total  height  is  approximately  equal 
to  the  span.  In  osteoporosis  the  crown-pubis 
distance  is  less  than  that  from  pubis  to  heel, 
though  the  latter  remains  about  half  the  span. 
As  the  disease  progresses  and  vertebral  bodies 
collapse  further  the  disproportion  increases, 
and  more  and  more  trunk  shortening  is  noted. 

At  a late  stage  of  the  disease  there  are 
marked  deformities  of  the  spine.  The  patients 
develop  an  exaggerated  thoracic  kyphosis,  of- 
ten with  some  scoliosis.  In  severe  cases  the 
lower  ribs  may  overlie  the  iliac  crest  and  a 
deep  transverse  skin  crease  develops  across 


the  upper  abdomen.  The  result  may  be  a de- 
formed shrunken  thoracic  cage  with  diminished 
vital  capacity.7 

In  other  patients  with  severe  involvement  of 
other  parts  of  the  skeleton,  especially  the  long 
bones,  obvious  signs  such  as  angulation  and 
deformity  may  follow  fractures  but  there  may 
otherwise  be  few  signs.  Hypercalcemia  with 
corneal  calcification  is  quite  rare  in  adults 
with  osteoporosis.7 

Skin  changes  have  been  noted  in  a signifi- 
cant number  of  patients  with  osteoporosis;8 
the  skin  in  these  patients  assuming  a transpar- 
ency, and  the  details  of  veins  and  tendons  being 
clearly  visible.  It  is  conjectured  that  there  is 
not  only  loss  of  dermal  collagen  but  there  may 
be  a change  in  structure  of  the  collagen.  There 
may  also  be  said  to  be  this  difference  between 
normal  bones  and  those  of  osteoporosis:  in 
osteoporosis  the  bone  mass  is  reduced,  with 
loss  of  collagen. 

The  “washed  out”  appearance  of  severely 
osteoporotic  bone  is  of  course  well  known  but 
methods  have  been  sought  to  detect  earlier 
changes  and  to  quantitate  change.  In  a simple, 
easily  used  method,  anterior  vertebral  height 
is  measured  in  each  vertebra  as  one  proceeds 
downward  through  the  spinal  column.  If  the 
vertebral  height  decreases,  the  vertebra  can  be 
said  to  be  involved.  Cortical  thickness  of  bone 
is  considerably  more  reliable  than  the  general 
appearance  of  “bone  density”  and  may  be 
quantitated  in  normal  and  abnormal  bones.9 
In  the  mid  shaft  of  the  femur  for  example,  the 
cortical  thickness  should  be  at  least  50%  of 
the  total  diameter.  Singh  and  his  group10  have 
proposed  an  index  based  on  the  roentgeno- 
graphic  pattern  of  trabecular  bone  in  the  upper 
end  of  the  femur  to  evaluate  bone  loss.  Inves- 
tigations continue  into  development  of  easily 
applicable  methods  for  diagnosing  patients 
with  very  early  disease. 

The  main  types  of  osteoporosis  are  those  in 
which  there  is  no  etiology  known — the  idio- 
pathic type — and  others  which  are  associated 
with  well  known  disease  states.  These  types 
will  be  very  briefly  discussed. 

Depending  on  age  of  onset,  idiopathic  osteo- 
porosis has  been  labeled  juvenile,  adult,  post- 
menopausal and  senile.  The  juvenile  form  is 
exceedingly  uncommon,  but  has  been  des- 
cribed. Adults  in  the  20-40  year  age  group 
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may  rarely  suffer  from  a condition  which  has 
the  same  characteristics  as  osteoporosis  in  older 
patients.  Between  the  ages  of  40-60  years 
it  becomes  a more  common  disease  especially 
in  women.  Since  menopause  also  occurs 
around  this  time,  this  osteoporosis  has  been 
called  postmenopausal.  However,  the  role  of 
menopause,  as  distinct  from  increasing  age,  is 
often  not  clear.  The  over-60  age  group  pro- 
vides most  of  the  osteoporotic  patients  seen.7 
Again,  the  same  characteristics  of  osteoporosis 
apply  as  in  the  other  age  groups,  it  being  even 
more  important,  however,  in  the  older  age 
groups  to  be  certain  of  exclusion  of  metastatic 
disease  and  particularly  multiple  myeloma. 

Osteoporosis  may  occur  in  both  male  and 
female  hypogonodism.  However,  as  has  been 
mentioned,  the  role  of  gonodal  hormones  in 
postmenopausal  osteoporosis  is  not  clear  and 
studies  have  at  times  shown  contradictory  re- 
sults. It  is  possible  that  the  metabolic  altera- 
tions at  the  time  of  menopause  may  provide 
a suitable  stimulus  for  an  exacerbation  of 
osteoporosis,  the  main  cause  being  of  another 
origin.7  Metabolism  of  the  bone  matrix  is  al- 
tered also  in  the  presence  of  other  endocrine 
disorders,  including  hyperthyroidism  and  ac- 
romegaly. 

There  is  association  of  osteoporosis  with 
various  chronic  wasting  diseases  such  as  malig- 
nant tumors  and  rheumatoid  arthritis.2  In 
rheumatoid  arthritis  the  picture  is  complex 
since  osteoporosis  does  occur  in  rheumatoid 
arthritis  in  the  absence  of  corticosteroid  ther- 
apy, one  quarter  of  the  patients  in  one  series 
being  affected.  In  addition,  however,  corticos- 
teroid therapy  has  been  shown  to  have  a signi- 
ficant effect  on  the  development  of  osteoporo- 
sis in  patients  so  treated.11  Indeed,  in  any 
condition  in  which  corticosteroid  therapy  is 
administered  for  a sufficient  length  of  time, 
development  of  osteoporosis  is  an  important 
consideration. 

In  the  diagnosis  of  idiopathic  osteoporosis, 
it  is  essential  that  exclusion  of  diseases  other 
than  osteoporosis  be  rigorous.  The  presence  of 
vertebral  fracture  in  people  of  either  sex  less 
than  35  years  old  is  likely  to  be  due  to  some 
disease  other  than  osteoporosis.  Malignancy, 
Cushings  Syndrome,  thyrotoxicosis  and  hyper- 
parathyroidism must  be  considered.  Multiple 
myeloma,  which  in  its  early  stages  may  not 
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show  discrete  bone  lesions,  can  be  difficult  to 
recognize  unless  a bone  marrow,  electrophoretic 
studies  or  Bence  Jones  protein  yields  positive 
information.  Nontropical  sprue  or  other  forms 
of  malabsorption,  which  can  be  subtle  early 
in  their  course,  may  present  as  osteoporosis 
and  osteomalacia.  Osteoporosis  often  is  found 
in  patients  who  have  osteomalacia,  since  pa- 
tients with  mild  absorptive  impairment,  as  can 
often  be  present  after  gastric  surgery,  fail  to 
absorb  proper  amounts  of  both  vitamin  D 
(causing  osteomalacia)  and  calcium  (causing 
osteoporosis.)5 

Certainly  there  cannot  be  said  to  be  a sat- 
isfactory treatment  for  osteoporosis.  Much 
work  remains  to  be  done,  but  efforts  are  being 
made  to  systematically  evaluate  modes  of  treat- 
ment, and  increasing  amounts  of  information 
concerning  mechanisms  of  action  and  the  com- 
parative value  of  various  regimens  are  becom- 
ing available. 

During  phases  of  acute  severe  pain,  anal- 
gesics must  be  given  to  alleviate  pain,  and  an 
orthopedic  brace  or  corset  may  be  necessary 
to  maintain  support  of  the  spine.  Bed  rest 
may  be  necessary  for  a few  days  until  subsi- 
dence of  the  most  severe  pain.  Subsequent 
chronic  aching  may  be  relieved  by  hyperex- 
tension exercises  to  strengthen  paraspinal  mus- 
cles. A diet  containing  two  glasses  of  whole 
or  skim  milk  is  recommended.  A small  daily 
supplement  (1000  units)  of  vitamin  D may 
also  be  prescribed.12 

Estrogenic  hormones  have  been  used  for 
many  years.  Courses  of  a few  months  or  less 
have  produced  calcium  retention  and  a de- 
crease of  bone  resorbing  surfaces.  However, 
other  studies  indicate  that  after  nine  months  or 
more  these  effects  are  not  maintained  and  begin 
to  reverse  somewhat.13  Nevertheless  estrogen 
therapy  of  up  to  ten  years  appears  to  have  a 
favorable  effeot  by  reducing  the  loss  of  bone 
mass  in  non-osteoporosis  postmenopausal  wom- 
en and  by  a decrease  in  the  number  of  frac- 
tures in  osteoporotic  women.  For  optimal  re- 
sults cyclical  courses  of  1.25  mg  daily  of  an 
estrogen  preparation  seems  necessary,  but  this 
dose  is  rather  poorly  tolerated  by  many  wom- 
en.12 

Effective  therapeutic  doses  of  testosterone  in 
osteoporotic  women  invariably  produce  virili- 
zation, but  may  be  used  to  advantage  in  osteo- 
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porotic  men.12  The  anabolic  steroids  are  not  so 
clearly  of  benefit  in  non-virilization  dosages 
but  there  have  been  reports  of  their  effective 
use  in  selected  cases.14 

The  diet  may  be  supplemented  by  1 to  1.5 
gm  of  elemental  calcium  as  the  carbonate  salt, 
in  an  effort  to  decrease  parathyroid  hormone 
secretion  and  consequently  reduce  bone  re- 
sorption. 

Several  investigational  methods,  such  as  the 
use  of  calcitonin  and  the  intravenous  infusion 
of  calcium  have  aroused  great  interest  but  are 
not  yet  recommended  for  general  use.  However, 
a combined  therapeutic  regimen  of  sodium 
fluoride,  calcium  and  vitamin  D is  promising 
in  that  after  one  year  of  therapy  an  increase 
in  new  bone  formation  occurred  and  the  regi- 
men was  in  general  well  tolerated.15  Longer 
study  and  larger  numbers  of  patients  will  of 
course  be  required  for  final  evaluation  but  it 
is  a regimen  worth  trying  in  selected  patients, 
perhaps  with  the  addition  of  estrogens.  We 
are  currently  using  a regimen  of  600  to  1000 
mg  of  elemental  calcium  per  day,  20  mg  of 
sodium  fluoride  per  day  and  50,000  units  of 
vitamin  D twice  weekly.  This  regimen  is  being 


used  particularly  in  the  difficult  problems  of 
patients  who  require  large  doses  of  corticoster- 
oids and  develop  rapid  osteoporosis. 
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!’  world  of  facilities. 


RAMADA 

INN 


Enjoy  our  show-of-stars  entertainment  nightly  and  special  engagements 
of  America’s  most  famous  names  in  music. 


EXTRA  ADDED  ATTRACTIONS  OF  THE 
RAMADA  INCLUDE:  • 300  Guest  Rooms  and 
Suites  • Four  Indoor  Pools,  covered  by  a 
three-story,  skylight  canopy  • Giant  tropical 
garden  area  • Heated  Therapy  Pool  • 
Rollin'  Barrel  Cocktail  Lounge  • Internation- 
al Gourmet  Cuisine  served  in  the  Stern- 
wheeler Dining  Room. 


CONVENTION  AND  MEETING  FACILITIES 
INCLUDE:  * The  Mammoth  Bluegrass  Con- 
vention Center,  featuring  21,000  sq.  ft. 
Belle  Hall  • 16  Meeting  Rooms  with  a 
combined  capacity  of  over  3,000  • Banquet 
service  for  up  to  2,000  guests  at  a single 
sitting. 


FOR  RESERVATIONS  OR  INFORMATION,  CALL  (502)  267-8201 

9700  BLUEGRASS  PARKWAY*LOUISVILLE 

(AT  1-64  AND  HURSTBOURNE  LANE) 


September  Song 


TUESDAY,  Wednesday,  and  Thursday, 
September  18,  19  and  20,  1973.  Please, 
right  now,  ask  your  secretary  to  block 
these  days  out  of  your  office  and  hospital 
schedule.  Pull  out  your  pocket  appointment 
book  and  block  them  off  yourself.  Ask  your 
wife  to  arrange  her  time  to  be  free  to  join  you 
those  days.  Set  up  your  reservation  at  Ramada 
Inn,  Louisville,  promptly  (there  is  a Holiday 
Inn  and  a Sheraton  Motel  at  the  same  inter- 
section, too).  Then  join  your  fellow  physicians 
next  month  in  Kentucky’s  biggest  and  best 
general  medical  meeting  — the  1973  KMA 
Annual  Meeting. 

Professional  activities  will  range  from  the 
many  socio-economic,  educational  and  political 
concerns  of  the  House  of  Delegates  and  the 
Board  of  Trustees,  to  the  interesting,  instruc- 
tional offerings  of  the  general  and  specialty 
society  sessions.  The  program  is  well  thought 
out,  with  nationally  recognized  speakers  from 
Michigan,  North  Carolina,  Louisiana,  Texas, 
Pennsylvania,  Indiana,  Tennessee,  New  York, 
Ohio,  Georgia,  Illinois,  Maryland,  Virginia, 
Canada,  Massachusetts,  and  last  but  definitely 
not  least,  several  from  Kentucky!  The  topics 


covered  are  indeed  topical  (to  coin  a phrase), 
starting  with  several  presentations  about  “Criti- 
cal Care  Medicine”,  moving  on  to  a discussion 
of  various  aspects  of  “Pollution”,  reviewing 
uremia  and  other  “Renal  Problems”,  and  cli- 
maxing (you  should  pardon  the  expression)  in 
a symposium  on  “Sex  and  Its  Consequences”. 
How  can  you  resist? 

The  Bluegrass  Convention  Center  is  where 
it’s  at  — adjacent  to  Ramada  Inn,  just  east 
of  Louisville.  The  new  River  City  Mall  (our 
old  4th  Street)  and  the  riverside  Belvedere  are 
open,  and  they’re  both  close  enough  and  im- 
pressive enough  to  warrant  your  inspection. 
Oxmoor  and  the  Shelbyville  Road  Mall  are 
nearby;  it’s  quite  possible  to  enjoy  yourself 
window-shopping  in  either  Mall  without  spend- 
ing anything  at  all,  but  your  wife  will  probably 
find  heightened  pleasure  in  a purchase  or  two! 

Don’t  miss  Mark  Russell  at  the  KEMP  AC 
Dinner  — his  talk  at  last  year’s  President’s 
Luncheon  was  one  of  the  wittiest  and  most 
enjoyable  these  old  ears  have  ever  heard. 

Come  — your  many  friends  look  forward 
to  seeing  you.  September  18,  19  and  20. 
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Qkorge  P-  Arrijpr,  M.  0. 
1915-19r3 


GEORGE  Preston  Archer,  M.D.,  was  born  in  Floyd  County,  Kentucky,  on  September 
10,  1915.  He  was  the  son  of  Doctor  and  Mrs.  Ernest  E.  Archer,  members  of  a pioneer 
Floyd  County  family. 

A graduate  of  the  University  of  Kentucky,  he  received  his  medical  degree  from  the  Uni- 
versity of  Louisville  in  1941.  From  that  day  forward,  there  are  few  men  in  the  history  of 
this  Association  who  crowded  so  much  service  to  so  many  organizations  into  such  a short 
period  of  time. 

From  the  time  that  Doctor  Archer  was  discharged  from  the  United  States  Army  in  1946 
as  a Major  in  the  Medical  Corps,  until  his  untimely  and  tragic  death  on  July  12,  1973,  he 
served  his  profession,  his  patients,  his  community,  his  church  and  this  Commonwealth  with 
unfailing  zeal  and  high  purpose.  It  would  be  almost  impossible  in  this  brief  article  to  mention 
all  of  the  many  accomplishments  of  Doctor  Archer,  but  because  of  his  tremendous  dedication 
to  this  Association  and  his  profession,  it  is  imperative  that  we  herein  recount  some  of  those 
accomplishments  for  posterity. 

He  began  the  private  practice  of  medicine  in  Prestonsburg,  Kentucky,  in  1947.  In  1949, 
the  Kentucky  Junior  Chamber  of  Commerce  named  him  one  of  the  State’s  “Three  Out- 
standing Young  Men”  for  his  extensive  work  in  civic  affairs  at  the  local  and  state  level. 
In  1948,  he  began  his  service  to  the  Prestonsburg  School  Board,  eventually  serving  as  its 
Chairman.  He  served  as  a member  of  the  Board  of  the  First  Methodist  Church  in  Prestons- 
burg and  was  Chairman  of  that  official  Board  for  two  terms.  During  his  years  in  practice 
he  took  time  to  be  active  in  the  Prestonsburg  Kiwanis  Club,  the  Lonesome  Pine  Council  of 
the  Boy  Scouts  of  America,  and  among  his  civic  accomplishments,  which  are  almost  too 
numerous  to  mention,  he  was  three  times  elected  Mayor  of  the  city  he  loved  so  dearly. 

He  was  President  of  the  Floyd  County  Medical  Society  in  1950,  but  his  dedication  to  that 
Society  and  this  Association  never  ended  until  his  death.  He  was  instrumental  in  forming  the 
Kentucky  Chapter,  American  Academy  of  Family  Physicians,  was  a charter  member  of  that 
organization  and  served  as  its  first  Secretary.  In  1954  Doctor  Archer  was  named  Chairman 
of  the  Floyd  County  Board  of  Health  and  still  served  that  organization  at  the  time  of  his  death. 

We  would  be  remiss  in  this  article  if  we  did  not  mention  in  detail  Doctor  Archer’s  tre- 
mendous service  to  the  Kentucky  Medical  Association  and  its  affiliated  organizations.  He 
served  on  committees  of  this  Association  almost  every  year  he  practiced  medicine.  A firm 
believer  in  the  private  practice  of  medicine,  Doctor  Archer  was  one  of  the  founders  of  and  the 
first  Chairman  of  KEMPAC.  It  was  largely  through  his  efforts  that  this  organization  gained 
recognition  from  the  KMA  House  of  Delegates.  He  never  lost  his  interest  in  the  activities  of 
the  KEMPAC  Board  and  was  active  in  that  organization  until  his  death. 

Doctor  Archer  served  as  President  of  the  Kentucky  Medical  Association  in  1963-64.  During 
his  term  as  President,  he  continued  his  outspoken  fight  in  behalf  of  the  free  enterprise  system 
and  the  profession  he  held  in  such  high  regard. 

We  could  go  on  and  on  listing  his  accomplishments.  However,  we  feel  the  most  fitting  way  to 
end  this  article  would  be  a quotation  from  one  of  the  resolutions  which  nominated  him  for 
the  Kentucky  Medical  Association  Distinguished  Service  Award  in  1960.  That  resolution 
stated,  “There  are  few  men  of  any  age  in  the  Kentucky  Medical  Association  who  have  done 
all  these  things  for  their  community  and  their  profession.”  Surely,  those  of  us  who  had  the 
privilege  of  knowing  and  working  with  Doctor  George  Preston  Archer  will  not  soon  forget 
his  lasting  contribution  to  his  profession,  his  patients,  this  Association  and  the  community 
and  State  he  loved  so  well. 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

AUGUST 

26  Symposium  on  “The  Current  Status  of  Fungal  6 
Infections  in  Kentucky;”  Sponsors:  University 
of  Kentucky  Medical  Center  and  Kentucky 
Chapter,  American  Academy  of  Family  Phy- 
sicians; Ramada  Inn,  Lexington  8 


SEPTEMBER 

18-20  KMA  ANNUAL  MEETING,  Ramada  Inn/ 
Bluegrass  Convention  Center,  Louisville 

21-22  Postgraduate  seminar*,  “Nephrology  for  the 
Practicing  Physician,”  University  of  Kentucky 
Medical  Center,  Lexington.  Registration  fee: 
$40.  Seven  hours  of  AAFP  credit. 

OCTOBER 

1-3  Scientific  program*,  “Changing  Concepts  and 
Methods  in  the  Practice  of  Cardiology,”  Uni- 
versity of  Kentucky  Medical  Center,  Lexing- 
ton, sponsored  by  U.K.  College  of  Medicine 
and  Indiana  University  School  of  Medicine. 
Registration  fee:  $100  (for  members  of  the 
American  College  of  Cardiology)  $125  (for 
non-members). 

7-13  Family  Medicine  Review  Program*,  Univer- 
sity of  Kentucky  Medical  Center,  Lexington. 
Registration  fee:  $185.  AAFP  credit  has  been 
requested  for  54  hours. 


NOVEMBER 

Ninth  Annual  Louisville  Pediatric  Lecture,  by 
Melvin  Grumbach,  M.D.,  University  of 
Louisville  School  of  Medicine,  Health 
Sciences  Center  Auditorium,  Louisville 
8-9  Newborn  Symposium,  “Congenital  Defects  — 
Management  and  Outcome”,  Department  of 
Pediatrics,  University  of  Louisville  School  of 
Medicine,  Health  Sciences  Center  Auditorium, 
Louisville 


*For  further  information  contact:  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington,  Ken- 
tucky 40506. 


IN  SURROUNDING  STATES 

SEPTEMBER 

Postgraduate  course  in  CME  (accredited  by 
AMA),  “Implementation  of  Recommendations 
of  the  Secretary’s  Commission  on  Malprac- 
tice,” Cleveland  Clinic,  Cleveland 
Seminar,  “Industrial  Injuries  of  the  Hand,” 
East  Pavilion  Auditorium  Barnes  Hospital,  St. 
Louis.  (Contact:  Paul  M.  Weeks,  M.D.,  Pro- 
fessor of  Surgery,  Washington  University, 
4960  Audubon  Avenue,  St.  Louis,  Missouri 
63110) 

17-18  AMA  Annual  Congress  on  Occupational 

Health,  Benjamin  Franklin  Hotel,  Philadelphia 

OCTOBER 

1-2  Tennessee  Valley  Medical  Assembly,  Read 

House,  Chattanooga 

20- 24  Annual  Meeting,  American  Academy  of  Ped- 

iatrics, Palmer  House,  Chicago 

21- 25  Annual  Scientific  Assembly,  American  College 

of  Chest  Physicians,  Four  Seasons  Hotel,  To- 
ronto, Ontario,  Canada 

NOVEMBER 

14-17  Seminar  on  “Life-Saving  Measures  for  the 
Critically  Injured,”  sponsored  by  the  American 
College  of  Surgeons  and  the  University  of 
Tennessee  College  of  Medicine,  Shrier  Audi- 
torium, Memphis 


WANTED:  HEALTH  OFFICER 

Health  Officer  wanted  for  Floyd  and  Mar- 
tin counties  (shared)  in  Eastern  Kentucky. 

If  interested,  contact  Ernest  C.  Holbrook, 
M.D.  Call  (606)  886-8182. 
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He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
non-constipating 


aluminum  and  magnesium  hydroxides  with  simethicone 


5 


STUART  PHARMACEUTICALS  | D.vision  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


He  has 
Trichomonas 
vaginalis? 

Its  his  infection  but  her  problem... 


Men  with  trichomonal  infection  are 
virtually  always  asymptomatic,  which 
is  why  they  seldom  know  they  have 
the  disease.  But  many  do  have  it, 
nevertheless. 

Trichomonal  infection  is  so  com- 
mon that  estimates1  indicate  one  out 
of  every  four  women  of  reproductive 
age  has  the  disease.  Almost  half  of 
the  husbands  of  iv omen  infected  with 
Trichomonas  vaginalis  have  it , too.2  9 


CONCURRENT  THERAPY  WITH  FLAGYL  PROVIDES 
ALMOST  CERTAIN  CURE  FOR  BOTH  OF  THEM. 

• It  is  the  most  effective  drug  available  for  the  treatment  of 
trichomoniasis  in  both  men  and  women. 


f 


• In  men,  it  eliminates  infection  from  the  genitourinary  tract. 

• In  women,  it  eliminates  trichomonal  infection  from  the  va-j 
gina,  the  paravaginal  crypts,  cavities,  and  glands. 

• Consistent  cure  rates  above  90  percent  are  to  be  expected. 
The  rate  often  approaches  100  percent. 

• Simple,  sure  treatment  for  women:  One  250-mg.  tablet  three 
times  daily  for  ten  days. 

• Simple,  sure  treatment  for  men:  One  250-mg.  tablet  twice 
daily  for  ten  days  concurrent  with  treatment  of  the  female 
partner. 


• Side  effects  are  generally  mild  and  infrequent. 

• Flagyl  is  economical  because  it  is  so  effective. 


Flagyr  can  cure  them  both. 

(metronidazole) 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and  in 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or  cul- 
ture. The  oral  tablets  are  indicated  also  for 
acute  intestinal  amebiasis  (amebic  dysentery) 
and  amebic  liver  abscess. 

Contraindications:  Evidence  or  history  of 
blood  dyscrasia,  active  organic  disease  of  the 
CNS,  the  first  trimester  of  pregnancy  and  a 
history  of  hypersensitivity  to  metronidazole. 

W arnings : Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and  re- 
strict to  those  pregnant  patients  not  cured  by 
topical  measures.  Flagyl  (metronidazole)  is 
secreted  in  the  breast  milk  of  nursing  mothers. 
It  is  not  known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 


tial leukocyte  counts  are  recommended  before 
and  after  treatment  with  the  drug,  especially 
if  a second  course  is  necessary.  Avoid  alcoholic 
beverages  during  Flagyl  therapy  because  ab- 
dominal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if  abnor- 
mal neurologic  signs  occur.  Exacerbation  of 
moniliasis  may  occur.  In  amebic  liver  abscess, 
aspirate  pus  during  metronidazole  therapy. 
Adverse  Reactions : Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  incoordination  and  ataxia, 
numbness  or  paresthesia  of  an  extremity,  fleet- 
ing joint  pains,  confusion,  irritability,  depres- 
sion, insomnia,  mild  erythematous  eruptions, 
“weakness,”  urticaria,  flushing,  dryness  of  the 


mouth,  vagina  or  vulva,  pruritus,  dys 
cystitis,  a sense  of  pelvic  pressure,  dysparei  I 
fever,  polyuria,  incontinence,  decreas  \ 
libido,  nasal  congestion,  proctitis,  pyuria  i 
darkened  urine  have  occurred  in  patient  I 
ceiving  the  drug.  Patients  receiving  FI } 
may  experience  abdominal  distress,  nai  I 
vomiting  or  headache  if  alcoholic  beveiK 
are  consumed.  The  taste  of  alcoholic  b<  I 
ages  may  also  be  modified.  Flattening  ol  1 
T wave  may  be  seen  in  ECG  tracings. 
Dosage  and  Administration:  For  Tri< 
moniasis.  In  the  jemale:  One  250-mg.  t; 
orally  three  times  daily  for  ten  days.  Com 
may  be  repeated  if  required  in  especially  s i 
born  cases;  in  such  patients  an  interval  of 
to  six  weeks  between  courses  and  total  anc  i 
ferential  leukocyte  counts  before,  during, 
after  treatment  are  recommended.  Vagin:  a 
serts  of  500  mg.  are  available  for  use,  par  i 
larly  in  stubborn  cases.  When  the  vagina  I 
serts  are  used,  one  500-mg.  insert  is  placed 


the  vaginal  vault  each  day  for  ten  days  and 
oral  dosage  is  reduced  to  two  250-mg.  tab- 
i daily  during  the  ten-day  course  of  treat- 
i it.  Do  not  use  the  vaginal  inserts  as  the  sole 
1 n ol  therapy.  In  the  male:  Prescribe  Flagyl 
p when  trichomonads  are  demonstrated  in 
• urogenital  tract,  one  250-mg.  tablet  two 
,es  daily  for  ten  days.  Flagyl  should  be  taken 
►both  partners  over  the  same  ten-day  period 
1 ;n  it  is  prescribed  for  the  male  in  conjunc- 
1 with  the  treatment  of  his  female  partner. 

r Amebiasis.  Adults:  For  acute  intestinal 
lebiasis,  750  mg.  orally  three  times  daily 
5 to  10  days.  For  amebic  liver  abscess,  500 
750  mg.  orally  three  times  daily  for  5 to  10 
s.  Children:  35  to  50  mg. /kg.  of  body 
ght/24  hours,  divided  into  three  doses, 
Hy  tor  ten  days. 

■sage  forms : Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
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Flagyl® 

brand  of  metronidazole 


SEARLE 


SEARLE  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 
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Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  yz)-, 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  l).*Warning— 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3V2,  phenacetin  gr.  2Vz, 
caffeine  gr.yz. 


& 

Wellcome  I 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHEREVER  r 


EMPIRE 

COMPOUNI 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr. 
#4,  codeine  phosphate*  (64.8  mg.)  gr 
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PRESIDENT-ELECT 


Fred  C.  Rainey,  M.D. 
Elizabethtown 


Doctor  Rainey  will  be  installed  as  President  of 
the  Kentucky  Medical  Association  at  the  President’s 
Luncheon  on  Wednesday,  September  19,  during  the 
1973  Annual  Meeting. 

A 1955  graduate  of  the  University  of  Tennessee 
College  of  Medicine,  Doctor  Rainey  has  practiced 
general  medicine  in  Elizabethtown  since  1957  and 
is  currently  associated  with  the  Woodland  Medical 
Clinic  there. 

An  enthusiastic  participant  in  civic  and  political 
activities,  he  has  held  a number  of  positions  in  the 
Jaycee  organizations,  including  President  of  the  Ken- 


tucky Jaycees  and  Vice-President  of  the  U.S.  Jaycees. 
In  addition  to  these  activities,  he  has  served  as 
Chairman  of  the  Hardin  County  Board  of  Health. 

Very  active  in  the  work  of  organized  medicine. 
Doctor  Rainey  is  the  Immediate  Past  Chairman  of 
the  KEMPAC  Board  of  Directors  and  a former 
Chairman  for  State  Affairs  of  the  KMA  Committee 
on  Legislative  Activities.  He  has  served  on  numerous 
other  committees  of  the  Association,  including  Senior 
Day,  Nominating,  Interim  Meeting  Program  and 
Scientific  Program,  and  has  served  as  an  Alternate 
Delegate  to  the  AMA,  as  well  as  a KMA  Delegate 
from  Hardin  County. 


VICE-PRESIDENT 

James  B.  Holloway,  M.D.,  Lexington 


An  Associate  Clinical  Professor  of  Surgery  at  the 
University  of  Kentucky  College  of  Medicine,  Doctor 
Holloway  is  the  Immediate  Past  President  of  the 
Fayette  County  Medical  Society.  He  has  been  very 
dedicated  to  Associational  affairs,  having  served  as 
Chairman  of  the  KMA  Hospital  Committee  for  13 
years  and  a member  of  the  Advisory  Committee  to 
Blue  Shield  for  eight  years. 


Doctor  Holloway,  a Lexington  surgeon,  received 
his  M.D.  degree  from  Yale  University  Medical  School 
in  1945.  A Fellow  of  the  American  College  of  Sur- 
geons, Doctor  Holloway  belongs  to  the  Southern 
Surgical  Association  and  the  Southern  Society  of 
Clinical  Surgeons,  as  well  as  the  Kentucky  and 
Lexington  Surgical  Societies. 


SECRETARY 

S.  Randolph  Scheen,  M.D.,  Louisville 

Doctor  Scheen,  an  Assistant  Clinical  Professor  at 
the  University  of  Louisville  School  of  Medicine  and 
at  the  University  of  Kentucky 
College  of  Medicine,  is  now 
serving  his  sixth  year  as  KMA 
Secretary.  A 1953  graduate  of 
U of  L,  he  received  his  Master  of 
Science  Degree  in  dermatology 
from  the  University  of  Minne- 
sota in  1960.  His  service  to  the 
Association  includes  membership 
on  the  Judicial  Council  and  an 
active  involvement  with  the  Interim  and  Annual 
Meetings.  Doctor  Scheen  belongs  to  the  American 
Academy  of  Dermatology  and  the  Alumni  Associa- 
tion of  the  Mayo  Foundation. 


TREASURER 

Keith  P.  Smith,  M.D.,  Corbin 

Treasurer  of  the  Association  since  1963,  Doctor 
Smith  has  also  served  KMA  as  Vice-President,  Chair- 
man of  the  Board  of  Trustees  and 
a Trustee  from  the  15th  District 
from  1957-63.  He  is  a 1936  grad- 
uate of  the  University  of  Louis- 
ville School  of  Medicine  and  is 
in  the  practice  of  general  surgery 
in  Corbin.  Also  active  in  the  Ken- 
tucky Academy  of  Family  Physi- 
cians, Doctor  Smith  is  a former 
Academy  President  and  Vice- 
President.  He  is  a member  of  the  Southern  Surgical 
Association,  the  American  Academy  of  Family  Physi- 
cians and  the  Kentucky  Obstetrical  and  Gynecologic 
Society. 
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Officers  of  the  House  of  Delegates 


SPEAKER 

Richard  F.  Greathouse,  M.D.,  Louisville 

Having  served  as  Speaker  of  the  KMA  House  of 
Delegates  since  1966,  Doctor  Greathouse  has  been 
an  active  participant  in  the  affairs 
of  organized  medicine.  He  has 
served  as  KMA  Vice-Speaker 
and  former  delegate  from  the 
Jefferson  County  Medical  Socie- 
ty. A 1951  graduate  of  the  Uni- 
versity of  Louisville  School  of 
Medicine,  he  is  Associate  Pro- 
fessor of  Pediatrics  at  the  U of  L 
School  of  Medicine  and  School 
of  Dentistry.  A past  Secretary-Treasurer  of  KEMPAC, 
he  has  also  served  as  Vice  Chairman  of  the  Ken- 
tucky Chapter,  American  Academy  of  Pediatrics. 


VICE-SPEAKER 

Carl  Cooper,  Jr.,  M.D.,  Bedford 

Serving  now  as  Chairman  of  the  KEMPAC  Board 
of  Directors,  Doctor  Cooper  is  a former  KMA  Vice- 
President  and  Alternate  Delegate 
to  the  AMA.  A 1952  graduate 
of  the  University  of  Louisville 
School  of  Medicine,  he  is  an 
active  member  of  the  Kentucky 
Academy  of  Family  Physicians, 
having  served  as  Vice-President 
and  Director  of  that  organiza- 
tion. Doctor  Cooper  received  the 
KAFP  “Citizen  Doctor  of  the 
Year”  Award  in  1970.  He  is  a member  of  the  Ken- 
tucky Health  Council  and  is  very  active  in  civic 
organizations  in  his  area. 


AMA  Delegates 

J.  Thomas  Giannini,  M.D.,  Louisville 

Doctor  Giannini  is  the  Senior  Delegate  to  AMA 
from  Kentucky,  having  served  since  1963  as  Delegate 
or  Alternate  Delegate.  He  is  a 
former  Chairman  of  the  KMA 
Scientific  Exhibits  Committee 
and  served  as  a delegate  from 
the  Jefferson  County  Medical 
Society.  A native  of  Harlan,  he 
graduated  from  the  University 
of  Louisville  School  of  Medicine 
in  1938.  Doctor  Giannini  is  cur- 
rently the  Secretary-Treasurer  of 
the  Kentucky  Society  for  Plastic  and  Reconstructive 
Surgery  and  serves  on  the  Board  of  the  Kentucky 
Blue  Cross  Hospital  Plan,  Inc. 


John  C.  Quertermous,  M.D.,  Murray 

Active  in  Association  affairs,  Doctor  Quertermous 
is  a Past  KMA  President,  a former  Chairman  of  the 
Committee  on  Legislative  Activi- 
ties for  National  Affairs  and 
a former  Chairman  of  the 
KEMPAC  Board.  He  previously 
served  as  Delegate  to  the  AMA 
from  1963-69.  A 1942  graduate 
of  the  University  of  Louisville 
School  of  Medicine,  he  has 
practiced  internal  medicine  in 
Murray  since  1950.  Doctor 
Quertermous  has  been  active  in  civic  affairs,  having 
served  on  the  Governor’s  Citizens  Committee  on  the 
Problems  of  Aging. 


David  B.  Stevens,  M.D.,  Lexington 

An  orthopaedic  surgeon,  Doctor  Stevens  has  served 
as  either  an  Alternate  Delegate  or  Delegate  to  the 
AMA  since  1965.  He  is  a mem- 
ber of  the  AMA  Committee  on 
Quackery  and  is  a former  Chair- 
man of  the  KMA  Committee  on 
Cults.  A 1955  graduate  of 
Northwestern  University  Medical 
School,  he  is  Assistant  Clinical 
Professor  of  Surgery  at  the  Uni- 
versity of  Kentucky  College  of 
Medicine.  Doctor  Stevens  is  a 
Past  President  of  the  Fayette  County  Medical  So- 
ciety and  the  Kentucky  Orthopaedic  Society. 
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Journal  Editors 


EDITOR 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville 

Elected  as  Editor  of  The  Journal  in  August,  1970, 
Doctor  Hume  had  previously  served  as  Assistant  Edi- 
tor since  1967.  Involved  in  the 
affairs  of  the  Kentucky  Founda- 
tion for  Medical  Care,  Doctor 
Hume  is  a member  of  its  Board 
of  Directors,  Chairman  of  the 
KFMC  Health  Care  Delivery 
Committee  and  a member  of  its 
Bylaws  Committee.  He  is  Associ- 
ate Clinical  Professor  of  Surgery 
at  the  University  of  Louisville 
School  of  Medicine  and  a 1949  graduate  of  Harvard 
Medical  School.  Doctor  Hume  is  also  a Past  Presi- 
dent of  the  Jefferson  County  Medical  Society. 


ASSOCIATE  EDITOR 

Henry  B.  Asman,  M.D.,  Louisville 

Doctor  Asman,  now  in  his  second  term  as  Associate 
Editor,  has  served  the  Association  in  many  capacities. 

He  is  a Past  President  and  Vice- 
President  of  KMA,  was  the  first 
President  of  the  Kentucky  Foun- 
dation for  Medical  Care  and  is  a 
former  KMA  Secretary.  Current- 
ly, he  is  Director  of  Medical 
Services  for  Kentucky  Blue  Cross 
and  Blue  Shield.  A 1936  graduate 
of  the  University  of  Louisville 
School  of  Medicine,  Doctor  As- 
man now  serves  on  the  KMA  Committee  on  Public 
Relations  and  is  on  the  Board  of  Directors  of  the 
Kentucky  Chamber  of  Commerce. 


ASSISTANT  EDITOR 

A.  Evan  Overstreet,  M.D.,  Louisville 

Appointed  in  1972  as  Assistant  Editor  of  The  Jour- 
nal, Doctor  Overstreet  has  practiced  internal  medicine 
in  Louisville  for  several  years. 
He  is  a 1955  graduate  of  the  Uni- 
versity of  Louisville  School  of 
Medicine.  Doctor  Overstreet  is  an 
active  participant  in  county  so- 
ciety activities  and  is  a member 
of  the  Jefferson  County  Medical 
Society  Grievance  Committee.  He 
belongs  to  the  American  Society 
of  Internal  Medicine,  American 
College  of  Physicians  and  the  Transylvania  Medical 
Society. 


SCIENTIFIC  EDITOR 

Charles  C.  Smith,  Jr.,  M.D.,  Louisville 

Doctor  Smith  has  served  in  the  position  of  Scientific 
Editor  of  The  Journal  since  1967.  A 1955  graduate 
of  the  University  of  Louisville 
School  of  Medicine,  he  has  prac- 
ticed internal  medicine  in  Louis- 
ville since  1962.  Assistant  Clin- 
ical Professor  of  Medicine  at 
the  U of  L School  of  Medi- 
cine, Doctor  Smith  is  a Fellow 
of  the  American  College  of 
Physicians. 


New  Trustees 


Edward  N.  Maxwell,  M.D.,  Louisville 

Trustee  from  the  Fifth  District,  Doctor  Maxwell 
is  Chairman  of  the  Department  of  Radiology  at  St. 
Joseph  Infirmary  and  Assistant  Clinical  Professor  of 
Radiology  at  the  University  of  Louisville  School  of 
Medicine.  He  is  a Past  President  of  the  Kentucky 
TB  and  RD  Association.  A 1944  graduate  of  the 
Medical  College  of  Virginia,  Doctor  Maxwell  is  a 
member  of  the  KFMC  Board  of  Directors. 

Earl  B.  Rynerson,  M.D.,  Winchester 

Doctor  Rynerson  was  elected  Trustee  from  the 
Eleventh  KMA  District.  A 1951  graduate  of  the 
University  of  Louisville  School  of  Medicine,  Doctor 


Rynerson  is  currently  on  the  staff  of  Clark  County 
Hospital  and  is  a former  President  of  the  Clark 
County  Medical  Society.  He  is  a member  of  the 
American  Academy  of  Family  Physicians. 

Harold  L.  Bushey,  M.D.,  Barbourville 

Fifteenth  District  Trustee  Doctor  Bushey  is  a 
member  of  the  KMA  Committee  on  Appalachian 
and  OEO  Programs  and  the  Budget  Committee.  A 
1954  graduate  of  the  University  of  Rochester  Medi- 
cal School,  he  has  served  as  Secretary  of  the  Knox 
County  Medical  Society  and  is  a member  of  the 
Cumberland  Valley  Comprehensive  Health  Planning 
Council. 
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KAIA  District  Trustees 

1972-73  Associational  Year 


EUGENE  SLOAN*  2.  CHARLES  C.  KISSINGER  3.  RALPH  L.  CASH  4.  W.  BRUCE  HAMILTON  5.  EDWARD  N.  MAXWELL*  6.  PAUL  J.  PARKS 

Paducah  Henderson  Princeton  Shepherdsville  Louisville  Bowling  Green 


KMA  DELEGATES 


ADAIR 

George  O.  Nell,  Columbia 

ALLEN 

Earl  P.  Oliver,  Scottsville 

ANDERSON 

H.  Boyd  Caudill,  Lawrenceburg 

BALLARD 

BARREN 

Daryl  P.  Harvey,  Glasgow 

BATH 

BELL 

Francis  A.  Forde,  Middlesboro 
Emanuel  H.  Rader,  Pineville 

BOONE 

William  R.  Yates,  Hebron 

BOURBON 

James  L.  Ferrell,  Paris 

BOYD 

Larry  B.  Craycraft,  Ashland 

BOYLE 

John  M.  Baird,  Danville 

BRACKEN 

BREATHITT 

F.  C.  Lewis,  Jackson 

BRECKINRIDGE 

Earl  S.  Buchele,  Hardinsburg 

BULLITT 

J.  W.  Roney,  Lebanon  Junction 

BUTLER 

CALLOWAY 

R.  Gary  Marquardt,  Murray 

CAMPBELL-KENTON 

Charles  D.  Eversole,  Covington 
Ronald  G.  Fragge,  Covington 
Alfred  A.  Jacobs,  Ft.  Mitchell 
Robert  K.  Johnson,  Covington 
Robert  E.  Smith,  Covington 
Jerry  C.  Sutkamp,  Bellevue 

CARROLL 

Donald  F.  Roney,  Carrollton 

CARTER 

CASEY 

Garnett  J.  Sweeney,  Liberty 

CLARK 

Charles  G.  Noss,  Stanton 

CLAY 

W.  E.  Becknell,  Manchester 

CLINTON 

Floyd  B.  Hay,  Albany 


CRITTENDEN 

R.  M.  Brandon,  Marion 

CUMBERLAND 

Joseph  Schickel,  Burkesville 

DAVIESS 

James  H.  Callis,  Owensboro 
John  S.  Oldham,  Owensboro 
Marilyn  M.  Sanders, 
Owensboro 

EDMONSON 

S.  E.  Farmer,  Brownsville 

ELLIOTT 

ESTILL 

S.  G.  Marcum,  Irvine 

FAYETTE 

Ted  D.  Ballard,  Lexington 
Leslie  W.  Blakey,  Lexington 
Peter  P.  Bosomworth, 

Lexington 

Thomson  R.  Bryant,  Jr., 
Lexington 

Winston  L.  Burke,  Lexington 
W.  K.  Burkhart,  Lexington 
Thomas  F.  Coats,  Lexington 
Glenn  U.  Dorroh,  Lexington 
Richard  D.  Floyd,  Lexington 
Ward  O.  Griffen,  Lexington 
Richard  F.  Hench,  Lexington 
Richard  B.  McElvein, 

Lexington 

Carl  H.  Scott,  Lexington 
John  E.  Trevey,  Lexington 
James  G.  Wilhite,  Lexington 

FLEMING 

R.  W.  Fidler,  Flemingsburg 

FLOYD 

William  D.  Pratt,  McDowell 

FRANKLIN 

W.  H.  Keller,  Frankfort 
W.  S.  Snyder,  Jr.,  Frankfort 

FULTON 

GALLATIN 

GARRARD 

Paul  J.  Sides,  Lancaster 

GRANT 

Dari  B.  Shipp,  Dry  Ridge 

GRAVES 

C.  Douglas  LeNeave,  Mayfield 

GRAYSON 

Victor  F.  Duvall,  Clarkson 

GREEN 

George  C.  Cheatham, 
Greensburg 

GREENUP 

Manuel  S.  Garcia,  Flatwoods 


HANCOCK 

B.  Presley  Smith,  Hawesville 

HARDIN 

T.  J.  Ferriell,  Jr.,  Elizabethtown 
Terrell  D.  Mays,  Elizabethtown 

HARLAN 

R.  Smith  Howard,  Harlan 
Paul  O.  Wells,  Harlan 

HARRISON 

D.  R.  Stephens,  Cynthiana 

HART 

George  B.  Boeckmann, 

Horse  Cave 

HENDERSON 

Kenneth  M.  Eblen,  Henderson 
John  W.  McClellan,  Henderson 
Roy  W.  Montgomery, 
Henderson 

HENRY 

Wyatt  Norvell,  New  Castle 

HICKMAN 

C.  J.  Mills,  Clinton 

HOPKINS 

James  G.  Gulley,  Madisonville 
K.  P.  Haywood,  Madisonville 

JACKSON 

Philip  R.  Curd,  McKee 

JEFFERSON 

John  D.  Allen,  Jr.,  Louisville 
James  R.  Barnes,  Louisville 
David  H.  Bizot,  Louisville 
William  H.  Bizot,  Louisville 
Alan  M.  Bornstein,  Louisville 
McHenry  S.  Brewer,  Louisville 
Glenn  W.  Bryant,  Louisville 
W.  Neville  Caudill,  Louisville 
Alvin  M.  Churney,  Louisville 
Eugene  H.  Conner,  Louisville 
John  H.  Doyle,  Louisville 
Andrievs  J.  Dzenitis,  Louisville 
Rudy  J.  Ellis,  Louisville 
Harold  G.  Eskind,  Louisville 
Edward  J.  Fadell,  Louisville 
William  H.  Gillespie,  Louisville 
Richard  F.  Greathouse, 
Louisville 

Edward  M.  Haick,  Louisville 
Harold  D.  Haller,  Louisville 
Eugene  H.  Kremer,  III, 
Louisville 

Robert  L.  McClendon, 

Louisville 

Clyde  T.  Moore,  Louisville 
Charles  R.  Oberst,  Louisville 
William  J.  Oliver,  Louisville 
Robert  G.  Overstreet,  Louisville 
C.  Kenneth  Peters,  Louisville 
C.  R.  Potts,  Louisville 
James  F.  Rice,  Louisville 
W.  Fielding  Rubel,  Louisville 
William  J.  Sandman,  Jr., 
Louisville 

Robert  P.  Schiavone,  Louisville 
David  C.  Shipp,  Louisville 
Edward  C.  Shrader,  Louisville 
Lloyd  G.  Yopp,  Louisville 
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JESSAMINE 

J.  Sankey  Williams, 

Nicholasville 

JOHNSON 

F.  K.  Belhasen,  Paintsville 

KNOTT 

KNOX 

Cora  B.  Acosta.  Barbourville 

LARUE 

Marion  A.  Douglass,  Jr., 
Magnolia 

LAUREL 

Edward  C.  Lauber,  London 

LAWRENCE 

A.  B.  Richards,  Louisa 

LEE 

LESLIE 

LETCHER 

Jim  B.  Tolliver,  Whitesburg 

LEWIS 

Milton  L.  Brindley,  Vanceburg 

LINCOLN 

Rodney  K.  Bates,  Stanford 

LIVINGSTON 

Stephen  Burkhart,  Salem 

LOGAN 

C.  V.  Dodson,  Russellville 

LYON 

M.  H.  Moseley,  Eddyville 

McCRACKEN 

Edwin  T.  Davis,  Paducah 
Wally  O.  Montgomery,  Paducah 
James  C.  Seabury,  Paducah 

MCCREARY 

MCLEAN 

E.  S.  Coleman,  Sacramento 

MADISON 

R.  Eugene  Bowling,  Richmond 
Wilbur  R.  Houston,  Richmond 

MAGOFFIN 

MARION 


MARSHALL 

Keith  E.  Ellis,  Benton 

MARTIN 

Raymond  D.  Wells,  Inez 

MASON 

Claude  E.  Cummins,  Jr. 
Maysville 

MEADE 

MENIFEE 

MERCER 

Bacon  R.  Moore,  Harrodsburg 

METCALF 

L.  P.  Emberton,  Edmonton 

MONROE 

James  R.  Head,  Tompkinsville 

MONTGOMERY 

Don  C.  McFadden,  Mt.  Sterling 

MORGAN 

George  R.  Bellamy, 

West  Liberty 

NELSON 

Christopher  Harrison, 
Bardstown 

NICHOLAS 

W.  R.  Kingsolver,  Carlisle 

OHIO 

Robert  E.  Norsworthy, 
Hartford 

OLDHAM 

OWEN 

O.  A.  Cull,  Owenton 

OWSLEY 

Mildred  B.  Gabbard, 

Booneville 

PENDLETON 

Robert  L.  McKenney, 
Falmouth 

PENNYRILE  MULTI-COUNTY 

Caldwell:  N.  H.  Talley, 
Princeton 

Christian:  Ben  L.  Crowder, 
Hopkinsville 

Frank  R.  Pitzer,  Hopkinsville 
Muhlenberg:  Ronilo  D.  Diaz, 
Greenville 

Todd:  Henry  R.  Bell.  Elkton 
Trigg:  William  N.  Richardson, 
Cadiz 


PERRY 

Keith  W.  Cameron,  Ary 

PIKE 

F.  G.  Cox,  Pikeville 
Frank  Varney,  Stone 

POWELL 

PULASKI 

J.  Roy  Biggs,  Somerset 
Danny  Clark,  Somerset 

ROBERTSON 

ROCKCASTLE 

ROWAN 

Ewell  G.  Scott,  Morehead 

RUSSELL 

Charles  E.  Peck, 

Russell  Springs 

SCOTT 

R.  Kendall  Brown,  Georgetown 

SHELBY 

SIMPSON 

L.  F.  Beasley,  Franklin 

SPENCER 

William  K.  Skaggs, 

Taylorsville 

TAYLOR 

TRIMBLE 

Carl  Cooper,  Bedford 

UNION 

Wallas  N.  Bell,  Sturgis 

WARREN 

Keith  Coverdale, 

Bowling  Green 

Nelson  B.  Rue,  Bowling  Green 
Gerald  Sullivan.  Bowling  Green 

WASHINGTON 

Dixie  Snider,  Springfield 

WAYNE 

WEBSTER 

WHITLEY 

R.  D.  Pitman,  Williamsburg 

WOLFE 

Paul  F.  Maddox,  Campton 

WOODFORD 

Lewis  E.  Wash,  Lawrenceburg 


REGISTRATION  INFORMATION 

A registration  booth  will  be  located  in  the  Tech- 
nical Exhibit  Hall  of  the  Bluegrass  Convention 
Center  throughout  the  Annual  Meeting.  The  booth 
will  open  at  8:00  a.m.,  Tuesday,  Wednesday  and 
Thursday,  September  18-20. 

Please  register  and  wear  your  badge  at  all  times 
while  attending  the  meeting. 


MAKE  YOUR  RESERVATIONS  NOW 

It  is  important  that  you  begin  making  your  room 
reservations  as  soon  as  possible  for  the  KMA 
Annual  Meeting,  September  18-20.  The  Ramada 
Inn  at  1-64  and  Hurstbourne  Lane  will  be  the 
Headquarters  Hotel,  however  there  are  several 
other  accommodations  within  easy  reach  of  Ra- 
mada Inn  and  the  Bluegrass  Convention  Center. 
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Reference  Committee  Activity 


Speaker  Richard  F.  Greathouse,  M.D.,  Louisville,  will  assign  all  officers’  and  committees’  reports  and  resolu- 
tions to  one  of  six  reference  committees  at  the  first  meeting  of  the  KMA  House  of  Delegates  at  9 a.m.,  Mon- 
day, September  17.  Briefing  sessions  for  reference  committee  chairmen  will  be  held  at  12:30  p.m.,  Monday,  in 
the  Majestic  Room,  Bluegrass  Convention  Center.  Any  KMA  member  wishing  to  testify  on  any  resolution  or 
report  is  urged  to  be  present  for  the  reference  committee  meetings  which  will  be  held  at  2 p.m.,  Monday, 
September  17,  at  Bluegrass  Convention  Center.  These  open  sessions  will  last  at  least  one  hour  in  order  for  all 
who  wish  to  speak  to  be  heard.  Following  the  open  hearings,  the  committees  will  go  into  executive  sessions  to 
study  the  reports,  review  the  testimony  and  write  their  reports  to  the  House. 

The  committees’  recommendations  will  be  presented  at  the  final  session  of  the  House,  Wednesday  night, 
September  19,  in  the  Bluegrass  Convention  Center.  Listed  below  are  the  reference  committees  appointed  by 
Doctor  Greathouse  to  serve  during  the  1973  session. 


1973  Reference  Committee  Appointments 


REFERENCE  COMMITTEE  NO.  1 

Island  Queen  and  Idlewild  Room 

John  E.  Trevey,  M.D.,  Lexington,  Chairman 

L.  F.  Beasley,  M.D.,  Franklin 

Glenn  W.  Bryant,  M.D.,  Louisville 

A.  B.  Richards,  M.D.,  Louisa 

Charles  D.  Eversole,  M.D.,  Covington 


REFERENCE  COMMITTEE  NO.  2 

Cincinnati  Room 

Earl  P.  Oliver,  M.D.,  Scottsville,  Chairman 
Lloyd  G.  Yopp,  M.D.,  Louisville 
Richard  F.  Hench,  M.D.,  Lexington 
Paul  J.  Sides,  M.D.,  Lancaster 
Nelson  B.  Rue,  M.D.,  Bowling  Green 


REFERENCE  COMMITTEE  NO.  3 

Eclipse  Room 

Robert  G.  Overstreet,  M.D.,  Louisville,  Chairman 

James  G.  Wilhite,  M.D.,  Lexington 

William  R.  Yates,  M.D.,  Hebron 

Raymond  D.  Wells,  M.D.,  Inez 

Marilyn  M.  Sanders,  M.D.,  Owensboro 


REFERENCE  COMMITTEE  NO.  4 

Grand  Republic  Room 

John  M.  Baird,  M.D.,  Danville,  Chairman 
W.  N.  Richardson,  M.D.,  Cadiz 
Richard  B.  McElvein,  M.D.,  Lexington 
McHenry  S.  Brewer,  M.D.,  Louisville 
Larry  B.  Craycraft,  M.D.,  Ashland 


REFERENCE  COMMITTEE  NO.  5 

Delta  Queen  Room 

W.  Fielding  Rubel,  M.D.,  Louisville,  Chairman 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
N.  H.  Talley,  Jr.,  M.D.,  Princeton 
Paul  F.  Maddox,  M.D.,  Campton 
W.  H.  Keller,  M.D.,  Frankfort 


REFERENCE  COMMITTEE  NO.  6 

Natchez  Room 

Wyatt  Norvell,  M.D.,  New  Castle,  Chairman 
T.  J.  Ferried,  Jr.,  M.D.,  Elizabethtown 
C.  R.  Potts,  M.D.,  Louisville 
Robert  E.  Smith,  M.D.,  Covington 
Wally  O.  Montgomery,  M.D.,  Paducah 
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OFFICIAL  CALL  be  open  in  the  Technical  Exhibit  Hall  of  Bluegrass 

Convention  Center  from  8:00  a.m.  to  5:00  p.m., 
KMA  Annual  Meeting  Tuesday,  Wednesday  and  Thursday,  September  18-20. 


To  the  officers  and  members  of  the  component 
county  medical  societies  of  the  Kentucky  Medical 
Association. 


Meeting  Place 

The  Annual  Meeting  of  KMA  will  convene  on 
Tuesday,  Wednesday  and  Thursday,  September  18, 
19  and  20,  at  the  Bluegrass  Convention  Center, 
Louisville.  The  first  general  session  will  be  called 
to  order  at  8:50  a.m.,  Tuesday. 


The  House  of  Delegates 

The  first  regular  session  of  the  House  of  Delegates 
will  convene  at  9:00  a.m.,  Monday,  September  17,  in 
the  Jeffersonian  Room  of  Ramada  Inn.  The  second 
regular  business  session  will  begin  at  7:00  p.m., 
Wednesday,  September  19,  in  the  Banquet  Area  at 
Bluegrass  Convention  Center. 


Registration 

The  registration  desk  will  open  outside  the  Jef- 
fersonian Room  of  Ramada  Inn  at  8:00  a.m.,  Mon- 
day, September  17  and  at  6:00  p.m.,  Wednesday, 
September  19  in  Bluegrass  Convention  Center.  It  will 


House  to  Elect  New  Officers 
During  Annual  Meeting 

KMA  officers  for  the  1973-74  Associational  year 
will  be  elected  by  the  House  of  Delegates  at  the 
close  of  its  final  session  Wednesday  evening,  Sep- 
tember 19.  Officers  to  be  selected  this  year  are: 


President-Elect 

Vice-President 

Delegates  to 
AMA 


(Central  District)  One  Year 


(Western  District)  One  Year 

*(John  C.  Two  Years 

Querterinous,  Murray) 


*(David  B.  Stevens,  Two  Years 
Lexington) 

Alternate  *(William  W.  Hall,  Two  Years 

Delegates  Owensboro) 

*(Thomas  L.  Two  Years 

Heavern,  Jr.,  Highland 
Heights) 

*Incumbent 


The  AMA  Delegates  and  Alternates  from  KMA  are 
to  be  elected  for  two  year  terms,  from  January  1, 
1974  to  December  31,  1975. 


ELECTIONS 


Election  of  Trustees  and  Alternate  Trustees 

The  House  of  Delegates  will  elect  five  district  trustees  and  five  alternate  trustees  at  its  second  regular 
session,  Wednesday,  September  19.  Nominations  will  be  made  by  the  delegates  from  the  electing  districts  at  a 
meeting  following  the  first  session  of  the  House  on  Monday,  September  17. 

The  Nominating  Committee  will  report  at  the  close  of  the  first  scientific  session  on  Tuesday,  September  18. 
Further  nominations  may  be  made  from  the  floor  at  the  final  session  of  the  House  on  Wednesday  evening, 
September  19.  All  nominations  are  considered  and  acted  upon  by  the  delegates  at  this  final  session. 

Districts  electing  trustees  for  three-year  terms  are:  SECOND  DISTRICT  (incumbent,  Charles  C.  Kissinger, 
M.D.,  Henderson);  SEVENTH  DISTRICT  (incumbent,  Thomas  P.  Leonard,  Sr.,  M.D.,  Frankfort);  NINTH  DIS- 
TRICT (incumbent,  J.  Campbell  Cantrill,  M.D.,  Georgetown);  TENTH  DISTRICT  (incumbent,  David  A.  Hull, 
M.D.,  Lexington);  THIRTEENTH  DISTRICT  (incumbent,  J.  Wesley  Johnson.  M.D.,  Ashland). 

Districts  electing  alternate  trustees  are  the  same  as  those  electing  trustees.  Incumbents  are  Kenneth  M.  Eblen, 
M.D.,  Henderson  (2nd);  John  P.  Stewart,  M.D.,  Frankfort  (7th);  James  L.  Ferrell,  M.D.,  Paris  (9th);  Irving 
Kanner,  M.D.,  Lexington  (10th);  and  Arthur  B.  Richards,  M.D.,  Louisa  (13th). 

Trustees  and  alternate  trustees  of  the  2nd,  7th,  10th  and  13th  Districts  are  eligible  for  re-election;  while  the 
trustee  and  alternate  of  the  9th  District  have  served  two  full  terms  and  are  not  eligible  for  re-election. 
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Annual  Meeting  Special  Features 


Bluegrass  Convention  Center  Ram  ad  a Inn 

Louisville,  Kentucky 


SCIENTIFIC  SESSIONS,  featuring  many  timely  medical  topics  and  nationally  recognized  speakers,  are  scheduled 
for  September  18,  19  and  20  at  the  Bluegrass  Convention  Center,  located  at  1-64  and  Hurstbourne  Lane  behind 
the  Ramada  Inn  in  Louisville.  “Critical  Care  Medicine,”  "Pollution,”  “Renal  Problems,”  and  “Sex  and  Its  Conse- 
quences,” are  themes  for  the  four  general  sessions.  In-depth  presentations  and  discussion  periods  make  the 
KMA  Annual  Meeting  an  outstanding  vehicle  for  continuing  medical  education. 

SIXTEEN  SPECIALTY  GROUPS  will  hold  meetings  on  the  afternoons  of  September  18  and  20.  No  general 
sessions  are  scheduled  for  those  afternoons  and  all  KMA  members  are  invited  to  attend  any  of  the  specialty 
group  meetings. 


THE  HOLISE  OF  DELEGATES,  KMA’s  top  policy-making  body,  will  meet  twice  during  this  year’s  An- 
nual Meeting.  The  first  session  of  the  House  will  be  held  at  9 a.m.,  Monday,  September  17,  in  the  Jeffersonian 
Room  at  Ramada  Inn.  The  final  session  will  be  held  in  the  Bluegrass  Convention  Center  on  Wednesday,  Septem- 
ber 19,  at  7 p.m.  Officers  for  the  1973-74  Associational  year  will  be  elected  at  the  final  session. 


THE  PRESIDENT’S  LUNCHEON  will  feature  Robert  H.  Henry  of  Rockville,  Maryland,  as  guest  speaker.  Mr. 
Henry  is  the  Director  of  Professional  Affairs  of  the  U.  S.  Pharmacopeial  Convention,  Inc.  and  will  speak  on 
"The  U.S.P.  — Give  It  to  the  Elephants.”  The  Luncheon  will  be  held  at  11:50  a.m.,  Wednesday,  September 
19,  in  the  Banquet  Area  of  the  Bluegrass  Convention  Center.  Other  highlights  of  the  Luncheon  include  presen- 
tation of  KMA’s  awards  and  installation  of  the  1973-74  President  of  the  Association. 


SCIENTIFIC  AND  TECHNICAL  EXHIBITS  will  display  the  latest  in  medical  products,  services  and  tech- 
niques at  the  Bluegrass  Convention  Center  during  the  1973  Annual  Meeting.  Members  and  guests  will  have  the 
opportunity  to  view  products  of  interest  at  the  thirty-minute  intermissions  scheduled  during  each  general  and 
specialty  group  session. 


ALUMNI  RELINIONS  will  be  held  again  this  year  for  the  five-year  classes  of  the  University  of  Louisville  School 
of  Medicine. 


THE  WOMAN’S  AUXILIARY  TO  KMA  will  hold  its  51st  Annual  Convention.  September  17-19  at  the  Ramada 
Inn.  Special  entertainment  and  business  sessions  have  been  planned. 
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KEMPAC  RECEPTION  — DINNER  — SEMINAR 


Monday,  September  17,  1973 
6:00  p.m.,  EDT 
Ramada  Inn 
Belle  Hall 

Bluegrass  Convention  Center 
featuring 

MARK  RUSSELL 
Political  Satirist 


Political  satirist  and  entertainer.  Resident  co- 
median at  Shoreham  Hotel  in  Washington,  D.C. 
since  1961.  Appeared  on  numerous  television 
network  programs  and  hosted  two  Washington 
television  shows  of  his  own.  Newsmakers  of  all 
political  stripes  are  often  found  in  his  audience 
and  he  spares  none  of  them— as  he  puts  It— The 
idea  Is  to  poke  the  needle  without  drawing 
blood. 


The  KEMPAC  Board  of  Directors  invites  you  to  make  plans  to  attend  and  hear  this  most 
interesting  and  entertaining  speaker. 

Carl  Cooper,  M.D.,  KEMPAC  Chairman,  urges  you  to  get  your  tickets  as  soon  as  they  become 
available. 


Nominating  Committee  to  Meet 
Monday,  September  17 

An  open  meeting  of  the  KMA  Nominating  Com- 
mittee will  be  held  following  the  close  of  the  first 
session  of  the  House  of  Delegates,  Monday,  Septem- 
ber 17,  in  the  Jeffersonian  Rooms  of  the  Ramada 
Inn. 

Any  KMA  member  has  the  privilege  of  conferring 
with  the  Committee  during  this  meeting.  Final  recom- 
mendations of  the  Committee  will  be  reported  at 
the  end  of  the  first  scientific  session,  Tuesday  morn- 
ing, September  18. 

Nominations  may  be  made  from  the  floor  during 
the  second  meeting  of  the  House  of  Delegates, 
Wednesday  evening,  September  19.  The  House  will 
vote  on  the  nominees  at  the  close  of  this  session. 

Members  of  the  Nominating  Committee,  chaired 
by  Glenn  W.  Bryant,  M.D.,  Louisville,  are:  William 
E.  Becknell.  M.D.,  Manchester;  William  J.  Sandman, 
M.D.,  Louisville;  John  E.  Trevey,  M.D.,  Lexington, 
and  James  O.  Willoughby,  M.D.,  Bowling  Green. 

Number  To  Use  For  Messages 
To  Be  491-1929 

A Message  Center  will  be  set  up  once  again  during 
the  1973  Annual  Meeting  where  you  may  be  reached 
in  case  of  an  emergency  or  for  routine  messages. 
The  number  is  (502)  491-1929. 

Staffed  at  all  times  during  the  meeting,  the  Message 
Center  will  be  located  in  the  center  of  the  Technical 
Exhibit  Hall  at  the  Bluegrass  Convention  Center. 
Paging  of  individual  physicians  is  not  possible  due  to 
the  arrangement  of  facilities  for  the  meeting. 

Only  emergency  calls  will  be  posted  on  the  black- 
board in  the  entrance  lobby  of  Bluegrass  Convention 
Center  and  in  the  Scientific  Assembly  Hall.  All  other 


messages  will  be  kept  on  file  at  the  Message  Center 
until  you  call  for  them.  Please  remember  to  check 
there  often  for  any  messages. 

It  will  be  possible  to  locate  other  physicians  at- 
tending the  meeting  by  asking  the  Message  Center  to 
keep  your  message  for  pick-up. 

The  phone  number  at  the  Headquarters  Hotel,  Ra- 
mada Inn,  is  267-8201.  You  may  be  reached  during 
the  meetings  of  the  House  of  Delegates  by  calling 
that  number.  Your  name  will  be  posted  on  a black- 
board at  the  front  of  the  room  when  you  receive  a 
call. 

You  are  urged  to  make  use  of  the  Message  Center. 
Be  sure  to  leave  these  phone  numbers  at  your  home, 
office  and  hospital. 

1973  Annual  Meeting  To  Honor 
Past  President  Arch  Dixon 

The  1973  Annual  Meeting  of  the  Kentucky  Medical 
Association  will  be  officially  titled  “The  Arch  Dixon 
Memorial  Meeting”  in  re- 
membrance of  the  1893 
President  of  the  Associa- 
tion. 

The  tradition  of  honor- 
ing a past  president  of 
KMA  or  some  distin- 
guished physician  each 
year  at  the  Annual  Meet- 
ing originated  in  1935. 

Eugene  H.  Conner, 
M.D.,  Louisville,  KMA 
Historian,  has  written  a 
biography  on  Doctor  Dix- 
on for  the  Annual  Meeting  program  booklet,  which 
will  be  distributed  at  the  meeting  in  Louisville,  Sep- 
tember 18-20. 


Doctor  Dixon 
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1973  Annual  Meeting  Program  Summary 

The  Kentucky  Medical  Association 

September  16,  17,  18,  19  and  20 
Bluegrass  Convention  Center/Ramada  Inn 
Louisville 


SUNDAY,  SEPTEMBER  16 

12:30  p.m.  Luncheon  Meeting,  KMA  Board  of  Trustees  Natchez  Room,  Convention  Center 


MONDAY,  SEPTEMBER  17 


9:00  a.m. 
12:30  p.m. 
2:00  p.m. 

6:00  p.m. 


First  Meeting,  KMA  House  of  Delegates Jeffersonian  Room,  Ramada  Inn 

Luncheon  for  Reference  Committee  Chairmen  Majestic  Room,  Convention  Center 

Reference  Committee  Meetings  Island  Queen — Idlewild  Rooms,  Cincinnati  Room,  Eclipse 

Room,  Grand  Republic  Room,  Delta  Queen  Room,  Natchez  Room,  Convention  Center 

KEMPAC  Reception,  Banquet  and  Seminar  Banquet  Area,  Convention  Center 


TUESDAY,  SEPTEMBER  18 


8:00  a.m. 
8:50  a.m. 
9:00  a.m. 
12:00  noon 

2:00  p.m. 
5:30  p.m. 


Registration  Technical  Exhibit  Hall,  Convention  Center 

Opening  Ceremonies  Scientific  Assembly  Hall,  Convention  Center 

First  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

Executive  Committee  and  Reference  Committee  Chairmen  Luncheon  and  Meeting  Mark  Twain  Room, 

Ramada  Inn 

Specialty  Group  Sessions,  Convention  Center  and  Kentucky  Room,  Ramada  Inn  (Nine  Specialty  Group  Sessions 
will  be  held  simultaneously  at  this  time.  KMA  members  may  attend  any  of  these  meetings.  There  will  be  no 
General  Session  at  this  time.  See  scientific  program.  I 

Reception  honoring  Fred  C.  Rainey,  M.D.  and  Mrs.  William  Pearson Poolside,  Ramada  Inn 


WEDNESDAY,  SEPTEMBER  19 


9:00  a.m. 
1 1 :50  a.m. 
2:00  p.m. 
3:30  p.m. 
4:00  p.m. 
7:00  p.m. 


Second  Scientific  Session  

President’s  Luncheon  

Third  Scientific  Session 

Orientation  Program,  New  KMA  Members 

Board  of  Trustees  Meeting  and  Dinner  (6  p.m.) 
Meeting,  KMA  House  of  Delegates 


Scientific  Assembly  Hall,  Convention  Center 

Banquet  Area,  Convention  Center 

Scientific  Assembly  Hall,  Convention  Center 

. . . Grand  Republic  Room,  Convention  Center 

Natchez  Room  Convention  Center 

Banquet  Area,  Convention  Center 


THURSDAY,  SEPTEMBER  20 


9:00  a.m. 
12:30  p.m. 
2:00  p.m. 


Fourth  Scientific  Session  Scientific  Assembly  Hall,  Convention  Center 

Board  of  Trustees  Luncheon  and  Meeting  Majestic — New  Orleans  Room,  Convention  Center 

Specialty  Group  Sessions,  Convention  Center  (Seven  Specialty  Group  Sessions  will  be  held  simultaneously  at 
this  time.  KMA  members  may  attend  any  of  these  meetings.  There  will  be  no  General  Session.  See  scientific 
program.) 


A 30-minute  intermission  has  been  scheduled  during  each  morning 
and  afternoon  Scientific  Session  for  visiting  Scientific 
and  Technical  Exhibits. 


(Full  Scientific  Program  starts  on  the  next  page) 
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SCIENTIFIC  PROGRAM 

Arch  Dixon  Memorial  Meeting 
Bluegrass  Convention  Center,  Louisville 


TUESDAY,  SEPTEMBER  18 
MORNING  SESSION 

General  Session 

Lee  C.  Hess,  M.D.,  Florence 
KM  A President,  Presiding 


8:50  Opening  Ceremonies 

THEME:  “Critical  Care  Medicine" 

9:00  “Battered  Child  Syndrome” 

Ray  E.  Heifer,  M.D.,  East  Lansing,  Mich. 

9:20  “Biliary  Tract  Infection” 

William  W.  Shingleton,  M.D.,  Durham,  N.C. 

9:40  "Extrication  and  Transportation  of  the  Critically 
Injured  Patient” 

Jack  K.  Wickstrom,  M.D.,  New  Orleans,  La. 

10:00  Intermission  to  Visit  Exhibits 

10:30  "Laboratory  Utilization  Patterns  in  Critical  Care 
Medicine” 

Hubert  J.  Van  Peenen,  M.D.,  Houston,  Tex. 

10:50  “Critical  Care  Medicine — Its  Evolution  and  Present 
Status” 

Don  M.  Benson,  M.D.,  Pittsburgh,  Pa. 

11:10  “Technical  Approach  to  the  Acute  Abdomen" 

Roscoe  E.  Miller,  M.D.,  Indianapolis,  Ind. 

1 1 :30  “Facial  Injuries — Evaluation  and  Care” 

James  H.  Hendrix,  M.D.,  Memphis,  Tenn. 


RAY  E.  HELFER,  M.D. 
East  Lansing,  Michigan 


Associate  Professor,  Depart- 
ment of  Human  Development, 
Michigan  State  University.  M.D., 
1955,  State  University  of  New 
York.  Past  President,  Ambula- 
tory Pediatric  Association.  Mem- 
ber, American  Academy  of  Pe- 
diatrics, Association  of  American 
Medical  Colleges.  Author  of  ar- 
ticles dealing  with  pediatric 
interviewing,  child  abuse  and 
peer  evaluation. 


WILLIAM  W.  SHINGLETON,  M.D. 
Durham,  North  Carolina 


Professor  of  Surgery,  Duke 
University  Medical  Center.  M.D., 
1943,  Bowman  Gray  School  of 
Medicine,  Wake  Forest  College. 
Director,  Duke  University  Med* 
ical  Center  Cancer  Program. 
Chairman,  Subcommittee  on  Di- 
agnosis and  Treatment,  National 
Advisory  Cancer  Council,  Na- 
tional Institutes  of  Health.  Mem- 
ber, Committee  on  Treatment, 
Breast  Cancer  Task  Force  of  the 
National  Cancer  Institute.  Mem- 
ber, National  Cancer  Advisory 
Board. 


TUESDAY,  SEPTEMBER  18 
AFTERNOON  SESSION 

Nine  Specialty  Group  Meetings 

(The  scientific  programs  of  nine  specialty  groups, 
beginning  at  2 p.m.,  will  feature  prominent  guest 
speakers  from  throughout  Kentucky  and  the  nation. 
All  KM  A members  are  invited  to  attend  the  specialty 
group  meetings  of  their  choice.  There  will  be  no  gen- 
eral scientific  session  at  this  time.  All  meetings  will 
be  held  in  the  Bluegrass  Convention  Center .) 


JACK  WICKSTROM,  M.D. 
New  Orleans,  Louisiana 


Lee  C.  Schlesinger  Professor 
and  Chairman,  Division  of  Or- 
thopaedic Surgery,  Tulane  Uni- 
versity School  of  Medicine.  M.D., 
1939,  University  of  Nebraska 
School  of  Medicine.  Member, 
Allied  Health  Professions  and 
Services  Committee,  American 
Academy  of  Orthopaedic  Sur- 
geons. Vice-President,  American 
Orthopaedic  Association.  Chair- 
man, Disaster  Medical  Care 
Committee,  Louisiana  State 
Medical  Society.  Editorial  board 
member,  four  national  journals. 
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HUBERT  J.  VAN  PEENEN,  M.D. 
Houston,  Texas 


Chairman,  Department  of  Path- 
ology, University  of  Texas  Med- 
ical School  at  Houston.  M.D., 
1954,  University  of  California 
School  of  Medicine.  Chief,  Path- 
ology Service,  Hermann  Hospital. 
Fulbright  lecturer  in  the  medical 
sciences  in  Spain,  1963-64. 
Member,  Academic  Clinical  Lab- 
oratory Physicians  and  Scien- 
tists, American  Society  of  Clin- 
ical Pathologists,  American  As- 
sociation of  Pathologists  and 
Bacteriologists. 


DON  M.  BENSON,  M.D. 
Pittsburgh,  Pennsylvania 


Assistant  Professor  of  Anes- 
thesiology, University  of  Pitts- 
burgh. M.D.,  1965,  Georgetown 
University  School  of  Medicine. 
Medical  Director,  Intensive  Care 
Unit  Ambulance  Service,  Freedom 
House  Enterprise,  Inc.,  Pitts- 
burgh. Member,  Subcommittee  on 
Cardiac  Emergencies  and  on 
Ambulance  Service,  National 

Academy  of  Sciences;  Cardio- 
pulmonary Resuscitation  and 

Emergency  Care  Committee, 

American  Heart  Association, 
Pennsylvania  Affiliate. 


ROSCOE  E.  MILLER,  M.D. 
Indianapolis,  Indiana 


Professor,  Department  of  Ra- 
diology, Indiana  University 
School  of  Medicine.  M.D.,  1951, 
Indiana  University.  Member,  Ad- 
visory Panel  on  Radiologic  Con- 
trast Media,  U.S.  Pharmacopeia. 
Fellow,  American  College  of  Ra- 
diology and  member  of  its  Com- 
mittee on  Radiologic  Coding  and 
Cancer  Detection.  Member,  Ra- 
diological Society  of  North 
America  and  American  Roentgen 
Ray  Society. 


JAMES  H.  HENDRIX,  JR.,  M.D. 
Memphis,  Tennessee 


Professor  of  Surgery  and  Head 
of  Section  of  Plastic  Surgery, 
University  of  Tennessee.  M.D., 
1943,  University  of  Tennessee 
College  of  Medicine.  President- 
Elect,  American  Society  of  Plas- 
tic and  Reconstructive  Surgeons. 
President-Elect,  Clinical  Society 
of  University  Plastic  Surgeons. 
Director  of  Burn  Service,  City  of 
Memphis  Hospitals.  Past  Presi- 
dent, Southeastern  Society  of 
Plastic  and  Reconstructive  Sur- 
geons. 


Kentucky  Society  of  Anesthesiologists 
Delta  Queen  Room 

2:00  “The  Anesthesiologist's  Role  in  the  Pre-Hospital 
Emergency  Care” 

Don  M.  Benson,  M.D.,  Pittsburgh,  Pa. 

2:45  "Effects  of  Large  Doses  of  Intravenous  Atropine 
on  Heart  Rate  of  Anesthetized  Patients” 

Donald  J.  Carrow,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  "Shaking  the  Shivers  After  Anesthesia” 

Shirley  Liem,  M.D.,  Louisville 

3:45  “Recent  Innovations  in  the  Anesthetic  Management 
of  Carotid  Endarterectomy” 

K.  P.  Geevarghese,  M.D.,  Louisville 

4:00  "Althesin,  A New  Intravenous  Anesthetic” 

B.  Roy  Simpson,  M.D.,  London,  England 

4:30  Business  Session 


Kentucky  Chapter, 

American  College  of  Chest  Physicians 

Majestic — New  Orleans — Island  Queen  Rooms 

2:00  "Cardiac  Revascularization,  Status  1973” 

Joe  R.  Utley,  M.D.,  Lexington 

2:15  “New  Developments  in  the  Management  of  Acute 
Arrhythmia” 

Armond  T.  Gordon,  M.D.,  Louisville 

2:30  Intermission  to  Visit  Exhibits 

3:00  “Air  Pollution  and  its  Respiratory  and  Cardiovas- 
cular Effects” 

Bertram  W.  Carnow,  M.D.,  Chicago,  111. 

3:30  Stump  the  Expert  Session  (bring  your  x-rays) 

4:00  Business  Meeting 

Kentucky  Orthopaedic  Society 
Grand  Republic  Room 

To  Be  Announced 


Kentucky  Society  of  Pathologists 
Cincinnati  Room 

2:00  “Classification  of  Lymphomas” 

Phillip  Lieberman,  M.D.,  New  York,  N.Y. 

3:00  Intermission  to  Visit  Exhibits 

3:30  Topic  to  be  announced 

H.  J.  Van  Peenen,  M.D.,  Houston,  Tex. 

Kentucky  Chapter, 

American  Academy  of  Pediatrics 
Assembly  Hall 

2:00  “The  Pediatrician's  Role  in  Child  Abuse  and  Neq- 
lect” 

Ray  E.  Heifer,  M.D.,  East  Lansing,  Mich. 

3:00  “Investigation  of  Child  Abuse,  Kentucky  Style 
1973” 

Martha  Flanagan,  Louisville 
Sherwin  Spero,  MSSW,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:45  “A  Child  Psychiatrist  Looks  at  Child  Abuse” 

Otto  Kaak,  M.D.,  Lexington 
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Kentucky  Society  for 
Plastic  and  Reconstructive  Surgery 
Idlewild  Room 


2:00  “Trauma” 

James  H.  Hendrix,  M.D.,  Memphis,  Term. 

2:30  “Rhinoplasty” 

Morton  L.  Kasdan,  M.D.,  Louisville 

2:50  “Otoplasty" 

Gerald  D.  Verdi,  M.D.,  Louisville 

3:10  "Neck  Surgery” 

Norman  M.  Cole,  M.D.,  Louisville 

3:30  Intermission  to  Visit  Exhibits 

4:00  “Face  Lift" 

Louis  M.  Muldrow,  M.D.,  Lexington 

4:20  “Hemangioma  of  the  Mandible” 

Michael  Bryant,  M.D.,  Lexington 

4:30  Business  Meeting 


Kentucky  Chapter, 

American  College  of  Radiology 
Eclipse  Room 

2:00  “Hypotonic  Radiography  with  Glucagon” 

Roscoe  E.  Miller,  M.D.,  Indianapolis,  Ind. 


Kentucky  Chapter, 

American  College  of  Surgeons 
Natchez  Room 

2:00  “Cystic  Disease  of  Pancreas” 

Phil  J.  Harbrecht,  M.D.,  Louisville 

2:15  “Neonatal  Intestinal  Obstructions” 

Robert  P.  Belin,  M.D.,  Lexington 

2:30  “Management  of  Severe  Facial  Fractures” 

Leonard  J.  Weiner,  M.D.,  Louisville 

2:45  “Colonfiberoptic  Studies” 

Carl  O.  Knutson,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 

3:30  “Clinical  Studies  in  Breast  Cancer” 

William  W.  Shingleton,  M.D.,  Durham,  N.C. 

4:00  “Rationale  of  Myocardial  Revascularization” 

Myron  W.  Wheat,  M.D.,  Louisville 

4:15  “Management  of  Ureteral  Injuries" 

Mohammad  Amin,  M.D.,  Louisville 


Kentucky  Urological  Association 
Louisville  and  Kentucky  Rooms 
(Ramada  Inn) 

2:00  “Pyeloplasty" 

Lester  Persky,  M.D.,  Cleveland,  Ohio 
3:00  Intermission  to  Visit  Exhibits 
3:30  Pyelogram  Hour 
4:00  Business  Meeting 


WALTER  H.  MALONEY,  M.D. 
Cleveland,  Ohio 


Associate  Professor  and  Direc- 
tor of  Otolaryngology,  Case 
Western  Reserve  University 
School  of  Medicine.  M.D.,  1943, 
Temple  University  School  of 
Medicine.  Editor-In-Chief,  “Oto- 
laryngology." President,  Phila- 
delphia Bronchoscopic  Club.  Del- 
egate, AMA  Council  on  Otorhin- 
olaryngology. Secretary,  Ameri- 
can Broncho-Esophagological  As- 
sociation. Member,  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc. 


KENNETH  D.  SNAWDER,  D.M.D. 
Louisville,  Kentucky 


Associate  Professor  and  Chair- 
man, Department  of  Pedodontics, 
University  of  Louisville  School 
of  Dentistry.  D.M.D. , 1967,  Uni- 
versity of  Kentucky  School  of 
Dentistry.  Member,  American 
Dental  Association,  American 
Academy  of  Pedodontics,  Amer- 
ican Society  of  Dentistry  for 
Children  and  Southeastern  Pedo- 
dontic  Society.  Advisor  to  Louis- 
ville and  Floyd  County  Dental 
Assistant  Society. 


BERTRAM  W.  CARNOW,  M.D. 
Chicago,  Illinois 


Professor  and  Director,  Occu- 
pational and  Environmental  Med- 
icine, University  of  Illinois 
School  of  Public  Health.  M.D., 
1951,  Chicago  Medical  School. 
Professor,  Department  of  Pre- 
ventive Medicine  and  Community 
Health,  University  of  Illinois 
Abraham  Lincoln  School  of  Med- 
icine. Medical  Director,  Chicago 
Lung  Association.  Environmental 
scientist,  State  of  Illinois  Insti- 
tute for  Environmental  Quality. 


JAMES  LEWIS  PIPKIN,  M.D. 
San  Antonio,  Texas 


Clinical  Professor  of  Derma- 
tology, University  of  Texas  Med- 
ical School.  M.D.,  1926,  Uni- 
versity of  Texas  Medical  School 
at  Galveston.  Recipient  of  1st 
Clark  W.  Finnerud  Award  by 
Dermatology  Foundation,  1971. 
Past  president  of  the  Southern 
Medical  Association  Section  of 
Dermatology.  Member,  American 
Academy  of  Dermatology  and 
Syphilology,  Society  of  Investi- 
gative Dermatology.  Author  and 
co-author  of  numerous  articles 
and  books. 
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ELI  A.  FRIEDMAN,  M.D. 
Brooklyn,  New  York 


Professor  of  Medicine,  Down- 
state  Medical  Center,  Brooklyn. 
M.D.,  1957,  State  University  of 
New  York.  Editor,  National  Kid- 
ney Foundation  Newsletter. 
Member,  editorial  board.  Ne- 
phron. Member,  American  and 
New  York  Societies  of  Nephrol- 
ogy. Member,  Medical  Advisory 
Doard,  New  York  Kidney  Foun- 
dation; American  Society  for 
Artificial  Internal  Organs  and 
American  Federation  for  Clinical 
Research. 


LESTER  PERSKY,  M.D. 
Cleveland,  Ohio 


Professor  of  Urology,  Western 
Reserve  University.  M.D.,  Johns 
Hopkins  University  School  of 
Medicine,  1944.  Consultant, 
American  Board  of  Urology. 
Member,  American  Association  of 
Clinical  Urologists,  American 
Association  of  University  Urol- 
ogists. Fellow,  American  College 
of  Surgeons.  Member,  American 
Society  for  the  Surgery  of  Trau- 
ma, American  Urological  Asso- 
ciation, American  Pediatric  As- 
sociation. 


ROBERT  H.  HENRY 
Rockville,  Maryland 


Director  of  Professional  Af- 
fairs, The  United  States  Pharma- 
copeial  Convention,  Inc.  M.Sc., 
1971,  University  of  Mississippi. 
Former  Director  of  Pharmacy 
Operations,  Medical  College  of 
Virginia.  Coordinates  work  of 
U.S.P.  with  professions  of  phar- 
macy and  medicine,  Boards  of 
Pharmacy,  medical  and  phar- 
macy schools  and  governmental 
agencies. 


WEDNESDAY,  SEPTEMBER  19 
MORNING  SESSION 

General  Session 

James  B.  Holloway,  M.D.,  Lexington 
KMA  Vice-President,  Presiding 

THEME:  "Pollution” 

9:00  "Noise  Pollution — Cause  and  Effect” 

Walter  H.  Maloney,  M.D.,  Cleveland,  Ohio 

9:30  "Pollution  of  the  Oral  Environment” 

Kenneth  Snawder,  D.M.D.,  Louisville 

9:50  “The  Impact  of  Changing  Pesticide  Usage  on  the 
Medical  Community" 

Anne  R.  Yobs,  M.D.,  Chamblee,  Ga. 

10:10  Intermission  to  Visit  Exhibits 

10:40  "Health  Hazards  of  Pollution” 

Richard  P.  O’Neill,  M.D.,  Lexington 

1 1 :00  "Air  Pollution  in  Relation  to  Morbidity  and  Mor- 
tality" 

Bertram  W.  Carnow,  M.D.,  Chicago,  111. 

1 1 :20  "Pollution  and  Contamination — Some  Effects  on 
the  Skin” 

James  Lewis  Pipkin,  M.D.,  San  Antonio,  Tex. 

1 1 :40  Adjournment  for  President's  Luncheon 


PRESIDENT’S  LUNCHEON 

Banquet  Area,  Bluegrass  Convention  Center 
1 1 :50  a.m. 

Lee  C.  Hess,  M.D.,  Florence 
KMA  President,  Presiding 

Invocation 
Recognition 
Awards  Presentation 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 
KMA  Awards  Committee 

“The  U.S.P. — Give  It  To  The  Elephants" 

Robert  H.  Henry,  Rockville,  Md. 

Installation  of  New  KMA  President 


LLOYD  B.  TEPPER,  M.D. 
Rockville,  Maryland 


Associate  Commissioner  for 
Science,  Food  and  Drug  Ad- 
ministration. M.D.,  1957,  Har- 
vard Medical  School.  Chairman, 
Committee  on  Radiological 
Health,  Industrial  Medical  As- 
sociation. Former  Chairman, 
Atomic  Energy  Commission  Fel- 
lowship Board.  Member,  Amer- 
ican Academy  of  Occupational 
Medicine,  American  Conference 
of  Governmental  Industrial  Hy- 
gienists. 
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AFTERNOON  SESSION 

General  Session 

R.  Glenn  Greene,  M.D.,  Owensboro 
Chairman,  KMA  Scientific  Program  Committee, 
Presiding 

THEME:  “Renal  Problems” 

2:10  "Dialysis" 

Eli  Friedman,  M.D.,  Brooklyn,  N.Y.  (appear- 
ing on  behalf  of  the  Kentucky  Kidney  Foun- 
dation) 

2:40  "Operable  Cancer  of  the  Prostate” 

Lester  Persky,  M.D.,  Cleveland,  Ohio 


531 


3:00  “Bladder  Cancer  of  Industrial  Etiology" 

Lloyd  B.  Tepper,  M.D.,  Rockville,  Md. 

3:20  Intermission  to  Visit  Exhibits 

3:50  "On  the  Pathogenesis  of  Uremia" 

Neal  S.  Bricker,  M.D.,  Bronx,  N.Y. 

4:20  Panel  Discussion 

R.  Glenn  Greene,  M.D.,  Owensboro,  Moder- 
ator 

Lester  Persky,  M.D.,  Cleveland,  Ohio 
Lloyd  B.  Tepper,  M.D.,  Rockville,  Md. 

Eli  Friedman,  M.D;,  Brooklyn,  N.Y. 

Neal  S.  Bricker,  M.D.,  Bronx,  N.Y. 

THURSDAY,  SEPTEMBER  20 
MORNING  SESSION 

General  Session 

Ballard  I V.  Cassady,  M.D.,  PikevUlc 
Vice-Chairman , KMA  Board  of  Trustees,  Presidii.it 

THEME:  "Sex  and  Its  Consequences” 

9:00  “Determinants  of  Sexual  Behavior” 

Charles  W.  Lloyd,  M.D.,  Hershey,  Pa. 

9:30  “Common  Sexual  Problems  and  their  Ma.iage.nenl’ 

Robert  C.  Long,  M.D.,  Louisville 

9:50  “Diagnosis  of  Gonorrhea  in  the  Female” 

James  Curran,  M.D.,  Memphis,  Tenn. 

10:10  Intermission  to  Visit  Exhibits 
10:40  “Sex  Counseling” 

Paul  J.  Fink,  M.D.,  Norfolk,  Va. 

1 1 :00  “Sex-Linked  Genetic  Disorders” 

Reynold  J.  M.  Gold,  M.B.,  B.Chir.,  Ph.D., 

Montreal,  Quebec 

1 1 :20  "The  Psychological  Trauma  of  Sex  or  Lack  Thereof” 

Nancy  C.  A.  Roeske,  M.D.,  Indianapolis,  Ind. 

AFTERNOON  SESSION 

Seven  Specialty  Group  Meetings 

(Seven  specialty  groups  will  meet  at  2 p.m.,  with 
outstanding  speakers  appearing  on  the  programs.  All 
KMA  members  are  invited  to  these  meetings.  No 
general  session  will  be  held.  All  specialty  group  meet- 
ings with  the  exception  of  the  Kentucky  Dermatolog- 
ical Society,  will  be  held  in  the  Bluegrass  Convention 
Center.) 


Kentucky  Dermatological  Society 
General  Hospital 

2:00  Dermatology  Clinic — Examination  of  Patients 
3:00  Intermission 

3:30  Presentation  and  Discussion  of  Patients 

James  Lewis  Pipkin,  M.D.,  San  Antonio,  Tex., 
Moderator 

Kentucky  Chapter, 

American  Academy  of  Family  Physicians 
Natchez  Room 

2:00  “Sex  Counseling” 

Paul  J.  Fink,  M.D.,  Norfolk,  Va. 


NEAL  S.  BRICKER,  M.D. 
Bronx,  New  York 


Professor  and  Chairman,  De- 
partment of  Internal  Medicine, 
Albert  Einstein  College  of  Medi- 
cine. M.D.,  1949,  University  of 
Colorado.  Active  in  National 
Kidney  Foundation.  Chairman, 
Committee  on  Renal  and  Meta- 
bolic Effects  of  Space  Flight, 
National  Academy  of  Sciences. 
President,  American  Society  for 
Clinical  Investigation.  Council 
member.  Central  Society  for 
Clinical  Research. 


CHARLES  W.  LLOYD,  M.D. 
Hershey,  Pennsylvania 


Professor,  Department  of  Ob- 
stetrics and  Gynecology,  M.S. 
Hershey  Medical  Center.  M.D., 
1941,  University  of  Rochester 
School  of  Medicine.  Head,  Di- 
vision of  Reproductive  Biology; 
Director,  Endocrine  Clinic,  M.S. 
Hershey  Medical  Center.  Member, 
Scientific  Advisory  Board,  Wis- 
consin Regional  Primate  Research 
Center.  Past  Director,  American 
Society  for  Voluntary  Steriliza- 
tion. 


ROBERT  C.  LONG,  M.D. 
Louisville,  Kentucky 


Associate  Professor  and  Chair- 
man, Division  of  Human  Sex- 
uality, Department  of  Obstetrics 
and  Gynecology,  University  of 
Louisville  School  of  Medicine. 
M.D.,  1940,  University  of  Louis- 
ville. President,  National  Health 
Council.  Member,  Board  of 
Trustees,  SIECUS.  Former  AMA 
Delegate  and  member,  Board  of 
Trustees.  Chairman,  KMA  Com- 
mittee on  Health  Care  of  the 
Poor. 


JAMES  W.  CURRAN,  M.D. 
Memphis,  Tennessee 


Research  Instructor  and  Med- 
ical Director,  Gonorrhea  Com- 
plications Study,  University  of 
Tennessee,  Department  of  Pre- 
ventive Medicine.  M.D.,  1970, 
University  of  Michigan.  Clinical 
Research  Investigator  for  the 
Venereal  Disease  Branch,  Center 
for  Disease  Control.  Member, 
American  Venereal  Disease  As- 
sociation. 
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PAUL  J.  FINK,  M.D. 
Norfolk,  Virginia 


Chairman,  Department  of  Psy- 
chiatry and  Behavioral  Sciences, 
Eastern  Virginia  Medical  School. 
M.D.,  1958,  Temple  School  of 
Medicine.  Medical  Director,  Nor- 
folk Community  Mental  Health 
Center.  Member,  Editorial  Board, 
Annals  of  Adolescent  Psychiatry. 
Member,  Publications  Committee, 
American  College  of  Psychia- 
trists. Fellow,  American  Psy- 
chiatric Association. 


REYNOLD  J.  MORLEY  GOLD,  M.B.,  B.CHIR. 
Montreal,  Quebec 


Assistant  Professor,  Biology, 
Human  Genetics,  McGill  Univer- 
sity. M.B.,  B.Chir.,  1958,  Trinity 
College,  Cambridge,  England. 
Ph.D.,  1971,  McGill  University. 
Lecturer  in  Pediatrics,  McGill 
University.  Fellow,  National  Ge- 
netics Foundation,  U.S.,  1970. 


NANCY  C.  A.  ROESKE,  M.D. 
Indianapolis,  Indiana 


Director  of  Undergraduate  Cur- 
riculum and  Associate  Professor, 
Department  of  Psychiatry,  In- 
diana University  Medical  Center. 
M.D.,  1954,  Cornell  University 
Medical  College.  Director  of  Re- 
search, Riley  Child  Guidance 
Clinic,  Indiana  University.  Chair- 
man, Task  Force  on  Women, 
Amercan  Psychiatric  Association. 
Member,  American  Association 
Psychiatric  Services  for  Children, 
American  Academy  of  Child  Psy- 
chiatry. 


Kentucky  Industrial  Medical  Association 
Delta  Queen  Room 

2:00  ‘‘The  Role  of  the  Physician  in  Environmental 
Health” 

Lloyd  B.  Tepper,  M.D.,  Rockville,  Md. 

Kentucky  Chapter, 

American  College  of  Physicians 
Grand  Republic  Room 

2:00  “Diverticulitis” 

William  L.  Tyler,  M.D.,  Owensboro 

2:20  "Echocardiography” 

Jeffrey  P.  Fowler,  M.D.,  Louisville 

2:40  ‘‘Newer  Antibiotic  Agents” 

Martin  Raff,  M.D.,  Louisville 

3:00  Intermission  to  Visit  Exhibits 
3:30  “Diabetic  Nephropathy" 

Neal  S.  Bricker,  M.D.,  Bronx,  N.Y. 

4:00  “Cytotoxic  Drugs” 

J.  W.  Hollingsworth,  M.D.,  Lexington 

Kentucky  Obstetrical 
and  Gynecologic  Society 
Majestic-Island  Queen  Room 

2:00  Treatment  of  Gonorrhea” 

James  Curran,  M.D.,  Memphis,  Tenn. 

2:30  “Diagnosis  and  Treatment  of  Breast  Disease" 

Robert  L.  Shirley,  M.D.,  Boston,  Mass. 

3:00  Intermission  to  Visit  Exhibits 

3:30  Panel  Discussion  on  Breast  Disease 

John  T.  Queenan,  M.D.,  Louisville,  Moderator 
Robert  L.  Shirley,  M.D.,  Boston,  Mass. 
George  B.  Sanders,  M.D.,  Louisville 
Gerald  M.  Peterson,  M.D.,  Louisville 
Alfred  O.  Miller,  M.D.,  Louisville 

Kentucky  Psychiatric  Association 
Assembly  Hall 

2:00  “Gender  Identity — The  Problem  of  the  True  Her- 
maphrodite” 

Nancy  C.  A.  Roeske,  M.D.,  Indianapolis,  Ind. 

2:30  Questions  and  Discussion 
3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 


ANNE  R.  YOBS,  M.D. 
Chamblee,  Georgia 

Chief,  Training  and  Education 
Branch,  U.S.  Environmental  Pro- 
tection Agency.  M.D.,  Duke 
University  School  of  Medicine. 
Former  Chief,  State  Services 
Branch  of  Office  of  Pesticide 
Programs,  EPA.  Worked  in  in- 
fectious diseases  with  Communi- 
cable Disease  Center,  U.S.P.- 
H.S.,  Atlanta.  Formerly  in 
charge  of  EPA  national  moni- 
toring programs  to  measure 
pesticide  residue  levels  in  gen- 
eral population  and  in  ambient 
air. 


Kentucky  Association 
of  Public  Health  Physicians 
Cincinnati  Room 

2:00  “Genetic  Counseling  for  the  Public  Health  Phy- 
sician” 

Reynold  Gold,  M.B.,  B.Chir.,  Ph.D.,  Montreal. 
Quebec 

2:30  “What  is  Ahead  for  Public  Health  in  Kentucky” 

William  P.  McElwain,  M.D.,  Frankfort 

3:00  Intermission  to  Visit  Exhibits 
3:30  Business  Meeting 
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Orientation  Program  Scheduled 
For  September  19 

The  Fourteenth  KM  A Orientation  Program  will  be 
presented  September  19,  1973,  in  the  Grand  Republic 
Room  of  the  Bluegrass  Convention  Center  during  the 
1973  Annual  Meeting. 

The  KMA  Committee  on  Orientation,  following  the 
dictates  of  the  House  of  Delegates,  will  once  more 
have  a voluntary  Orientation  Program.  The  changes 
which  were  instituted  last  year  will  be  continued  in 
an  effort  to  provide  more  information  to  new  mem- 
bers. 

Once  again,  the  Committee  on  Orientation  has  lined 
up  a distinguished  group  of  guest  speakers  to  address 
this  year’s  session.  That  list  will  include  Lee  C.  Hess, 
M.D.,  KMA  President;  Fred  C.  Rainey,  M.D.,  Pres- 
ident-Elect; Carl  Cooper,  Jr.,  M.D.,  Vice-Speaker, 
and  J.  Thomas  Giannini,  M.D.,  Senior  Delegate  to 
the  AMA. 

Letters  of  invitation  have  been  sent  to  all  KMA 
members  who  have  recently  joined  the  Association. 
All  KMA  members  are  invited  to  attend  the  program 
whether  or  not  they  have  received  an  invitation. 

Registration  for  this  year’s  program  will  be  held 
at  3:00  p.m.  and  the  program  will  begin  at  3:30  p.m. 
with  adjournment  scheduled  one  hour  later. 

14th  KMA  Orientation  Program 

Wyatt  Norvell,  M.D.,  New  Castle 
Moderator 

3:00  p.m.  Registration 

3:30  p.m.  Call  to  Order 

3:35  p.m.  Welcome  and  Introduction 

Wyatt  Norvell,  M.D. 

3:40  p.m.  “Your  KMA" 

4:00  p.m.  Question  and  Answer  Session 

Lee  C.  Hess,  M.D.,  Florence 
KMA  President 

Fred  C.  Rainey,  M.D.,  Elizabethtown 
KMA  President-Elect 

J.  Thomas  Giannini.  M.D.,  Louisville 
KMA  Senior  Delegate  to  the  AMA 

Carl  Cooper,  Jr.,  M.D.,  Bedford 
Vice-Speaker,  KMA  House  of  Delegates 

Wyatt  Norvell,  M.D.,  New  Castle 
Chairman,  KMA  Committee  on  Orien- 
tation 


President’s  Luncheon  To  Feature 
Awards,  Installation  & Address 

An  address  by  Robert  H.  Henry,  the  presentation 
of  KMA’s  awards  and  the  installation  of  the  1973- 
74  President  of  KMA  are  highlights  of  this  year’s 


President’s  Luncheon  for  physicians  and  their  wives 
on  Wednesday,  September  19. 

Mr.  Henry,  who  is  Director  of  Professional  Affairs 
of  the  U.  S.  Pharmacopeial  Convention,  Tnc.,  will 
speak  on  “The  U.S.P. — Give  It  to  the  Elephants,” 
at  the  Luncheon  held  at  11:50  a.m.  in  Belle  Hall  at 
the  Bluegrass  Convention  Center.  Entertaining,  as 
well  as  informative,  Mr.  Henry  has  spoken  to  medi- 
cal-pharmacy groups  across  the  nation. 

Presentation  of  the  Distinguished  Service  Award 
and  the  Kentucky  Medical  Association  Award  will 
precede  the  Luncheon  address.  Richard  F.  Grise, 
M.D.,  Bowling  Green,  Chairman  of  the  KMA 
Awards  Committee,  will  present  the  two  top  awards 
of  the  Association. 

Fred  C.  Rainey,  M.D.,  Elizabethtown,  will  be 
installed  as  KMA  President  for  the  upcoming  Asso- 
ciational  year  during  the  Luncheon.  Doctor  Rainey 
will  be  sworn  in  by  Robert  N.  McLeod,  Jr.,  M.D., 
Somerset,  Chairman  of  the  Board  of  Trustees. 

You  are  urged  to  purchase  your  tickets  for  the 
President’s  Luncheon  as  soon  as  possible  during  the 
Annual  Meeting. 

U.L.  Alumni  Plan  Reunions 
During  KMA  Annual  Mtg. 

Reunions  are  being  planned  for  alumni  from  ten 
classes  of  the  University  of  Louisville  School  of 
Medicine.  The  reunions  will  be  held  during  the  KMA 
Annual  Meeting,  September  18-20. 

Chairmen  of  the  five-year  classes  who  are  planning 
individual  functions  are  listed  below. 

1923 — Sam  A.  Overstreet,  M.D.,  870  Medical 
Towers  South,  Louisville,  583-1621. 

1928 — Pat  R.  Imes,  M.D.,  4812  River  Road,  Louis- 
ville, 893-7434. 

1933 — Naaman  H.  Burkhead,  M.D.,  1712  Heyburn 
Building,  Louisville,  584-2421. 

1938 — J.  Thomas  Giannini,  M.D..  464  Medical 
Towers  South.  Louisville,  583-2766. 

1943 — Clarence  E.  Quaife,  M.D.,  2007  Bonny- 
castle  Avenue,  Louisville,  451-3948. 

1948 — Robert  S.  Heidt,  M.D..  2340  Auburn 

Avenue,  Cincinnati,  Ohio  45219,  (513)  621-9925. 

1953 — H.  C.  Bradley,  M.D.,  416  Medical  Towers 
Building,  Louisville,  584-8988. 

1958 — Morris  W.  Weiss,  M.D.,  301  Doctors  Office 
Building,  Louisville,  585-4321. 

1963 — John  M.  Karibo,  M.D.,  1000  Medical  Arts 
Building,  Louisville,  456-2180. 

1968 — Joseph  H.  Fishman,  M.D.,  1618  Dunbarton 
Wynde,  Louisville,  458-6912. 


MESSAGE  CENTER 
491-1929 

You  may  be  reached  through  this  number  at  the 
Bluegrass  Convention  Center  during  the  KMA 
Annual  Meeting. 
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Latest  Research  Advances  in  Products  and  Services 
Offered  by  1973  Technical  Exhibits 


The  numerous  technical  exhibits  at  the  1973  Annual 
Meeting  will  feature  the  latest  developments  in  med- 
ical techniques  and  information.  Located  in  the  Blue- 
grass  Convention  Center,  the  exhibits  will  condense 
an  encyclopedia  of  ideas,  discoveries  and  up-to-date 
advances  in  such  a manner  that  a vast  amount  of 
knowledge  and  information  can  be  secured  in  a short 
period  of  time. 

Prepared  carefully  and  skillfully  to  appeal  to  you, 
the  physician,  the  exhibits  are  especially  geared  to 
appeal  to  your  special  interests  as  a practitioner.  Med- 
ical representatives  and  other  exhibitors  will  be  on 
hand  to  discuss  personally  their  products  and  services 
with  you.  Both  you  and  your  patients  should  benefit 
from  the  increased  knowledge  that  can  be  gained 
from  a visit  to  the  Technical  Exhibits. 

Thirty-minute  intermissions  have  been  planned  dur- 
ing each  general  and  specialty  group  session  so  that 
every  physician  may  take  advantage  of  this  excellent 
opportunity  provided  by  the  exhibits. 


To  General  Scientific  Cessions 
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Floor  Plan  of  Technical  Exhibits 


TECHNICAL  EXHIBITORS 


Abbott  laboratories  (22  & 23) 
Ayerst  Laboratories  (27  & 28) 

Blue  Cross,  Blue  Shield  & Delta 
Dental  (11) 

Burroughs  Wellcome  Co.  (20) 
Cal-Med  Electronics  (7) 

CIBA  Pharmaceutical  Company 
157) 

Commonwealth  life  Insurance  (60) 
Cooper  Laboratories,  Inc.  (24) 
Crocker-Fels  Company  (4) 

Dairy  Council  of  the  Mid  South, 
Inc.  (16) 

Dolbey  & Company  (61  ) 

Eaton  Laboratories  (12) 
Encyclopaedia  Britannica,  Inc. 

(53) 

Glencoe  Research,  Inc.  (50) 

Guild  of  Prescription  Opticians 
of  Kentucky  (9) 

Hancock,  John,  Life  Insurance 
Company  (39) 

Hoechst  Pharmaceuticals,  Inc.  (8) 
International  Clinical  Laboratories 
of  Kentucky,  Inc.  (22) 

Ives  Laboratories,  Inc.  (35) 


Lakeside  Laboratories,  Inc.  (56) 
Lederle  Laboratories  (14) 

Lee,  A.  P.,  Agency  (17) 

Lilly,  Eli  & Company  (3) 
Lippincott,  J.  B.,  Company  (21) 
lorillard  (62) 

Malkin  Instrument  Company  (52) 
Marion  Laboratories,  Inc.  (58) 
Mead  Johnson  Laboratories  (51  I 
Medical  Opinion  Research 
Associates  (43) 

Medical  Protective  Company  ( 1 ) 
Metropolitan  Life  Insurance  Com- 
pany— Medicare  Office  (41) 
Meyer  Laboratories,  Inc.  (19) 
Monarch  Auto  Company,  Inc. 
(Entrance) 

Mutual  Benefit  Life  Insurance 
Company  (34) 

Office  Systems  (36) 

Ortho  Pharmaceutical  Corporation 
(55) 

Parke,  Davis  & Company  (63) 
Poythress,  William  P.  8 Company, 
Inc.  (2) 


Professional  Accounting  Systems 
Company  (30) 

Professional  Corporation  Benefits 
Company  (54) 

Ransdell  Surgical,  Inc.  (18) 
Revere,  Paul,  Companies  (29) 
Reynolds,  R.  J.,  Tobacco  Company 
(5) 

Richards  Manufacturing  Company 

(47) 

Robins,  A.  H.,  Company  (33) 
Sandoz  Pharmaceuticals  (6) 
Saunders,  W.  B.,  Company  (37) 
Schering  Corporation  (32) 
Scroggins,  Clayton  L.,  Associates 
(13) 

Searle  Laboratories  (31) 

Sheryl  Pharmaceuticals,  Inc.  (49) 
Squibb,  E.  R.  6 Sons,  Inc.  (46) 
Stuart  Pharmaceuticals,  Div.  ICI 
America,  Inc.  (10) 

Wocher,  Max,  ft  Son,  Company 
(15) 

Wyeth  Laboratories  (421 
Zimmer  Kloenne  of  Kentucky,  Inc. 

(40) 
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AMA  Considers  263  Items 
At  122nd  Annual  Session 

The  AMA  House  of  Delegates  took  action  on  a 
record  number  of  business  items  at  its  122nd  Annual 
Convention  held  June  24-28  in  New  York  City.  The 
Convention,  which  attracted  8,756  physicians,  in- 
cluded a total  of  almost  19  hours  of  business  sessions 
of  the  House  of  Delegates,  where  84  reports  and  179 
resolutions  were  considered. 

Malcolm  C.  Todd,  M.D.,  a 60-year-old  surgeon 
from  Long  Beach,  Calif.,  was  chosen  President- 
Llect.  Doctor  Todd,  a member  of  the  AMA  House 
of  Delegates,  is  a past  President  of  the  California 
Medical  Association  and  has  served  as  Chairman  of 
the  AMA  Council  on  Health  Manpower  since  1971. 
A 1938  graduate  of  Northwestern  University  College 
of  Medicine,  he  is  now  Associate  Clinical  Professor  of 
Surgery  at  the  University  of  California  College  of 
Medicine. 

Installed  as  AMA  President  was  Russell  B.  Roth, 
M.D.,  Erie,  Pa.  Doctor  Roth  stressed,  in  his  inaugural 
address,  the  need  for  unity  and  collective  action  in 
organized  medicine. 

Items  acted  on  by  the  House  included  reaffirmation 
of  a cooperative  leadership  in  the  development  of 
PSRO’s  with  added  efforts  to  repeal  the  legislation, 
opposition  to  the  extension  of  institutional  licensure 
in  lieu  of  individual  professional  licensure  to  physi- 
cians and  nurses  and  a call  for  improved  education 
programs  capable  of  producing  more  primary  care 
physicians. 

Other  physicians  elected  or  re-elected  to  Association 
positions  were:  Vice-President,  E.  Bryce  Robinson, 
Jr.,  M.D.,  Ala.;  Speaker  of  the  House,  Tom  E.  Nes- 
bitt, M.D.,  Tenn.;  Vice-Speaker,  William  Y.  Rial, 
M.D.,  Pa.;  Trustees,  John  H.  Budd,  M.D.,  Ohio; 
Richard  E.  Palmer,  M.D.,  Va.;  James  H.  Sammons, 
M.D.,  Texas,  and  Kenneth  C.  Sawyer,  M.D.,  Colo. 

Sapling  of  Famed  Tree 
Presented  to  KMA 

A young  tree  grown  from  the  seed  of  the  Tree 
of  Hippocrates,  which  is  located  on  the  Greek  Island 
of  Cos,  was  presented  to  the  Kentucky  Medical 
Association  on  June  13. 

Donated  by  Schering  Corporation,  the  sapling  was 
one  of  several  purchased  by  the  firm,  to  provide 
funding  of  an  international  medical  foundation  on 
the  Island  of  Cos,  where  Hippocrates  is  said  to  have 
taught  his  students. 

The  Tree  of  Hippocrates,  reputed  to  be  over  2400 

tcky  Medical  A ssociation  • 


Robert  G.  Cox  (right),  Executive  Director  of  KMA,  ac- 
cepts, on  behalf  of  the  Association,  a sapling  donated  by 
Schering  Corporation.  Chris  Lemke  (left),  area  represen- 
tative and  James  Sallee  (center),  area  manager,  present 
the  tree,  which  was  grown  from  a seed  from  the  Tree  of 
Hippocrates. 

years  old,  is  46  feet  in  circumference  and  has  to  be 
supported  by  wooden  and  granite  pillars.  Each  year 
the  giant  tree,  said  to  be  a plane  or  sycamore,  sheds 
thousands  of  tiny  seeds.  Researchers  only  recently 
have  been  able  to  grow  trees  from  these  seeds. 

The  tree  will  remain  inside  the  KMA  Headquarters 
Office  until  it  is  large  enough  to  transplant  outside. 

Nurses1  Training  Program 
To  Be  Held  in  Ashland 

The  King’s  Daughters  Hospital  of  Ashland  has 
announced  that  the  Seventh  Intensive  Coronary  Care 
Nurses’  Training  Program  will  be  held  October  1-27, 
1973.  This  four-week  course  is  to  be  under  the  direc- 
tion of  H.  B.  McWhorter,  M.D.,  Coronary  Care 
Unit  Director  of  the  Hospital. 

Maximum  enrollment  for  the  course  is  limited 
to  25  nurses;  tuition  is  $150.00.  The  class  schedule 
and  detailed  curriculum  are  available  from  Betty 
Carr,  R.N.,  C.C.U.  Supervisor,  King’s  Daughters 
Hospital,  2201  Lexington  Avenue,  Ashland,  Ken- 
tucky 41101. 


The  Medical  Advisory  Committee  of  the  Kentucky 
Society  for  the  Prevention  of  Blindness  will  hold  its 
annual  breakfast  meeting  during  the  KMA  Annual 
Meeting.  All  members  are  invited  to  meet  in  the 
Louisville  Room  of  Ramada  Inn  at  7:30  a.m.  on 
Wednesday,  September  19. 
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Annual  Emergency  Care  Seminar 
Attracts  200  Participants 

Registration  figures  exceeded  200  for  the  Annual 
Nurses  Seminar  on  Emergency  Health  Care  held  June 
14  and  15  at  the  Bluegrass  Convention  Center  in 
Louisville. 


Pictured  above  are  two  guest  speakers  as  they  ad- 
dressed the  group  during  a dinner  session  on  June  14. 
They  are  David  R.  Boyd,  M.D.  and  Teresa  L.  Ro- 
mano, R.N.,  both  of  the  Division  of  Emergency 
Services  and  Highway  Safety  of  the  Illinois  Public 
Health  Department. 

Faculty  members  of  the  University  of  Louisville 
and  University  of  Kentucky  medical  schools  and 
specialists  from  Kentucky  also  participated  on  the 
program  which  attracted  nurses  and  other  health  pro- 
fessionals from  emergency  rooms,  intensive  and  cor- 
onary care  units,  operating  and  recovery  rooms, 
schools  and  industries  from  Kentucky  and  several 
nearby  states. 


Sponsors  of  the  annual  event  are  the  Kentucky 
Medical  Association,  the  Kentucky  Hospital  Associa- 
tion and  the  Kentucky  Nurses  Association. 

Former  Louisville  Physician 
To  Assume  U.L.  Deanship 

Arthur  H.  Keeney,  M.D.,  opthalmologist-in-chief  at 
the  Wills  Eye  Hospital  in  Philadelphia,  was  named 
Dean  of  the  University  of 
Louisville  School  of  Medi- 
cine by  the  University’s 
trustees  on  July  16. 

Doctor  Keeney,  a former 
Director  of  Ophthalmology 
Research  at  U of  L,  will 
assume  his  position  as  the 
17th  dean  of  the  School  on 
September  1.  He  will  suc- 
ceed Douglas  M.  Haynes, 
M.D.  who  resigned  as 
Dean  last  year.  Richard 
Swigart,  Ph.D.  has  served 
as  interim  dean  since  that  time. 

A 1944  graduate  of  the  U of  L School  of  Medi- 
cine, Doctor  Keeney  was  recently  presented  the  Lu- 
cien  Howe  Award  for  Ophthalmology  for  his  work  at 
Wills  Eye  Hospital  where  he  has  been  since  leaving 
Louisville  in  1965.  A past  President  of  the  Kentucky 
EEN&T  Society  and  the  American  Association  for 
Automotive  Medicine,  Doctor  Keeney  was  also  ac- 
tive in  the  affairs  of  KMA,  belonging  to  several  com- 
mittees. He  served  for  several  years  as  Chairman  of 
the  KMA  Highway  Safety  Committee. 


Doctor  Keeney 


Fall  Golf  Tournament  Planned  for  September  20  by  KMGA 


The  Kentucky  Medical  Golf  Association  will  hold 
its  annual  fall  tournament  on  Thursday,  September 
20,  at  the  Harmony  Landing  Country  Club,  Louisville. 

Members  of  KMGA  may  tee  off  anytime  on  that 
day  and  a limited  number  of  members  may  play  on 
an  alternate  date  by  making  arrangements  with  the 
golf  pro  at  the  Country  Club  at  228-8316. 


A cocktail  buffet  and  business  meeting  will  be  held 
at  the  Club  at  6 p.m.  on  September  20.  Assessment 
for  the  tournament  is  $25.00,  which  includes  use  of 
an  electric  golf  cart. 

Any  physician  interested  in  joining  KMGA  and 
playing  in  the  fall  tournament  should  complete  the 
following  form: 


MEMBERSHIP  APPLICATION 


To:  Kentucky  Medical  Golf  Association  Date 

John  M.  Karibo,  M.D. , Secretary-Treasurer 
1000  Medical  Arts  Building 
Louisville,  Kentucky  40217 

Gentlemen: 

Please  enroll  me  as  a member  of  KMGA.  Enclosed  is  my  check  in  the  amount  of  $10.00  to  cover  enroll- 
ment and  annual  dues  for  1973.  I am  enclosing  $25.00  for  assessment  for  the  1973  Tournament.  (Make  check 
payable  to  Kentucky  Medical  Golf  Association.) 

Name M.D.  Date  of  Birth 

Address Club  Affiliation 

Current  Handicap 

Zip  Code 
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The  diabetic 
who  has 
too  much... 

too  much  sugar, 
too  much  fat. 


Maybe  the  last  thing  she  needs  is  more  of  her 
own  insulin.  Especially  when  you  consider 
that  many  overweight  diabetics  already  have 
normal  or  high  levels  of  endogenous  insulin 
and  that  insulin  is  lipogenic. 

If  she  just  won’t  diet  and  oral  therapy  is 
indicated  in  adult-onset,  nonketotic  diabetes. 


phenformin  HCT 

lowers  blood  sugar  without  raising 
blood  insulin.  _ 


For  cor^jlete  details,  including  dosage, 
please  refod  the  prescribing  information 
It’s  summcrifized  below. 


II® phenformin  HCI 
)lets  of  25  mg. 

•I-TD®  phenformin  HCI 
ned-Disinteg  ration 
psules  of  50  and  100  mg. 

lications:  Stable  adult  diahetes  mellitus;  sulfonyl- 
;a  failures,  primary  and  secondary;  adjunct  to 
ulin  therapy  of  unstable  diabetes  mellitus 
ntraindications:  Diabetes  mellitus  that  can  be 
julated  by  diet  alone;  juvenile  diabetes  mellitus 
it  is  uncomplicated  and  well  regulated  on  in- 
in;  acute  complications  of  diabetes  mellitus 
etabolic  acidosis,  coma,  infection,  gangrene); 
ring  or  immediately  after  surgery  where  insulin 
ndispensable;  severe  hepatic  disease;  renal  dis- 
se  with  uremia;  cardiovascular  collapse  (shock); 
er  disease  states  associated  with  hypoxemia. 
linings:  Use  during  pregnancy  is  to  be  avoided 
acautions:  1.  Starvation  Ketosis:  This  must  be 
ferentiated  from  "insulin  lack"  ketosis  and  is 
aracterized  by  ketonuria  which,  in  spite  of  rel- 


atively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive  in- 
sulin reduction,  or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin  dosage, 
or  supply  carbohydrates  to  alleviate  this  state  Do 
not  give  insulin  without  first  checking  blood  and 
urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 
in  the  presence  of  azotemia  or  in  any  clinical  situ- 
ation that  predisposes  to  sustained  hypotension 
that  could  lead  to  lactic  acidosis  To  differentiate 
lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine  should 
be  made  in  diabetics  previously  stabilized  on  phen- 
formin, or  phenformin  and  insulin,  who  have  be- 
come unstable.  If  electrolyte  imbalance  is  sus- 
pected, periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of  any 
metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic  re- 
actions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when  insulin 
or  a sulfonylurea  has  been  given  in  combination 
with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea 
Reduce  dosage  at  first  sign  of  these  symptoms.  In 
case  of  vomiting,  the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been  re- 
ported, as  have  gastrointestinal  symptoms  such  as 
anorexia,  nausea  and  vomiting  following  excessive 
alcohol  intake  (B)  98-146-103-E  (6/72) 

For  complete  details,  including  dosage,  p lease 
see  full  prescribing  information. 

GEIGV  Pharmaceuticals  S 

Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502  § 


Advertisement 


Maker  of 
Medicine 

C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tl 
the  one  ordered  be  dispensed,  the  1 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte 
ests  of  the  patient  will  be  served. 

Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nei 
sary  for  the  prescriber  to  know  tha 
the  change  is  being  contemplated 
and  to  be  in  a position  to  consent  c 
demur.  Without  that  opportunity,  t 
unilateral  decision  of  the  pharmac 
made  in  the  absence  of  clinical  kn 
edge  of  the  patient,  could  expose  t 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth 
in  the  pro-substitution  argument  t! 
offsets  these  risks. 


"Prescription 
drugs  - 
who  should 
determine  the 
maker?" 


Dispenser  of 
Medicine 

Clifton  J.  Latiolais 
President 
American 
Pharmaceutical 
Association 


"Too  many  doctors  are  indiffe 
ent  to  the  economic  consequences 
their  decisions.”  So  stated  a recenl 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  fori  | 
AMA  Chief  Executive  F.  J.  L.  Blasin 
game,  M.D. 

Doctor,  are  you  indifferent...? 

In  discussing  an  anticipated  i 
crease  in  Blue  Shield  rates,  Dr.  Ble 
ingame’s  newsletter  had  this  to  sa> 

"In  general,  it  can  be  said,  Ml 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  ti 
patients. . . 

"True,  an  MD’s  training  is  pri 
marily  scientific,  but  in  the  real  wo 
of  practice,  all  of  his  scientific  dec 
sions  have  a price  tag,  or  an  econo 
impact.  The  economics  of  health  c 
beckon  the  practitioner’s  attentior 
Concern  for  economics  of  medicin 

i 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowle' 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degi 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  n 
expert  knowledge  of  no  more  than  •1 


hould  be  an  obligation  of  medical 
ractice... 

"Medical  societies  ought  to  con- 
uct  continuing  campaigns  to  point 
ut  the  substantial  savings  that  could 
e realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
ess.  At  the  very  least,  they  should,  in 
le  patients’  interest,  question  the 
actics  of  any  insurance  organization 
nat  raises  health  care  costs  by  forc- 
lg  policyholders  to  buy  insurance 
ley  may  not  need  or  want  and  prob- 
bly  won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
nt  to  the  economic  consequences  of 
leir  decisions.  Too  many,  for  ex- 
mple,  habitually  hospitalize  patients 
)r  the  convenience  of  the  MD.  It’s 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
ieties,  have  unhesitatingly  appealed 
) their  patients  for  support  in  the 
ght  against  government  interference 
’ith  the  private  practice  of  medicine, 
nd  the  public  in  the  past  has  re- 
sponded. It’s  time  the  American  Med- 
'.al  Association  and  state  and  local 
ledical  societies  paid  off  the  debt  by 
ecisive  action  to  hold  down  the  cost 
f medical  care.” 

ost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  "White 
Paper  on  the  Pharmacist’s  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


r 30  drugs  that  he  selects  to  treat  the 
majority  of  conditions  encountered  in 
is  practice.  Moreover,  the  physi- 
ian’s  choice  of  a specific  brand  is 
!ased  on  his  knowledge  of  the  pa- 
jent’s  medical  history  and  current 
ondition,  and  his  experiences  with 
le  particular  manufacturer’s 
roduct. 

Some  substitution  proponents 
rave  argued  that  the  dispensing  of  a 
inscription  is  a simple  two-party 
^ansaction  between  the  pharmacist 
nd  the  patient,  and  that  a substitut- 
‘ig  pharmacist  may  avoid  even  a 
ichnical  breach  of  contract  by  simply 
otifying  the  patient  that  he  is  making 
ne  substitution.  I would  judge  that 
iw  courts  would  be  sympathetic 
ward  a pharmacist  who  substituted 
ithout  physician  approval  and  who 
ndertook  a legal  defense  that  seeks 
> make  the  patient  responsible  for 
ie  pharmacist's  actions. 

educed  Prescription  Prices? 

I Substitution  advocates  are 
jggesting  to  the  consumer,  and  par- 
cularly  the  consumer  activist,  that 
Induced  prescription  prices  could 
pllow  legalization  of  substitution. 

' e have  seen  absolutely  no  evidence 
|>  justify  this  claim.  To  the  contrary, 
i<perience  in  Alberta,  Canada,  where 
Jbstitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  tor  our  booklet,  “ The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


In  iWpntonam 


DAVID  G.  MILLER,  JR.,  M.D. 
Morgantown 
1908-1973 


ADAM  STACY,  JR.,  M.D. 

Pineville 

1909-1973 

Adam  Stacy,  Jr.,  M.D.,  of  Pineville,  died  on  April 
23  at  the  age  of  64.  A 1932  graduate  of  the  University 
of  Louisville  School  of  Medicine,  Doctor  Stacy  was  a 
surgeon.  He  belonged  to  the  Bell  County  Medical 
Society,  as  well  as  the  Kentucky  and  American  Med- 
ical Associations. 


RONALD  L.  SERGENT,  M.D. 

Lexington 

1932-1973 

Ronald  Lee  Sergent,  M.D.,  40,  died  on  May  22  in 
an  automobile  accident.  Specializing  in  internal  medi- 
cine, Doctor  Sergent  was  a 1958  graduate  of  the 
Vanderbilt  University  School  of  Medicine.  He  was  a 
member  of  the  Fayette  County  Medical  Society,  the 
Kentucky  and  American  Medical  Associations. 


OLIVER  P.  MILLER,  M.D. 

Columbia 

1893-1973 

Oliver  P.  Miller,  M.D.,  died  on  May  31  at  the  age 
of  80.  A former  chief  medical  officer  of  the  Veterans 
Hospital  in  Lexington,  as  well  as  a former  chief 
medioal  officer  of  the  Veterans  Administration  re- 
gional office  in  Louisville,  Doctor  Miller  was  a 1916 
University  of  Louisville  Sohool  of  Medicine  graduate. 
He  has  been  an  emeritus  member  of  the  Kentucky 
and  American  Medioal  Associations  for  many  years. 


W.  MOUNTJOY  SAVAGE,  M.D. 

Murray 

1909-1973 

W.  Mountjoy  Savage,  M.D.,  a surgeon  from  Mur- 
ray, died  on  May  23,  1973  at  the  age  of  64.  A 1937 
graduate  of  the  University  of  Louisville  School  of 
Medicine,  Doctor  Savage  was  a member  of  the 
Calloway  County  Medical  Society  and  the  Kentucky 
and  American  Medical  Associations. 


JOHN  C.  BAKER,  M.D. 

Berea 

1900-1973 

John  C.  Baker,  M.D.,  died  on  June  25  at  the  age 
of  73.  A general  practitioner,  Doctor  Baker  was  a 
1928  graduate  of  the  University  of  Tennessee  College 
of  Medicine.  He  belonged  to  the  Madison  County 
Medical  Society  and  Kentucky  Medical  Association. 


David  G.  Miller,  Jr.,  M.D.,  Morgantown,  died 
July  14.  A general  practitioner,  Doctor  Miller  was 
extremely  active  in  the  Kentucky  Chapter  of  the 
American  Academy  of  Family  Physicians,  being  its 
first  President  in  1947-48  and  later  serving  as  Sec- 
retary-Treasurer for  many  years.  A 1935  graduate 
of  the  Vanderbilt  University  School  of  Medicine, 
Doctor  Miller  was  the  1969  recipient  of  the  KMA 
“Outstanding  General  Practitioner  Award.” 


Methadone  Guidelines  Available 

The  Food  and  Drug  Administration  in  cooperation 
with  the  AMA  Committee  on  Alcoholism  and  Drug 
Dependence  of  the  Council  on  Mental  Health  has 
prepared  a set  of  questions  and  answers  concerning 
new  federal  regulations  of  methadone.  These  guide- 
lines are  available  through  the  KMA  Office  in  the 
event  a physician  is  interested  in  sponsoring  or  affili- 
ating with  methadone  treatment  programs. 


Take  This  Issue  Home  To  Your  Wife 

Lee  C.  Hess,  M.D.,  Florence,  KMA  President, 
urges  you  to  take  this  issue  of  The  Journal  home 
for  your  wife  to  read.  Many  activities  planned 
during  the  Annual  Meeting  will  be  of  interest  to 
her.  The  program  for  the  Annual  Convention  of 
the  Woman’s  Auxiliary  to  KMA  is  on  page  536. 


Call  For  Physician 

GENERAL  PRACTITIONER:  Thriving  prac- 
tice; fully  equipped,  1500  sq.  ft.  office  space  avail- 
able; records  and  reciprocal  coverage.  Housing 
with  option  of  retainer  fee  with  state  institution 
located  in  Lyon  County.  Must  be  Kentucky  li- 
censed. Within  1 mile  of  Barkley  Lake,  8V2  miles 
of  Kentucky  Lake.  Excellent  community  school, 
college  and  university  nearby.  35  miles  northeast 
of  Paducah.  Served  by  US  641,  US  62  and  1-24 
when  completed.  Call  502-388-7437  or  502-388- 
2474. 

Lyon  County  Chamber  of  Commerce 
Box  323,  Eddyville,  Kentucky  42038 
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IN  THE  BOOKS 


CARDIOVASCULAR  PHYSIOLOGY  by  Robert  M.  Berne, 
M.D.  and  Matthew  N.  Levy,  M.D.;  Published  by  The 
C.  V.  Mosby  Company,  St.  Louis,  1972;  253  pages, 
illustrated;  Price  $9.25. 

In  this  book  the  authors  achieve  their  stated  pur- 
pose, to  emphasize  general  concepts  in  cardiovascu- 
lar physiology.  Only  normal  physiology  is  discussed 
and  no  attempt  is  made  to  cover  minute  details  or 
pathologic  physiology.  Throughout  the  book  well 
chosen  emphasis  is  given  to  control  mechanisms 
which  regulate  normal  cardiovascular  events.  In 
general,  the  descriptions  are  concise,  yet  thorough 
enough  to  be  of  real  value  to  the  medical  student, 
house  officer  and  practicing  physician. 

The  chapters  on  electrical  activity  of  the  heart, 
the  peripheral  circulation  and  its  regulation,  and 
control  of  the  heart  deserve  special  mention.  In 
these  chapters  the  authors  have  successfully  con- 
verted complex  subjects  into  concise,  easy  to  under- 
stand descriptions  and  illustrations.  Material  con- 
tained in  these  sections  is  up  to  date  and  can  readily 
be  applied  to  bedside  evaluation  of  patients. 

The  chapter  on  the  cardiac  pump  is  too  brief  in 
view  of  the  overall  importance  of  this  subject.  The 
discussions  and  diagrams  on  the  arterial  system  are 
complex  and  a solid  background  in  physics  is  neces- 
sary for  complete  comprehension.  However,  the 
microcirculation  is  extremely  well  written  and  il- 
lustrated. 

Minor  changes  in  their  section  on  coronary  circula- 
tion with  more  emphasis  on  determinants  of  coronary 
flow  could  make  this  section  more  applicable  to 
clinical  medicine.  Likewise,  discussion  of  the  pul- 
monary circulation  could  be  a useful  addition  to 
the  chapter  on  special  circulations. 

Tn  summary,  this  book  represents  a concise  and 
reasonably  thorough  review  of  the  general  principles 
of  normal  cardiovascular  physiology.  In  their  final 
chapter  the  basic  control  mechanisms  involved  in 
cardiovascular  hemodynamics  are  well  exemplified 
with  changes  that  occur  with  exercise  and  with 
hemorrhage.  An  appreciation  of  its  contents  does 
require  background  knowledge  in  human  anatomy 
and  physiology. 

Robert  R.  Goodin,  M.D..  Louisville 

RENAL  DISEASE  IN  CHILDHOOD  by  John  A.  James,  M.D.: 
Published  by  The  C.  V.  Mosbv  Company,  St.  Louis,  1972; 
377  pages;  illustrated;  Price  $23.50. 

This  book  contains  a most  practical  approach  to 
the  understanding  of  pediatric  nephro-urology.  A 
tremendous  wealth  of  material  is  presented  in  a 
concise  and  comprehensive  manner.  The  strongest 
point  of  the  book  is  that  the  urinary  tract  is  taken 
as  a whole  unit  rather  than  having  the  importance 
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of  renal  parenchymal  diseases  considered  in  isolation. 

Normal  anatomy  and  physiology  is  presented  in 
one  chapter  in  a practical  manner.  The  chapter  on 
urinary  tract  infections,  the  most  commonly  en- 
countered problem,  is  well  written.  Renal  parenchy- 
mal diseases  and  renal  failure,  together  with  current 
means  of  therapy,  are  described  in  detail. 

The  references,  for  those  who  like  to  pursue  the 
problems  further,  are  extensive  and  up-to-date. 

This  book  will  prove  to  be  useful  reading  for  all 
clinicians  who  take  care  of  urinary  problems  in 
children.  It  will  be  a worthwhile  addition  to  any 
physician’s  library. 

Mohammad  Amin,  M.D.,  Louisville 

CURRENT  CONCEPTS  IN  RADIOLOGY,  edited  by  E.  James 
Potchen,  M.D.;  Published  by  The  C.  V.  Mosby  Company, 
St.  Louis,  1972;  346  pages,  illustrated;  Price  $24.75. 

This  book  is  dedicated  to  radiologists-in-training. 
It  should  be  of  particular  interest  to  this  group.  How- 
ever, the  rapidly  advancing  field  of  radiology  makes 
the  group  of  radiologists-in-training  all  inclusive. 

The  collection  of  papers  is  exactly  what  the  title 
implies.  There  are  articles  on  most  of  the  current 
subjects  of  interests  that  are  undergoing  change.  This 
includes  diagnostic  x-ray  and  organ  imaging  with 
radioisotopes.  The  greatest  emphasis  is  upon  the 
chest.  There  are  large  sections  on  the  lung  and  the 
heart. 

One  especially  well  written  section  is  the  title 
“Pulmonary  patterns — the  concept  of  alveolar  and 
interstitial  disease”.  This  is  a presentation  of  basic 
material  on  a new  concept  of  pulmonary  interpreta- 
tion. This  should  revise  the  old  system  of  memorizine 
certain  patterns  as  characteristic  for  specific  disease. 
Tt  proposes  the  analysis  of  shadows  and  the  classifi- 
cation as  alveolar  or  interstitial  in  proving  anatomic- 
pathologic  correlation. 

Another  excellent  chapter  is  that  on  “Radioloeic 
aspects  of  pulmonary  mechanics”.  This  deals  with 
principles  of  interpretation  built  around  the  me- 
chanics of  fluctuating  chest  expansion,  the  varying 
blood  flow,  and  the  varying  intrathoracic  pressure. 

There  is  an  excellent  section  on  "Factors  limiting 
roentgen  interpretation — physical  and  nhvsioloeic”. 
This  includes  interesting  studies  of  the  limitations  in 
visual  interpretations.  This  knowledge  should  be. 
but  probablv  is  not,  common  to  those  of  us  who 
spend  so  much  of  our  time  in  visual  interpretation. 

This  book  certainly  is  of  interest  to  radiologists 
in  whatever  state  of  training  and  experience.  Tt 
should  also  appeal  to  others  interested  in  roentgen 
interpretation  of  the  chest. 

Orson  P.  Smith.  Jr.,  M.D.,  Louisville 
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General 

LEASING 

CORPORATION 

IS  PROUD  OF  THE  HONOR 
OF  BEING  CHOSEN 


M.  D.  Recruitment 

Physicians  wanted  in  early  1974  fc 
family  health  center  which  is  developing 
a prepaid  group  practice  pattern  (H.M.f 
Board  certified  or  qualified  family  pi 
cians,  internists,  pediatricians,  and  obst 
cians.  Must  be  Kentucky  licensed.  Mus 
qualified  for  hospital  staff  appointn 
Salary  plus  attractive  fringe  benefits 
pending  upon  qualifications  and  experie 

Direct  inquiries  to: 

ParkHill  Family  Health  C<, 
Fincastle  Building — Suite  4i 
Louisville,  Kentucky  40202 


BY  THE 


Make  Your  Reservations 


Kentucky  Medical 
Association 

TO  ADMINISTER 
THE  DOCTOR’S  OWN  PLAN 
FOR  THE  LEASING  OF 
CARS;  MEDICAL,  SURGICAL 
& LABORATORY  EQUIPMENT; 
AND  OFFICE  FURNISHINGS 


12  years  experience  in  this  field 
has  qualified  us  to  serve  you  well, 
and  we  appreciate  this  opportunity 
to  extend  our  facilities. 


EARLY 


KMA  Annual  Meeting 
September  1 8-20 


Ramada  Inn/Bluegrass  Convention  Cei 


Louisville 


General  Leasing 

ASSOCIATED  WITH  KOSTER-SWOPE,  INC. 

120  Bauer  Ave.,  Louisville-St.  Matthews 

(502)  896-0383 

L J 


Office  Available 

Office  of  established  physician  in  Li 
ton,  Kentucky,  will  be  available  Aug 
Situated  in  Good  Samaritan  Hospital  i 
borhood.  Will  rent  furnished  or  unfurn 
Office  is  air-conditioned.  For  furthi 
formation,  call  (606)  233-1942,  < 
Wednesdays  or  Saturdays. 


J 
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Just  what  do  you  get  for 
your  AMA  dues? 


You  get  a package  of  personal  and  professional 
services  and  benefits  you’ve  probably  never 
been  fully  aware  of. 

You  get  insurance  programs  at  a cost  consider- 
ably lower  than  those  purchased  on  an  individ- 
ual basis.  A $250,000  Excess  Major  Medical 
Policy.  Group  Life.  Disability  Income  Insurance. 
Professional  Liability  Insurance  (in  co-sponsor- 
ship with  your  state  society.)  Then  there’s  the 
AMA  Members  Retirement  Fund. 

You  get  a comprehensive  medical  library  to 
help  you  do  your  research.  An  editing  service 
for  your  articles.  Information  and  reports  on 


medical  and  health  subjects  from  any  AMA 
department. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments.  JAMA. 
American  Medical  News.  And  Prism,  the  new 
socioeconomic  journal. 

You  get  the  Physician’s  Placement  Service  to 
help  you  find  a place  to  practice  or  locate  an 
associate.  And  if  you're  a resident  winding  up 
your  training,  there’s  a special  workshop  to  help 
prepare  you  for  setting  up  your  practice. 

All  these  are  just  a few  of  a broad  spectrum  of 
benefits  and  services  you  get  for  your  dues.  But 
even  more  important,  you  get  a strong  and  effec- 
tive national  spokesman  to  represent  you,  your 
interests  and  your  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St. /Chicago,  III.  60610 


ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


demonstrated  efficacy  which  is  superior  to  either  sulfa- 
methoxazole or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro * studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


/ 


/ 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 
lated from  in  vitro  studies. 


uterrupts  life  cycle  of  susceptible  bacteria 

Jique  mode  of  action  interrupts  the  life  cycle  at  two  important  points , thereby  impeding 
h production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
^irruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
hst rates.  By  competitive  replacement  of  these  substrates , they  inhibit  further  synthesis. 

“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47 1 1 patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  sulfa- 
methoxazole. The  figures  are  particularly  remark- 
able in  cases  with  urinary  obstruction-cases 
regarded  as  being  notoriously  difficult  to  treat. 

To  date,  low  incidence  of 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clinic 
results,  it  is  important  to  note  that  the  incidence  ( 
clinically  significant  adverse  effects  was  low,  mair 
nausea  and/or  vomiting,  rash,  leukopenia,  SGOT 
increase  and  creatinine  increase. 

Bactrim  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  to  those  with  severe  allergy 
bronchial  asthma.  Adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts,  urinalyses  v\ 
careful  microscopic  examination,  and  renal  func 
tion  tests  should  be  performed  during  therapy. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatme 
of  chronic  and  recurrent  urinary  tract  infections. 

Usual  adult  dosage:  two  tablets  every  twelve  hoi 
for  10  to  14  days;  no  loading  dose  required. 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  0711 
1 4 patients  not  available  for  evaluation  at  day  10. 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


(Tiplete  Product  Information: 

[ scription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
.1:,  available  in  scored  light-green  tablets,  each  containing  80  mg 
Inethoprim  and  400  mg  sulfamethoxazole. 

Imethoprim  is  2, 4-diamino-5-(3, 4, 5-trimethoxybenzyl)  pyrimidine. 
Is  a white  to  light -yellow,  odorless,  bitter  compound  with  a molec- 
Ir  weight  of  290.3. 

Ifamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
(almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lular  weight  of  253.28. 

ions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
dihydrofolic  acid  by  competing  with  para- aminobenzoic  acid, 
nethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
Irofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
:yme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
utive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
ential  to  many  bacteria. 

/itro  studies  have  shown  that  bacterial  resistance  develops  more 
wly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
ne. 

:i/itro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
;I:terial  activity  of  Bactrim  includes  the  common  urinary  tract 
Jhogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  foi- 
ling organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
ta-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
■cies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/ ml) 

icteria 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

alone 

alone 

TMP 

SMX 

cherichia 

|/; 

0.05-1.5 

1.0  -245 

0.05-0.5 

— 
0.95-  9.5 

oteus  spp. 
dole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

oteus 

irabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

ebsiella- 

terobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

van  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
ninistration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
i are  similar  to  those  achieved  when  each  component  is  given 
ie.  Peak  blood  levels  for  the  individual  components  occur  one 
our  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
zole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
ly  the  same  regardless  of  whether  these  compounds  are  admin- 
red  as  individual  components  or  as  Bactrim.  Detectable 
)unts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
>d  24  hours  after  drug  administration.  Free  sulfamethoxazole 
trimethoprim  blood  levels  are  proportionately  dose-dependent, 
'repeated  administration,  the  steady-state  ratio  of  trimethoprim 
jlfamethoxazole  levels  in  the  blood  is  about  1:20. 

'amethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
metabolized  forms.  The  free  forms  are  considered  to  be  the 
apeutically  active  forms.  Approximately  44  percent  of  trimeth- 
m and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
)d.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
reases  the  protein  binding  of  trimethoprim  to  an  insignificant 
ree;  trimethoprim  does  not  influence  the  protein  binding  of 
amethoxazole. 

Iretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
filtration  and  tubular  secretion.  Urine  concentrations  of  both 
amethoxazole  and  trimethoprim  are  considerably  higher  than 
the  concentrations  in  the  blood.  When  administered  together 
tn  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
"urinary  excretion  pattern  of  the  other. 

cations:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
■oli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
ntly,  indole-positive  proteus  species). 

ortant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
■ > is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
y in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 

1 traindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
gnancy  and  during  the  nursing  period  (see  Reproduction 
Hies). 

‘nings:  Deaths  associated  with  the  administration  of  sulfonamides 
been  reported  from  hypersensitivity  reactions,  agranulocyto- 
aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
iethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
:iterfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
•ents  concurrently  receiving  certain  diuretics,  primarily  thia- 
i s,  an  increased  incidence  of  thrombopenia  with  purpura  has 
1 n reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 
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Division  of  Hoffmann-La  Roche  Inc. 
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What’s  on  your 
patient’s  face...  * 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  PT.*  seen  on 
6/ 12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


The  lesions  on  his  face 
sre  solar/actinic— 

‘o-called  "senile”  keratoses... 
md  they  may  be  premalignant. 


blar,  actinic  or  senile  keratoses 

1 ese  lesions  may  be  called  by  several  names,  but  they 
a rally  can  be  identified  by  the  following  characteris- 
tic. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
Ipwnish  or  reddish  color,  papular,  dry,  rough,  adherent 
tip  sharply  defined.  They  commonly  occur  as  multiple 
Mons,  chiefly  on  the  exposed  portions  of  the  skin. 


Sequence  of  therapy— 
selectivity  of  response 

er  several  days  of  therapy  with  Ef  udex®  (fluorouracil), 

thema  may  begin  to  appear  in  the  area  of  the  lesions; 
Is  reaction  usually  reaches  its  height  of  unsightliness 
1 1 discomfort  within  two  weeks,  declining  after  clis- 
litinuation  of  therapy.  This  reaction  occurs  in  affected 
I as.  Since  the  response  is  so  predictable,  lesions  that 
I not  respond  should  be  biopsied. 


icceptable  results 

atment  with  Efudex  provides  highly  favorable  cos- 
Itic  results.  Incidence  of  scarring  is  low.  This  is  par- 
lilarly  important  with  multiple  facial  lesions.  Efudex 
I uld  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  pro- 
longed exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesions 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

IIow  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,hydroxypropyl  cellulose,  parabens  (methyl 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


This  patient’s  lesions 


were  resolved  with 


Efudex 


fluor ou  r ac  i 1 / Ro  che 


5%cream/solution...a  Roche  exclusive 


C3C^  EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


louisville  Southern  Optical  Bldg.—  640  S. 4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

new  Albany  Professional  Arts  Bldg.,  1919  State  Street 
BOWLING  GREEN  524  East  Main  Street 

owensboro  Doctors  Bldg.,  1001  Center  Street 


552 


€ INDICATIONS;  Therapeutically’,  used  as  an  adjunct  to  appropriate  systemic 

I therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 

organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 

CONTRAINDICATIONS;  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


AK(  )SP()HI\  Ointment 


B- 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vi  oz.  and  y32  oz.  (approx.)  foil  packets. 

/Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications—  Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  Administer  with  caution  to 
patients  with  suicidal  tendencies  and  do  not  pre- 
scribe large  quantities  of  the  drug.  Adjustment  of 
the  dosage  of  oral  anticoagulants  might  be  neces- 
sary when  beginning  ethchlorvynol  therapy,  during 
therapy,  or  after  stopping  therapy.  This  drug  is 
not  recommended  for  use  in  children.  PLACIDYL 
HAS  THE  POTENTIAL  FOR  THE  DEVELOPMENT 
OF  PSYCHOLOGICAL  AND  PHYSICAL  DEPEND- 
ENCE. INSTANCES  OF  SEVERE  WITHDRAWAL 
SYMPTOMS,  INCLUDING  CONVULSIONS  AND 
DELIRIUM  CLINICALLY  SIMILAR  TO  THOSE  SEEN 
WITH  BARBITURATES,  HAVE  BEEN  REPORTED 
IN  PATIENTS  TAKING  REGULAR  DOSES  AS  LOW 
AS  1000  MG.  PER  DAY  OVER  A PERIOD  OF 
TIME  WHEN  THE  DRUG  WAS  SUDDENLY  DIS- 
CONTINUED. PROLONGED  ADMINISTRATION  OF 
THE  DRUG  IS  NOT  RECOMMENDED.  Addiction- 
prone  patients  or  those  who  are  likely  to  increase 
dosages  of  the  drug  on  their  own  initiative  should 
be  observed  for  evidence  of  signs  or  symptoms 
which  may  indicate  possible  early  withdrawal  or 
abstinence  symptoms.  Signs  and  symptoms  asso- 
ciated with  withdrawal  and  abstinence  include  un- 
usual anxiety,  tremor,  ataxia,  slurring  of  speech, 
memory  loss,  perceptual  distortions,  irritability, 
agitation  and  delirium.  Other  less  well  defined 
signs  and  symptoms,  not  necessarily  due  to  with- 
drawal and  abstinence,  may  include  anorexia,  nau- 
sea or  vomiting,  weakness,  dizziness,  sweating, 
muscle  twitching  and  weight  loss.  Abrupt  discon- 
tinuance of  Placidyl  following  prolonged  overdos- 
age may  result  in  convulsions  and  delirium. 
Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover”  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  302430R 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  associated  with  emotional 
disturbance.  Emotional  problems  might  be  the  cause 
...  or  the  effect.  In  time  that  can  be  determined.  But 
tonight,  one  fact  is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  1 7 years. 

If  time  is  the  criterion  to  inspire  your  confidence... 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  17  years. 


Placidyl 


® 


(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg. 


8 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  isone  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinat  ions.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO  YT  H R ESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium  25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  its  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized  for  its  excellent 
benefits-to- risks  ratio,  an 
asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium®  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 
Division  of  Hoftmann-La  Roche  Inc 
■ - 1 07110 


Before  prescribing,  please  consult  com 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy 
lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psycbotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitor* 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulatioi 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective- 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  establishec 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  ani 


confusion  may  occur,  especially  in  the  elderly  anc 
debilitated.  These  are  reversible  in  most  instance; 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en 
countered  are  isolated  instances  of  skin  eruptions 
edema,  minor  menstrual  irregularities,  nausea  an 
constipation,  extrapyramidal  symptoms,  increase 
and  decreased  libido-all  infrequent  and  generall 
controlled  with  dosage  reduction;  changes  in  EE( 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  ( in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mal 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some 


people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


[Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
^lan,  check  on  whether  or  not  the 
>atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
>een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
•r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 

; should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
t hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed,  Valium  is  well 
alerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
>atients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


Before  preset ibing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d,  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  fng  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wiuffl 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


The  Rx  that  says 

“Relax” 


8UTIS0L  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  nort- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a “roller-coaster"  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 
a 30-year  safety  record  assures  you  that  there  is  little  likelihood 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 

sedative  tranquilizers* 


These  are  four* good  reasons  for  prescribing  BUTISOL 
Sodium  for  the  many  patients  who  need  to  have  the  pace  set 
just  a little  slower.  Its  gentle  daytime  sedative  action  is  often 
all  that’s  needed  to  help  the  usually  well-adjusted  patient 
cope  with  temporary  stress. 

"Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to 
dependence  on  sedative-hypnotics.  Warning:  May  be  habit  forming. 

Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease; 
withdrawal  in  drug  dependence  or  the  taking  of  excessive  doses  over  a long 
period,  to  avoid  withdrawal  symptoms;  elderly  or  debilitated  patients,  to  avoid 
possible  marked  excitement  or  depression ; use  with  alcohol  or  other  CNS 
depressants,  because  of  combined  effects.  Adverse  Reactions:  Drowsiness  at  I 
daytime  sedative  dose  levels,  skin  rashes,  hangover  and  gastrointestinal 
disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation, 

15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 

50  mg.,  100  mg. 


McNEIL  McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034  I 
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W.  HALL,  (Alt.)  Mayfair  Square,  Owensboro  (502)  684-6255  ....  Oct.  1972-Dec.  1973 

STEVENS,  333  Waller  Ave.,  Lexington  (606)  254-8008  Jan.  1972-Dec.  1973 

L HEAVERN,  (Alt.)  2435  Alexandria,  Highland  Hgts.  (606)  441-7600 

Oct.  1972-Dec.  1973 


Trustees 


1st W.  EUGENE  SLOAN,  2320  Broadway,  Paducah  42001  (502)  443-4581  1974 

2nd  ....CHARLES  C.  KISSINGER,  Atkinson  Park,  Henderson  42420  (502)  826-6271  1973 

3rd  RALPH  L.  CASH,  210  West  Main  St.,  Princeton  42445  (502)  365-2037  1974 

4th  ....W.  BRUCE  HAMILTON,  4th  & Buckman,  Shepherdsville  40165  (502)  543-6362  ...1974 
5th  ....EDWARD  N.  MAXWELL,  St.  Joseph  Infirmary,  Louisville  402 1 7 (502)  636-7461  ...1975 

6th  PAUL  J.  PARKS,  1 109  State  St.,  Bowling  Green  42101  (502)  781-5111  1975 

7th  THOMAS  P.  LEONARD,  SR.,  220  Steele  St.,  Frankfort  40601  (502)  227-4718  1973 

8th  CARL  J.  BRUEGGEMANN,  413  W.  19th  St.,  Covington  41014  (606)  291-4768  1975 

9th  J.  CAMPBELL  CANTRILL,  St.  Luke  PI.,  Georgetown  40324  (502)  863-1231  1973 

10th  ....DAVID  A.  HULL,  2368  Nicholasville  Rd.,  Lexington  40503  (606)  277-571 1 1973 

1 1th  ...  .EARL  B.  RYNERSON,  406  W.  Lexington  Ave.,  Winchester  40391  (606)  744-3682  . . . 1975 

12th  ....  ROBERT  N.  McLEOD,  JR.,  500  Bourne  Ave.,  Somerset  42501  (606)  678-8155  1974 

13th  ....  J.  WESLEY  JOHNSON,  2301  Lexington  Ave.,  Ashland  41 1 01  (606)  325-1151  ....1973 
14th  ....BALLARD  W.  CASSADY,  Pikeville  Med.  Bldg.,  Pikeville  41 501  (606)  437-6698  ...1974 


15th  ....HAROLD  L.  BUSHEY,  406  Knox  St.,  Box  770,  Barbourville  40906  (606)  546-3024  .1975 


BUYERS  GUIDE 

SEPTEMBER  BUYERS  GUIDE  FOR  JOURNAL  OF  KMA  1973 


Abbott  Laboratories  . 

American  Medical  Association  

Blue  Cross  and  Blue  Shield  of  Kentucky 


Burroughs  Wellcome  & Company  625 

Flint  Laboratories 620-621 

Geigy  Pharmaceuticals  567 

General  Leasing  Corporation  612 

Lilly,  Eli  & Company  582 

McNeil  Laboratories  560 

Medical  Protective  Company  628 

Merck  Sharp  & Dohme 576-578,  580-581 


Pharmaceutical  Manufacturers  Association  618-619 

Poythress,  William  P.,  Company  623-624 

Robins,  A.  H.,  Company 615-616 

Roche  Laboratories  558-559,  568-569,  572-575,  604-605, 

626-627,  630 

Roerig,  J.  B.  & Company  612-613 

Schering  Corporation 570-571 

Searle  Laboratories  608-609 

Southern  Optical  Company  628 

Stuart  Pharmaceuticals,  Division  of  ICI  America  Inc 607 

Upjohn  Company 622 

Veterans  Administration  606 
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MESSAGE 
FROM  THE 
PRESIDENT 


AS  I write  this  final  President’s  Page  of  my  year  as  President  of  the  Kentucky 
Medical  Association,  I obviously  have  some  very  mixed  feelings  about  the  ac- 
complishments of  1972-73  and  about  the  challenges  that  face  us  in  the  future. 
This  has  been  a year  of  great  change,  PSRO  legislation,  an  increased  demand 
for  postgraduate  medical  education,  unbelievable  activity  by  government  at  all 
levels  in  the  field  of  medicine  and  continuation,  hopefully,  of  the  programs  that 
we  as  physicians  feel  will  mean  much  in  the  years  ahead.  I sincerely  wish  that  1 
could  say  to  you  that  many  problems  have  been  solved,  that  a panacea  has  been 
found  to  cure  the  “ills”  that  many  people  feel  affect  our  profession.  These  things 
I cannot  tell  you,  but  I can  sincerely  say  that  every  physician  who  has  given  of 
his  time,  talents  and  efforts  to  our  Association  in  these  past  twelve  months  has 
performed  a service  above  and  beyond  the  call  of  duty.  He  has  taken  time  to 
represent  you  and,  hopefully,  by  so  doing,  has  improved  our  ability  to  serve  the 
profession,  the  patient,  and  the  public.  This  is,  after  all,  what  our  Association 
really  must  do. 

I will  be  eternally  grateful  to  all  of  you  who  have  given  so  much  to  this  Asso- 
ciation. I would  give  special  appreciation  to  the  Chairman  of  the  Board  of  Trus- 
tees, Doctor  Robert  McLeod;  the  President  of  the  KFMC,  Doctor  David  Hull,  and 
to  the  other  officers  with  whom  it  has  been  my  privilege  to  serve  in  the  past  year. 

I would  also  like  to  take  this  opportunity  to  express,  publicly,  my  appreciation 
of  the  efforts  and  accomplishments  of  your  and  my  excellent  staff,  Bob  Cox,  Bill 
Applegate,  Gil  Armstrong,  Jerry  Mahoney,  Bob  Klinglesmith,  Bill  Schmidt  and 
our  fine  staff  of  girls. 

To  those  of  you  who  have  not  been  active,  I would  only  say  your  help,  your 
time  and  your  effort  are  sorely  needed  if  we  are  to  meet  the  challenges  that  face 
us  in  the  future.  I urge  you  to  become  a part  of  this  active  and  viable  organization. 
It  has  been  a privilege  and  honor  for  me  to  serve  our  Association. 


William  P.  McElwain,  M.D.,  M.P.H. 


Commissioner  of  Health 
Commonwealth  of  Kentucky 


ALTHOUGH  rubella  has  been  recognized 
as  a clinical  entity  for  many  years,  the 
public  health  significance  was  not  appre- 
ciated until  after  the  recognition  of  congenital 
rubella  by  Sir  Norman  Gregg  in  1941.  After 
establishing  the  clinical  and  public  health  im- 
portance as  well  as  the  social  and  economic 
impact  of  rubella,  forces  were  mobilized  to  con- 
trol the  disease.  The  isolation  of  the  rubella 
virus  in  1962  and  the  attenuation  of  the  virus 
in  1966  made  possible  the  development  of  a 
live  rubella  virus  vaccine  which  was  licensed  in 
1969.  Kentucky’s  Rubella  Program  was  start- 
ed in  1969. 

Since  reliable  serologic  tests  to  assist  in  the 
diagnosis  of  rubella  are  available  and  effective 
vaccines  are  available  for  immunizing  the  sus- 
ceptible population,  it  would  appear  that  the 
tragic  appearance  of  congenital  rubella  syn- 
drome should  never  occur. 

The  rubella  hemagglutination  inhibition  test 
(HI),  the  most  widely  used  technique  for  quan- 
titating rubella  antibodies,  is  a valuable  diag- 
nostic tool  which  is  available  from  the  Virolo- 
gy Laboratory  of  the  Kentucky  State  Depart- 
ment of  Health’s  Division  of  Laboratory  Serv- 
ices, and  several  private  laboratories  through- 
out Kentucky.  Since  the  Division  of  Laboratory 
Services  receives  frequent  inquiries  regarding 
the  interpretation  of  the  rubella  hemagglutina- 
tion inhibition  test,  it  was  deemed  advisable  to 
present  a summary  of  the  more  commonly  en- 
countered clinical  problems  relating  to  rubella 
in  which  serologic  testing  can  be  helpful  in  diag- 
nosis. The  HI  test  can  be  of  practical  assistance 


fThis  article  was  prepared  by:  B.  F.  Brown,  M.D., 
M.P.H. , Director,  Division  of  Laboratory  Services, 
Kentucky  State  Department  of  Health,  275  East 
Main  Street,  Frankfort,  Kentucky  40601 . 


in  (1)  confirmation  of  acute  rubella  infect- 
tion,  (2)  determination  of  immune  status  of 
pregnant  women  exposed  to  rubella,  (3)  con- 
firmation of  suspected  congenital  rubella  in- 
fection and  (4)  defining  need  for  rubella  vac- 
cination.1 

Confirmation  of  Acute  Rubella  Infection: 
Paired  sera  should  be  obtained.  The  first  speci- 
men should  be  collected  within  three  days  after 
onset  of  illness  and  a convalescent  specimen 
should  be  submitted  one  to  two  weeks  later.  A 
fourfold  or  greater  rise  in  antibody  titer  is 
diagnostic  of  recent  rubella  infection.  Stable  or 
falling  titers  indicate  past  rubella  infection  at 
some  undetermined  time. 

Determination  of  Immune  Status  of  Pregnant 
Women  Exposed  to  Rubella:  A serum  speci- 
men should  be  collected  within  seven  days  after 
exposure.  If  this  specimen  contains  no  de- 
tectable rubella  antibody,  a second  specimen 
should  be  collected  three  to  four  weeks  after 
exposure.  The  presence  of  any  level  of  rubella 
antibody  within  the  seven-day  period  after  ex- 
posure indicates  prior  infection  with  rubella 
virus  and  immunity  to  primary  infection.  The 
absence  of  detectable  rubella  antibody  at  the 
time  of  exposure  indicates  susceptibility  to  ru- 
bella. The  testing  of  a second  serum  three  to 
four  weeks  after  exposure  will  confirm  whether 
or  not  rubella  infection,  apparent  or  inapparent, 
has  resulted  from  the  exposure. 

Confirmation  of  Suspected  Congenital  Ru- 
bella Infection:  Serum  specimens  should  be  ob- 
tained from  both  the  infant  and  the  mother.  If 
the  infant  is  less  than  six  months  old,  an  addi- 
tional serum  should  be  obtained  at  six  to 
twelve  months  of  age.  Maternally  transferred 
rubella  antibody  disappears  from  the  infant’s 
circulation  by  six  months  of  age.  Congenital 
rubella  infection  can  therefore  be  confirmed 
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serologically  by  demonstrating  the  persistence 
of  antibody  above  and  beyond  that  which  is 
passively  transferred  from  the  mother.  In  gen- 
eral, the  presence  of  rubella  antibody  in  speci- 
mens submitted  when  the  suspect  case  is  six  to 
twelve  months  old  confirms  the  diagnosis.  The 
degree  of  confidence  in  the  serologic  diag- 
nosis of  congenital  rubella  infection  decreases 
with  age  above  one  year,  since  the  chance  of 
antibody  having  resulted  from  natural  post- 
natal rubella  must  be  weighed  against  the  like- 
lihood of  congenital  origin. 

Defining  Need  for  Rubella  Vaccination:  A 
single  serum  specimen  is  required.  The  pres- 
ence of  any  level  of  antibody  (1:8  or  greater) 
indicates  past  rubella  infection  at  some  unde- 
termined time,  thus  immunity  to  primary  in- 
fection. Absence  of  rubella  HI  antibody  indi- 
cates susceptibility  to  rubella. 

Specimen  mailing  containers  are  available 


from  all  county  health  departments  for  submit- 
ting serum  specimens  to  the  Division  of  Labo- 
ratory Services  for  the  HI  test.  Approximately 
3-5  ml  of  serum  or  8-10  ml  of  whole  blood 
aseptically  collected  should  be  submitted.  No 
preservative  should  be  added  and  the  specimen 
should  not  be  frozen.  If  at  all  possible,  serum 
rather  than  whole  blood  should  be  submitted, 
thus  eliminating  the  problem  of  hemolysis 
which  will  render  the  specimen  unsatisfactory 
for  examination.  All  information  requested  on 
the  rubella  submission  report  form  should  be 
provided. 


Reference 

1.  Center  for  Disease  Control,  Rubella  Surveillance,  U S. 
Department  of  Health,  Education  and  Welfare,  Public  Health 
Service,  October  1971,  No.  3. 


1973  KMA  Annual  Meeting 
September  18-20 


Don’t  Miss 

. . . . The  Excellent  Scientific  Program 
. . . . The  President’s  Luncheon 
. . . . The  Meetings  of  the  House  of  Delegates 
. . . . The  Outstanding  Scientific  and  Technical  Exhibits 
. . . . The  KEMPAC  Seminar 


Bluegrass  Convention  Center 
Louisville,  Kentucky 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THIS  21-year-old  married  white,  gravida 
1,  para  0,  was  admitted  to  the  hospital  in 
active  labor  on  12-28-70  after  an  un- 
complicated prenatal  course.  Her  labor  was 
uncomplicated,  lasting  eight  hours.  She  re- 
ceived a saddle  block  anesthesia  by  her  ob- 
stetrician at  5:58  p.m.  Her  blood  pressure  was 
monitored  closely,  and  at  6:05  p.m.  her  lips 
and  nails  were  noted  to  be  cyanotic  and  nasal 
oxygen  was  started  at  10  L/min. 

The  following  blood  pressures  were  record- 
ed: 


5:58 

130/76 

6:00 

110/70 

6:02 

110/66 

6:05 

110/70 

6:10 

100/60 

6:13 

110/80 

6:23 

118/80 

6:31 

122 

6:40 

120/78 

6:50 

120/82 

7:00 

118/80 

She  delivered  by  outlet  forceps  and  left 
mediolateral  episiotomy  at  7:19  p.m.  an  8 lb. 
7 1/2  oz.  girl,  given  an  Apgar  of  9.  The  pla- 
centa was  expressed  spontaneously  and  the 
blood  loss  was  estimated  at  150  cc.  One  am- 
pule of  oxytocin  was  added  to  the  IV  at  7:20 
p.m. 

Approximately  three  hours  and  45  minutes 
after  delivery  she  began  having  mid-thoracic 
pain.  She  said  she  had  had  a similar  pain  on 
numerous  occasions  from  a slipped  vertebra, 
and  had  been  treated  by  a chiropractor.  Exam- 
ination at  this  time  revealed  no  abnormalities. 
She  was  totally  relieved  with  50  mg  of  Thora- 
zine. Her  physician  was  with  her  approximate- 
ly two  hours  and  she  was  asleep  when  he  left 
the  hospital. 

At  7:15  a.m.,  12-29-70,  her  physician  was 
called  and  informed  that  she  appeared  dys- 
pneic  and  was  in  acute  distress.  Examination 


revealed  an  apical  pulse  between  160-200 
which  was  irregular.  She  complained  of  mid- 
thoracic  pain  posteriorly.  A consultant  was 
called  and  supportive  therapy  began.  The  diag- 
nosis of  possible  pulmonary  embolus  was  en- 
tertained. 

An  EKG  revealed  sinus  tachycardia  with 
non-specific  ST-T  segment  changes,  interpret- 
ed as  associated  with  myocardial  ischemia.  A 
portable  chest  x-ray  on  12-29-70  revealed  no 
evidence  of  active  chest  disease.  A lung  scan 
showed  a pulmonary  infarct  of  the  lower  lat- 
eral area  of  the  left  lung.  A repeat  chest  x-ray 
later  revealed  bilateral  infiltrate  with  left 
pleural  effusion. 

On  12-30-70  the  x-ray  revealed  there  had 
been  definite  decrease  in  the  left  pleural  ef- 
fusion as  well  as  in  the  size  of  the  heart.  The 
heart  remained  definitely  enlarged  however. 
The  right  lung  remained  clear. 

She  was  digitalized  and  seemed  to  be  re- 
sponding quite  well.  However,  she  suddenly 
expired  12-30-70. 

An  autopsy  was  obtained.  The  positive  find- 
ings were  a dissecting  aneurysm  of  the  aorta 
that  had  dissected  from  the  thoracic  portion  to 
the  level  of  the  renal  arteries.  This  ruptured 
with  extravasation  of  blood  into  the  pleural 
spaces,  as  well  as  into  the  abdominal  cavity  re- 
sulting in  exsanguination.  The  cause  of  death 
was  ruptured  dissecting  aneurysm  of  the  aorta. 

Comment 

This  case  was  classified  as  an  indirect  ob- 
stetric death.  This  is  indeed  a most  unusual  and 
tragic  situation.  Such  dissecting  aneurysms  of 
the  aorta  are  uncommon  in  people  under  the 
age  of  40.  However,  according  to  Reid1,  half 
of  the  cases  reported  in  women  under  the  age 
of  40  have  been  associated  with  pregnancy  or 
during  the  post  partum  period.  The  patient  will 
(Continued  on  page  606) 
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Bobo’s  back  at  the  big  top 


After  a rheumatoid  arthritic  flare-up. 


i tant  Note  This  drug  is  not  a simple  analgesic  Do 
(minister  casually  Carefully  evaluate  patients  be- 
tartmg  treatment  and  keep  them  under  close  su- 
t ion  Obtain  a detailed  history,  and  complete 
' :al  and  laboratory  examination  (complete  hemo- 
urinalysis,  etc  ) before  prescribing  and  at  fre- 
mtervals  thereafter  Carefully  select  patients, 
ng  those  responsive  to  routine  measures,  contra- 
ted  patients  or  those  who  cannot  be  observed  fre- 
ly  Warn  patients  not  to  exceed  recommended 
le  Short-term  relief  of  severe  symptoms  with  the 
rst  possible  dosage  is  the  goal  of  therapy  Dosage 
i be  taken  with  meals  or  a full  glass  of  milk  Sub- 
i alka  capsules  for  tablets  if  dyspeptic  symptoms 
Patients  should  discontinue  the  drug  and  report 
diately  any  sign  of  fever,  sore  throat,  oral  lesions 
Dtoms  of  blood  dyscrasia).  dyspepsia,  epigastric 
symptoms  of  anemia,  black  or  tarry  stools  or  other 
nee  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
ts, significant  weight  gain  or  edema  A one-week 
leriod  is  adequate  Discontinue  in  the  absence  of  a 
able  response  Restrict  treatment  periods  to  one 
in  patients  over  sixty 

itions  Acute  gouty  arthritis,  rheumatoid  arthritis, 
natoid  spondylitis 

amdicat/ons  Children  1 4 years  or  less,  senile  pa- 
. history  or  symptoms  of  G I inflammation  or  ul- 
ion  including  severe,  recurrent  or  persistent  dys- 
a,  history  or  presence  of  drug  allergy,  blood 
asias,  renal,  hepatic  or  cardiac  dysfunction,  hy- 
nsion.  thyroid  disease,  systemic  edema, 
atitis  and  salivary  gland  enlargement  due  to  the 
polymyalgia  rheumatica  and  temporal  arteritis, 
its  receiving  other  potent  chemotherapeutic 
:s,  or  long-term  anticoagulant  therapy 
'mgs  Age,  weight,  dosage,  duration  of  therapy,  ex- 
:eof  concomitant  diseases,  and  concurrent  potent 
©therapy  affect  incidence  of  toxic  reactions  Care- 
nstruct  and  observe  the  individual  patient,  espe- 
the  aging  (forty  years  and  over)  who  have 
ased  susceptibility  to  the  toxicity  of  the  drug  Use 
;t  effective  dosage  Weigh  initially  unpredictable 
its  against  potential  risk  of  severe,  even  fatal,  re- 
's The  disease  condition  itself  is  unaltered  by  the 
Use  with  caution  in  first  trimester  of  pregnancy 


Butazolidin  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg  magnesium  trisilicate  USP 


and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS.  adrenals,  and  G I tract  has  occurred 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions,  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  maiority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 


and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression. sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia. thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)9&-146-070-H(  10/71) 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 

Division  of  CIBA  GEIGY  Corporation 

Ardsley  New  York  10502 


If  it  doesn’t  work  in  a week,  forget  it. 


BU  9337 


More  than  sleep 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dal 
. , ; X 4.  (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  fur 

f 0 1 j \/6  S 0.T  61 V was  notecl  i n patients  ad  mi  nistered  recom  mended  or  hig  her  ( 

J for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldc 
quired  discontinuance  of  therapy.  Morning  “hang-over”  with  Dalmane  has  been  relatively  infrequent, 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage  No  sleep 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pc 
givenone30-mgcapsuleof  Dalmaneat  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  r 
dosage  during  the  night. 


5ep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

)|^Q|QTOr,|Q\/  secutive  nights  of  administration, 
J with  no  need  to  increase  dosage. 
)almane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
)diazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
te  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ble  hypnotic. 

\/hen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
nation,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
urate agent  proved  effective  and  relatively  safe  for  relief  of 
inia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s. —usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving).  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints 
There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults  30  mg  usual  dosage,  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study. ..after  study 


Excellent/good  results 

in  psoriasis  0/ 

(150  of  177  patients)1 


in  atopic  e< 


CLINICAL  CONSIDERATIONS: 
Description  VALISONE  products  oontain 
betamethasone  valerate  (9-fluoro-i  ij  ,17,21- 
trihydroxy-i6j;  -methylpregna-i,4-diene-3,2o- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethet;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  prompdy,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorpuon  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  cordcosteroids:  burning,  itching, 
irritadon,  dryness,  folliculids,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALI  SONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  ( 1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation . ( 2 ) Carter,  V.  H.,  and 
N oojm,  R.  O..  Curr.  Therap.  Res . 9:253,  1967.  (3)  Falk,  M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W.:  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J . Indiana  M.  A.  10:1184, 

1966.  (6) Zimmerman,  E.  H.:  Arch.  Dermal.  95:514,  1967. 
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ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis, 
when  due  to  susceptible  organisms  (usually  E.  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less 
frequently,  indole-positive  proteus  species).  This  efficacy 
is  related  to  the  unique  mode  of  action  against  bacteria 
(see  opposite  page),  an  action  that,  in  effect,  makes 
Bactrim  a new  type  of  antibacterial. 


Bactrim  significantly  superior 
to  constituents  in  patients  with 
obstructive  complications 


demonstrated  efficacy  which  is  superior  to  either  sulfa- 
methoxazole or  trimethoprim  alone  against  susceptible 
organisms.  In  addition,  in  vitro*  studies  have  shown  that 
bacterial  resistance  develops  more  slowly  with  Bactrim 
than  with  either  trimethoprim  or  sulfamethoxazole  alone. 


In  the  presence  of  obstructive  uropathy,  Bactrim  has 


/ 


/ 


*Please  note  that  clinical  conclusions  cannot  be  extrapo- 
lated from  in  vitro  studies. 


iterrupts  life  cycle  of  susceptible  bacteria 

ique  mode  of  action  interrupts  the  life  cycle  at  two  important  points,  thereby  impeding 
• production  of  nucleic  acids  and  proteins  essential  to  these  bacteria.  These  consecutive 
irruptions  occur  because  sulfamethoxazole  and  trimethoprim  resemble  naturally  existing 
ustrates.  By  competitive  replacement  of  these  substrates,  they  inhibit  further  synthesis. 

'“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic 

urinary  tract  infections 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47 1 1 patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim 
compared  with  81.2%  (of  144  patients)  to  trimeth- 
oprim and  64.5%  (of  155  patients)  to  sulfameth- 
oxazole. In  patients  with  obstructive  complications, 
10th  day  response  was  94.8%  (of  97  patients)  to 
Bactrim,  72.9%  (of  85  patients)  to  trimethoprim 
and  58.5%  (of  94  patients)  to  sulfamethoxazole. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintaining 
this  bacteriological  response.  In  the  above  study, 
after  ten-day  therapy  with  Bactrim,  68.4%  of  pa- 
tients with  chronic  urinary  tract  infections  main- 
tained response  for  up  to  42  consecutive  days, 
compared  with  59.7%  with  trimethoprim  and 
44.4%  with  sulfamethoxazole.  In  patients  with 
obstruction,  70.8%  of  those  on  Bactrim  maintained 
response  for  up  to  42  consecutive  days,  compared 


with  49.4%  on  trimethoprim  and  38.8%  on  sulfa 
methoxazole.  The  figures  are  particularly  remark 
able  in  cases  with  urinary  obstruction -cases 
regarded  as  being  notoriously  difficult  to  treat. 

To  date,  low  incidence  of 
significant  side  effects 

Although  Bactrim  demonstrated  impressive  clini 
results,  it  is  important  to  note  that  the  incidence 
clinically  significant  adverse  effects  was  low,  mai 
nausea  and/or  vomiting,  rash,  leukopenia,  SGOT 
increase  and  creatinine  increase. 

Bactrim  should  be  given  with  caution  to  patients 
with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  to  those  with  severe  allergv 
bronchial  asthma.  Adequate  fluid  intake  must  6 
maintained.  Complete  blood  counts,  urinalyses' 
careful  microscopic  examination,  and  renal  turn 
tion  tests  should  be  performed  during  therapy. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of 
all  antibacterial  agents,  especially  in  the  treatm< 
of  chronic  and  recurrent  urinary  tract  infections 

Usual  adult  dosage:  two  tablets  every  twelve  ho 
for  10  to  14  days;  no  loading  dose  required. 

* Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  07 T 
1 4 patients  not  available  for  evaluation  at  day  10. 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J  07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


* plete  Product  Information: 

N:ri ption:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
I available  in  scored  light-green  tablets,  each  containing  80  mg 
Sethoprim  and  400  mg  sulfamethoxazole. 

Iiethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine, 
la  white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
I weight  of  290.3. 

lamethoxazole  is  /V'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 

S.lmost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lar weight  of  253.28. 

ins:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
ihydrofolic  acid  by  competing  with  para-aminobenzoic  acid, 
ethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
ofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
me,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
tive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
ntial  to  many  bacteria. 

tro  studies  have  shown  that  bacterial  resistance  develops  more 
lly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 

• fro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
Jerial  activity  of  Bactrim  includes  the  common  urinary  tract 
iogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
«ig  organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
Mi-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
ies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— mcg/ml) 

Trimeth- 

Sulfameth- 

1 . 

oprim 

oxazole 

TMP/SMX  (1:20) 

teria 

alone 

alone 

TMP 

SMX 

herichia 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

|(eus  spp. 

•|Dle  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

1‘eus 

lab/V/s 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

1 js/'e//a- 

Wdrobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

■ an  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 

■ inistration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
lare  similar  to  those  achieved  when  each  component  is  given 
i.  Peak  blood  levels  for  the  individual  components  occur  one 
lur  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
Dle  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
' the  same  regardless  of  whether  these  compounds  are  admin- 
3d  as  individual  components  or  as  Bactrim.  Detectable 
jnts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
i 24  hours  after  drug  administration.  Free  sulfamethoxazole 
trimethoprim  blood  levels  are  proportionately  dose-dependent, 
jpeated  administration,  the  steady-state  ratio  of  trimethoprim 
Ifamethoxazole  levels  in  the  blood  is  about  1:20. 
imethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
found forms;  trimethoprim  is  present  as  free,  protein-bound 
metabolized  forms.  The  free  forms  are  considered  to  be  the 
ipeutically  active  forms.  Approximately  44  percent  of  trimeth- 
n and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
f.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
sases  the  protein  binding  of  trimethoprim  to  an  insignificant 
je;  trimethoprim  does  not  influence  the  protein  binding  of 
methoxazole. 

stion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
filtration  and  tubular  secretion.  Urine  concentrations  of  both 
methoxazole  and  trimethoprim  are  considerably  higher  than 
he  concentrations  in  the  blood.  When  administered  together 
| Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
rinary  excretion  pattern  of  the  other. 

ations:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
jyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
)//,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
' tly,  indole-positive  proteus  species). 

rtant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections, 
vindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
nancy  and  during  the  nursing  period  (see  Reproduction 
ies). 

ings:  Deaths  associated  with  the  administration  of  sulfonamides 
been  reported  from  hypersensitivity  reactions,  agranulocyto- 
iplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
Thoprim  alone  is  much  more  limited,  but  it  has  been  reported 
terfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
'nts  concurrently  receiving  certain  diuretics,  primarily  thia- 
, an  increased  incidence  of  thrombopenia  with  purpura  has 
reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C./V.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/ min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Recommendations'  on 
Combination  Live  Vims  Vaccine 


American  Academy 
of  Pediatrics 


United  States 
Public  Health  Servii 


Committee  on 
Infectious  Diseases 


Advisory  Committee  on 
Immunization  Practices 


In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

^For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


In  the  April  24,  1971  issue  of  Morbii  . 
and  Mortality  Weekly  Report,  the  Ad  , 
ory  Committee  on  Immunization  P 
tices  of  the  United  States  Public  He 
Service  presented  recommendations 
the  use  of  combination  live  virus  vacci 
The  committee  stated  that: 

• “Data  indicate  that  antibody  respc 
to  each  component  of  these  combina 
vaccines  is  comparable  with  antibody 
sponse  to  the  individual  vaccines  gi 
separately. 

• “There  is  no  evidence  that  - 
verse  reactions  to  the  combi 
products  occur  more 
quently  or  are  more  se- 
than  known  reactions  to 
individual  vaccines  (see 
tinent  ACIP  recommei 
tions). 

• “The  obvious  convenii 
of  giving  already  selei  ; 
antigens  in  combined  f 
should  encourage  consia 
tion  of  using  these  prod 
when  appropriate.” 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


'•M-R,  given  in  a single  injection,  fits  easily  into 
iiur  routine  immunization  program  for  well  babies. 

iven  at  age  12  months,  M-M-R  provides  for  vaccina- 
im  early  in  life  against  measles,  mumps,  and  rubella. 

I 


MSD  suggested  immunization  schedule  for  well  babies 


Age 


Vaccine(s) 


2 months 


DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 


3 months 


DPT1 


4 months 


DPT 

Oral  poliomyelitis  vaccine  (triple) 


6 months 


Oral  poliomyelitis  vaccine  (triple) 


12  MONTHS 


M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 


ii 

)(  s vaccination  may  be  given  at  3 months.  5 months,  or  at  0 months,  depending  on  your  preference  or  on  (he  condition 
he  child. 

vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
accine  should  not  be  given  during  the  same  office  visit. 

"TVademark  of  Merck  & Co..  Inc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (101-102.9  F)  occurs  occasionally.  High 
fever  (over  10;)  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactic 
such  as  erythema,  induration,  tenderness,  regioi 
lymphadenopathy ; parotitis;  thrombocytopenia  a 
purpura;  allergic  reactions  such  as  urticaria;  arthri 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  co 
monly,  high  fever  (above  103  F);  rarely,  febrile  c< 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  tl 
have  occurred  very  rarely  with  the  individual  vaccii 
may  also  occur  with  the  combined  vaccine. 
Transient  arthritis,  arthralgia,  and  polyneuritis 
features  of  natural  rubella  and  vary  in  frequency  £ 
severity  with  age  and  sex,  being  greatest  in  adult 
males  and  least  in  prepubertal  children.  Such  re 
tions  have  been  reported  with  live  attenuated  rub( 
virus  vaccines.  Symptoms  relating  to  joints  (p; 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (p; 
numbness,  tingling,  etc.)  occurring  within  apprc 
mately  two  months  after  immunization  should  be  c 
sidered  as  possibly  vaccine  related.  Symptoms  h, 
generally  been  mild  and  of  no  more  than  three  dc 
duration.  The  incidence  in  prepubertal  children  wo 
appear  to  be  less  than  1%  for  reactions  that  wo 
interfere  with  normal  activity  or  necessitate  med; 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  \ 
cine,  containing  when  reconstituted  not  less  t! 
1,000  TCIDm  (tissue  culture  infectious  doses) 
measles  virus  vaccine,  live,  attenuated,  5,000  TCIDj 
mumps  virus  vaccine,  live,  and  1,000  TCID5»  of  rub 
virus  vaccine,  live,  expressed  in  terms  of  the  assig 
titer  of  the  NIH  Reference  Measles,  Mumps,  and 
bella  Viruses,  and  approximately  25  meg  neomy 
with  a disposable  syringe  containing  diluent  and  fit 
with  a 25-gauge,  5/a"  needle.  Also  in  boxes  of  10  sin 
dose  vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MS D representative  or  see 
full  prescribing  information.  Merck 
Sharp  & Dohme,  Division  of  Merck 
&■  Co.,  Inc.,  West  Point,  Pa.  19486 
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Blue  Cross  and  Blue  Shield  Utilization  Review 

Q.  Does  Blue  Cross  and  Blue  Shield  of  Kentucky  perform  Utilization  Review  in  the  daily  processing  of  claims? 

A . Yes.  The  Blue  Cross  and  Blue  Shield  Utilization  Review  Program  has  developed  parameters,  based  upon 
claims  history,  involving  lengths  of  stay  and  ancillary  services  against  which  claims  received  are  routinely 
measured. 

Q.  What  happens  when  cases  fall  outside  of  the  established  parameters? 

A.  These  cases  are  screened  first  by  the  Blue  Cross  Audit  Department,  and  then  by  one  of  our  physician  staff 
members  in  an  effort  to  determine  why.  After  receiving  the  appropriate  medical  information  and  com- 
pleting review  of  the  claim,  the  case  could  be  routinely  paid. 

Q.  What  if  the  medical  documentation  doesn’t  justify  the  care  rendered  in  the  opinion  of  the  reviewing  physician? 

A.  For  years  the  Kentucky  Medical  Association  Advisory  Committee  to  Blue  Cross  served  as  the  review 
mechanism  for  such  cases;  however,  in  June  1972,  this  Committee  recommended  the  review  process  be 
transferred  to  the  Kentucky  Foundation  for  Medical  Care.  The  first  level  of  review  is  the  local  hospital 
Utilization  Review  Committee. 

Q.  What  happens  if  the  attending  physician,  the  patient  or  the  Blue  Cross  and  Blue  Shield  Plans  disagree  with 
the  recommendation  of  the  hospital  Utilization  Review  Committee? 

A.  The  very  structure  of  the  Kentucky  Foundation  for  Medical  Care  provides  for  different  levels  of  review.  If 
additional  review  becomes  necessary,  the  case  would  be  referred  next  to  the  appropriate  Kentucky  Founda- 
tion for  Medical  Care  District  Review  Committee,  and  next  to  the  Foundation’s  Claims  and  Utilization  Re- 
view Committee. 

Q.  Will  the  recommendations  of  the  Foundation’s  review  system  usually  be  accepted  by  Blue  Cross  and  Blue 
Shield  of  Kentucky? 

A.  Yes,  subject  to  the  limitations  and  exclusions  of  the  patient’s  Certificate  of  Membership. 

Q.  Are  any  cases  referred  for  review  by  anyone  other  than  the  Blue  Cross  and  Blue  Shield  physician  staff? 

A.  Absolutely  not.  Although  lay  and  registered  nurse  staff  are  used  in  routine  case  screening,  only  the  Blue 
Cross  and  Blue  Shield  physician  staff  has  the  responsibility  to  determine  if  a case  should  be  referred  to 
the  review  process. 

Q.  Why  should  local  hospital  Utilization  Review  Committees  be  involved  in  the  review  process? 

A.  There  are  several  reasons,  including  uniformity  of  review,  more  efficient  review  that  is  responsive  to  local 
situations,  and  avoiding  the  dual  standards  of  review  that  could  occur  if  review  were  performed  at  several 
different  levels.  Also,  a system  involving  a single  level  of  review  would  probably  be  less  costly  than  a 
system  with  multiple  review  levels.  From  all  indications,  legislation  involving  Professional  Standards  Review 
Organizations  is  placing  tremendous  emphasis  on  Utilization  Review  activities  at  the  hospital  medical  staff 
level. 

Q.  Are  the  Blue  Cross  and  Blue  Shield  parameters  available  to  local  hospital  Utilization  Review  Committees? 

A.  Yes.  Not  only  are  the  parameters  available,  but  our  Utilization  Review  Department  is  also  capable  of 
generating  special  reports  and  studies  based  upon  Blue  Cross  and  Blue  Shield  claims  history,  that  could  be 
of  great  value  to  hospital  Utilization  Review  Committees. 

If  questions  arise  regarding  the  Blue  Cross  and  Blue  Shield  Utilization  Review  Program,  please  contact 

the  Professional  Relations  Division,  Blue  Cross  Hospital  Plan,  Inc.,  3101  Bardstown  Road,  Louisville,  Ken- 
tucky 40205,  Phone  (502)  452-1511. 


Pinworm 
therapy  is  often  a 
family  affair 


: 


: 

: 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anore: 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddim 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritabil 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  i 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  < 
parenchymal  liver  damage;  hyperglycemia;  transient  leukop. 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  o 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


lintezo! 

fllABENDAZOLE  I MSD) 


easy  to  take 
eryone  in  the  family 
in  keep  to  the 
gimen  you  prescribe 


le:  fever,  facial  flush,  chills,  conjunctival  injection, 
edema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
iding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
lied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
xes  of  36,  strip  packaged,  individually  foil  wrapped; 
ension,  containing  500  mg  thiabendazole  per  5 ml,  in 
2S  of  120  ml. 


tore  detailed  information,  consult  your  MSD  representa- 
r see  full  prescribing  information.  Merck  Sharp  & 

■ e.  Division  of  Merck  & Co.,  live..  West  Point,  Pa.  19486 


MSD 


INDICATION  | DOSAGE  SCHEDULE 


MINTEZOL^  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient's  weight. 

Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

y2 

50 

0.5 

1 

75 

0.75 

1 Vz 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Disseminated  Intravascular  Coagulation 

Edward  J.  Fadell,  M.D.,*  and  Charles  E.  Dobbs,  M.D. 
Louisville,  Kentucky 


Disseminated  intravascular  coagulation 
poses  a not  uncommon  clinical  problem. 
Prompt  laboratory  diagnostic  procedures 
should  be  available.  Therapeutic  efforts 
require  an  tinderstanding  of  the  under- 
lying pathophysiology. 

WHEN  clotting  is  initiated  platelets 
adhere  to  a surface  and  aggregate. 
Subsequently  other  coagulation  fac- 
tors are  deposited  in  sequence  with  the  result 
that  generated  thrombin  converts  fibrinogen  to 
fibrin  monomers.  Fibrin  monomers  polymerize 
to  form  long  fibrin  strands.  These  strands  are 
interlaced  through  the  platelet  aggregates  to 
form  a blood  clot.  Factors  commonly  con- 
sumed in  the  process  include  Factors  V,  VIII, 
platelets  and  fibrinogen.1 

When  clot  formation  is  initiated,  a system  of 
clot  lysis  is  also  activated.  An  inactive  pro- 
teolytic enzyme,  plasminogen,  is  activated 
forming  plasmin  which  digests  fibrin  strands 
producing  fibrinogen/fibrin  degradation  prod- 
ucts (FDP)  with  resultant  clot  lysis.2  This 
system  of  lysis  represents  an  important  com- 
pensatory mechanism  which  prevents  indis- 
criminate clotting.  In  the  body  this  system  of 
clot  formation  and  lysis  is  usually  localized. 
Inhibitors  are  present  in  the  plasma  which  pre- 
vent the  localized  process  from  becoming  gen- 
eralized. 

If  there  is  a generalized  activation  of  the 


*Director  of  Laboratories,  Methodist  Evangelical 
Hospital,  Louisville 
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coagulation  process  (disseminated  intravascu- 
lar coagulation — D1C),  in  conditions  such  as 
septicemias  and  abruptio  placentae,  fibrin  is 
laid  down  in  large  quantities  and  fibrinolytic 
activity  is  widespread.  Consequent  overwhelm- 
ing of  the  inhibitor  system  occurs  and  platelets, 
Factors  V,  VIII  and  fibrinogen  are  consumed 
with  body-wide  deficiencies  and  bleeding.  Ad- 
ditionally, as  plasmin  digests  fibrinogen  and 
fibrin,  the  digestive  products  (FDP)  interfere 
with  further  polymerization  of  fibrin  monomer. 
This  interference  acts  as  an  anticoagulant  and 
potentiates  bleeding  by  a mechanism  other  than 
simple  depletion. 

FDP  can  be  determined  by  an  agglutination- 
inhibition3  test  or  by  staphylococcal  clump- 
ing.4 These  tests  are  rather  simple  to  per- 
form, however,  they  are  time-consuming.  Pro- 
cedures referred  to  as  paracoagulation  tests  are 
available  for  the  determination  of  fibrin 
monomers.  The  most  useful  of  these  is  that  of 
protamine  sulfate  precipitation  which  can  be 
performed  in  a short  period  of  time.5  Other 
paracoagulation  tests  such  as  the  Ethanol  gela- 
tion test6  and  the  Fi  test3  yield  less  consistent 
results  in  our  hands. 

Simple  “screening”  tests  for  DIC  therefore 
are  as  follows:  prothrombin  time,  partial 

thromboplastin  time,  platelet  count,  fibrinogen 
level  and  protamine  sulfate  precipitation.  DIC 
may  be  variable  in  its  intensity.  In  the  full- 
blown presentation,  all  of  the  stated  laboratory 
studies  may  be  abnormal.  In  the  early  stages 
one  can  anticipate  a fall  in  the  fibrinogen  con- 
centration and  a prolonged  thrombin  time.  In 
pregnancy,  one  should  be  cognizant  of  the 
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usually  high  level  of  fibrinogen  present.  A 
decreased  level  may  actually  be  in  a range 
considered  low  normal  for  the  non-pregnant 
individual.  The  thrombin  time,  which  reflects 
the  reactivity  of  fibrinogen  to  thrombin,  will 
usually  be  prolonged  early.  In  view  of  the 
seriousness  of  D1C,  early  clinical  awareness  of 
the  possibility  is  mandatory  and  all  the  listed 
“screening”  tests  should  be  readily  available 
and  requested. 

DIC  may  be  associated  with  many  clinical 
entities:  amniotic  fluid  embolism,  tissue  throm- 
boplastin release  from  the  placenta  or  tumor 
cells,  bacterial  endotoxemia,  incompatible 
blood  transfusions,  shock,  viral  and  rickettsial 
infections,  dead  fetus  syndrome  and  acute 
promyelocytic  leukemia.7  The  most  common 
clinical  situation  in  which  acute  DIC  is  en- 
countered in  the  private  community  hospital  is 
that  of  an  obstetrical  complication.  This  is  in 
contrast  to  chronic  DIC  where  the  bleeding  is 
usually  milder  and  more  commonly  associated 
with  malignancy  and  liver  diseases. 

Illustrative  Cases 

A 30-year-old  Para  I,  Gravida  II,  female 
was  admitted  for  Cesarean  section.  In  1969  she 
had  a previous  Cesarean  section.  There  was  a 
past  history  of  bronchiectasis.  At  approxi- 
mately 11:00  a.m.  on  the  day  of  admission  she 
was  taken  to  surgery  and  had  a repeat  Cesarean 
section.  There  was  delivery  of  a live  birth  with 
a good  fetal  tone.  At  this  time  bilateral  tubal 
ligation  was  accomplished.  Approximately  five 
hours  post  partum,  bleeding  from  the  surgical 
incision  was  noted.  Additionally,  heavy  vaginal 
bleeding  was  present.  There  was  a drop  in 
blood  pressure.  Clotting  of  the  vaginal  blood 
was  not  evident.  The  fibrinogen  level  was  less 
than  15  mg%.  The  platelets  were  15,000  and 
the  partial  thromboplastin  time  was  178  sec- 
onds (normal  35-40  seconds).  Replacement 
therapy  with  whole  blood,  fibrinogen  and 
platelets  was  accomplished.  Heparin  was  given. 
The  patient  became  cyanotic.  Bennett  therapy 
was  continued.  She  expired  at  approximately 
1 1 :40  p.m. 

Post  mortem  sections  taken  from  the  lungs 
revealed  within  alveolar  capillary-sized  vessels, 
the  presence  of  eosinophilic  evident  fibrin 
thrombi  in  abundance.  Major  pulmonic  vessel 
involvement  could  not  be  identified.  The  find- 


ings of  chronic  bronchiectasis  were  present. 

Similar  microthrombi  could  be  identified 
within  the  liver.  These  were  predominantly 
within  sinusoids,  although  occasionally  small 
portal  vascular  channels  contained  similar 
fibrin  plugs.  An  evident  associated  marked 
parenchymal  cellular  necrosis  was  present.  This 
necrosis  was  focal  within  the  lobules  and  had 
no  particular  relationship  to  the  central  veins. 

The  glomeruli  of  the  kidneys  had  very 
prominent  occlusive  fibrin  thrombi. 

The  adrenal  glands  had  striking  cortical 
hemorrhagic  necrosis  focally  throughout.  Lipid 
depletion  was  prominent. 

Within  the  myocardium  and  within  the  brain, 
again  occlusive  thrombi  within  small  vascular 
channels  could  be  identified.  At  these  sites  as- 
sociated tissue  necrosis  was  not  present. 

Another  case  was  a Para  V,  Gravida 
VI,  40-year-old  female  who  was  taken  to 
surgery  following  abruptio  placenta.  Cesarean 
section  was  accomplished.  Shortly  following 
the  Cesarean  section,  abdominal  wound  and 
vaginal  bleeding  was  noted.  This  became  in- 
tense. Blood  studies  revealed  a fibrinogen  of 
76  mg%,  prothrombin  time  15  seconds,  control 
11.5  seconds,  partial  thromboplastin  time  50 
seconds,  platelet  count  173,000,  thrombin  time 
18  seconds  (normal  3. 5-5. 6 seconds).  The 
protamine  sulfate  test  was  positive.  Seven  units 
of  blood  were  given  together  with  three  units  of 
fibrinogen.  A hysterectomy  was  performed.  In 
the  postoperative  period  there  was  a return  of 
the  laboratory  findings  toward  normal. 

The  therapy  of  DIC  has  evolved  from  the 
pathophysiology  described  in  the  preceding 
paragraphs.  Disseminated  intravascular  coagu- 
lation as  a mechanism  of  fibrin  depletion  lends 
logic  to  the  need  for  Heparin  administration. 
The  relative  contraindication  of  fibrinogen  and 
anti-fibrinolytic  therapy  is  also  more  clearly 
understood.  When  given  in  single  therapy,  re- 
placement of  depleted  factors  can  potentiate 
clotting  adding  “fuel  to  the  fire”.9  Anti- 
fibrinolytic therapy,  inhibiting  fibrinolysis  re- 
sults in  the  loss  of  a compensatory  process  and 
can  lead  to  disaster.10  The  risk  of  Heparin 
therapy  in  a patient  that  is  actively  bleeding  is 
self  evident. 

The  following  approach  to  therapy  is  sug- 
gested: 1)  Identify  the  precipitating  event  and 
if  possible,  correct  it.  Septicemia  and  many 
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obstetrical  emergencies  when  treated  promptly 
result  in  rapid  reversion  of  the  coagulation 
abnormalities  to  normal,  and  frequently  no 
other  therapy  is  indicated.  2)  If  the  process 
appears  severe  with  significant  hemorrhage  or 
if  surgery  is  required  in  the  face  of  severe 
defibrination,  aggressive  specific  therapy  is  in- 
dicated without  delay.  Replacement  therapy 
with  a source  of  fibrinogen  and  Factor  VIII 
should  be  given.  Commercial  fibrinogen  prep- 
arations have  a high  incidence  of  hepatitis. 
Cryoprecipitated  plasma  (Cryo)  rich  in  Factor 
VIII  contains  250  milligrams  fibrinogen  per 
unit.  This  plasma  fraction  is  the  preferred 
fibrinogen  source.  Replacement  therapy  should 
yield  fibrinogen  sufficient  to  give  a plasma  con- 
centration of  100  mg%.  Approximately  ten  to 
twelve  units  of  Cryo  are  sufficient.  At  the  same 
time,  so  as  to  interrupt  the  coagulation  process 
and  to  block  potentiation  of  coagulation  by 
transfused  plasma  products,  Heparin  should  be 
given  intravenously  in  a dose  of  100  units  per 
kilogram  every  four  hours.  Amicar  therapy  is 
rarely  indicated.  Platelets  can  be  given  as  an 
additional  replacement  if  necessary. 

The  effectiveness  of  therapy  can  be  moni- 
tored by  serial  measurement  of  the  altered 
coagulation  factor  levels.  Once  the  precipitating 
event  has  been  controlled  and  the  DIC  in- 


terrupted, the  fibrin  split  products  are  rapidly 
cleared  from  the  circulation.  Depleted  coagula- 
tion factors  are  synthesized  and  recovery 
occurs. 

In  summary,  DIC  is  a common  condition. 
Frequently  vigorous  treatment  of  the  precipitat- 
ing event  results  in  spontaneous  improvement. 
If  specific  replacement  therapy  is  required, 
Heparin  administration  is  indicated. 


References 

1.  Owen,  C.  A.,  Jr.,  Oels,  H.  C.,  Bowie,  E.  J.  W.,  Didisheim, 
P,  and  Thompson,  J.  J.,  Jr.:  The  Diagnosis  of  Bleeding  Dis- 
orders. Boston.  Little,  Brown  and  Company,  1969- 

2.  Fletcher,  A.  P.,  Alkfaersig,  N.,  Fischer,  S.,  et  al:  The 

proteolysis  of  fibrinogen  by  plasmin:  the  identification  of 

thrombin-clottable  fibrinogen  derivatives  which  polymerize  ab- 
normally. /.  Lab.  Clin.  Med.  68:780,  1966. 

3.  Merskey,  C.,  Lleiner,  G.  J.,  and  Johnson,  A.  J.:  Quantita- 
tive Estimation  of  Split  Products  of  Fibrinogen  in  Human 
Serum,  Relation  to  Diagnosis  and  Treatment.  Blood.  28:1,  1966. 

4.  Howiger,  J.,  Niewianowski,  S.,  Gurewich,  V.,  and  Thomas, 
D.  P. : Measurement  of  fibrinogen  and  fibrin  degradation  prod- 
ucts in  serum  by  staphylococcal  clumping  test.  J.  Lab.  Clin.  Med. 
75:93,  1970. 

5 Kidder,  W.  R.,  Logan,  L.  J.,  Rapaport,  S.  I.,  and  Patch, 
M.  J.:  The  Plasma  Protamine  Paracoagulation  Test.  Am.  ].  Clin. 
Path.  5.8:675.  1972. 

6.  Breen,  F.  A.,  and  Tulles,  J.  L.:  Ethanol  Gelation:  A Rapid 
Screening  Test  for  Intravascular  Coagulation.  Ann.  Ini.  Med. 
69:1197,  1968. 

7.  G.  Muller-Berghaus:  Pathophysiology  of  Disseminated  In- 
travascular Coagulation  in  Disseminated  Intravascular  Coagulation, 
edited  by  Mammen,  Anderson,  and  Barnhart,  p.  45.  Schattaner- 
Verlag,  Stuttgart,  1969. 

8.  Owen,  C.  A.,  Jr.,  Oels,  H.  C.,  Bowie,  E.  J.  W.,  Didisheim, 
P.  and  Thompson,  J.  J.,  Jr.:  Pathophysiology  of  Disseminated 
Intravascular  Coagulation  in  Disseminated  Intravascular  Coagula- 
tion. edir^H  by  Mammen,  Anderson,  and  Barnhart,  p.  197. 
Schattaner-Verlag,  Stuttgart,  1969. 

9.  Barbaro,  C.,  and  Hirsch,  J.:  Severe  post  partum  bleeding 
in  abruptio  placenta:  Failure  to  respond  to  fibrinogen.  M.  J. 
Austrialia  2:1182,  1968. 

10.  Bachmann,  Fedor.  Disseminated  Intravascular  Coagula- 
tion. Diseases  of  Month.  P.  40.  December  1969. 


1973  Scientific  Program 

THEMES 

Renal  Problems 
Critical  Care  Medicine 
Sex  and  Its  Consequences 
Pollution 


KM  A Annual  Meeting 
Louisville,  Kentucky 


Medical  Association  • September  1973 


585 


Spinai  Injuries  in  Kentucky? 

Horace  Norrell,  M.D.,  and  Gordon  Brocklehurst,  F.K.C.S.,  M.  Chir.,  M.B. 

Lexington,  Kentucky 


Kentucky  has  an  inordinately  large  num- 
ber of  spinal  injury  victims.  A state-wide 
system  is  needed  to  provide  comprehen- 
sive care  and  rehabilitation  for  these 
victims. 

IN  the  past  ten  years  significant  improve- 
ments have  been  made  in  the  management 
of  patients  with  spinal  cord  injury,  although 
we  are  still  unable  to  alter  the  neurological 
state  of  a patient  with  a complete  spinal  cord 
transection.  Early  surgical  spinal  fixation,  par- 
ticularly in  the  cervical  region,  allows  almost 
immediate  mobilization  of  the  patient  permit- 
ting rapid  rehabilitation.  Such  a program  re- 
quires the  close  coordination  of  many  personnel 
working  in  a multi-disciplinary  center  specializ- 
ing in  all  phases  of  spinal  injury  care.  Unfortu- 
nately no  center  exists  in  Kentucky  which  can 
provide  all  phases  of  care  needed  for  the  spinal 
injury  victim.  On  November  13,  1971,  medical 
personnel  from  Kentucky  sharing  a common  in- 
terest in  spinal  cord  injuries  met  in  Frankfort 
to  discuss  the  problems  related  to  the  com- 
prehensive management  of  the  spinal  injury 
patient  in  Kentucky.  This  publication  based 
upon  that  conference  presents  an  analysis  of 
the  acute  spinal  injury  patients  in  Kentucky  and 
particularly  those  treated  at  the  Albert  B. 
Chandler  Medical  Center,  University  of  Ken- 
tucky, Lexington.  It  is  intended  to  point  out  1) 
the  magnitude  of  the  problem  with  spinal  in- 
juries in  Kentucky,  2)  newer  trends  in  treatment 
and  3)  the  shortcomings  of  the  present  treat- 
ment programs  in  Kentucky. 

Incidence  of  Spinal  Injuries 

It  is  estimated  that  there  are  between  8,000 
and  10,000  new  spinal  injury  cases  in  the 
United  States  each  year.  Kentucky  with  3.2 
million  people  constitutes  1.6%  of  the  total 
United  States  population  (203.2  million  peo- 
ple). Based  upon  national  statistics  we  would 


t From  the  Division  of  Neurosurgery,  University  of 
Kentucky  College  of  Medicine,  Lexington 


predict  that  there  should  be  130  to  160  new 
cases  of  spinal  injury  each  year  in  Kentucky. 
Yet  in  1970,  there  were  200  new,  significant 
spinal  injuries  treated  in  Lexington  alone 
(based  upon  all  hospital  admissions  that  year) 
with  an  estimated  total  of  300  to  400  new  in- 
juries being  treated  in  the  entire  state.  Hence, 
spinal  injuries  are  two  times  more  common  in 
Kentucky  than  the  remainder  of  the  United 
States  and  four  times  more  common  than  in 
Australia  or  Switzerland.1  A possible  cause 
for  this  inordinately  high  incidence  of  spinal 
injuries  in  Kentucky  is  that  70%  of  the  spinal 
injury  patients  admitted  to  the  University  of 
Kentucky  Medical  Center  since  1964  were 
acutely  intoxicated  with  alcohol  at  the  time  of 
the  original  hospital  admission  (based  upon 
history,  physical  examination  and/or  blood  al- 
cohol determination).  The  combination  of 
acute  alcoholic  intoxication,  automobiles,  and 
winding  mountainous  roads  of  Eastern  Ken- 
tucky (Fig.  1)  and  the  driving  habits  of  the 
young  intoxicated  drivers  provides  an  ideal 
milieu  for  serious  injury. 


During  the  eight  year  period,  1964  through 
1971,  a total  of  273  new  patients  with  acute 
spinal  injuries  have  been  treated  at  the  Uni- 
versity of  Kentucky  Medical  Center,  Lexington 
(Table  1).  Approximately  70%  of  these  pa- 
tients had  major  neurological  deficit.  Generally 
the  number  of  patients  treated  has  increased 
yearly  since  the  opening  of  the  Neurosurgical 
Division  in  1964. 

The  major  cause  of  spinal  injury  is  automo- 
bile accidents  (Table  2)  and  injury  occurs  most 
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commonly  in  the  age  group  of  16  through  30 
(Table  3).  Recognition  of  spinal  injury  usually 
poses  no  problem  since  94%  of  the  patients 
were  referred  for  neurosurgical  care  within 
seven  days  of  the  time  of  injury  (Table  4). 
Cervical  injury  accounted  for  over  half  of  the 
injuries  seen;  the  anatomical  level  and  neuro- 
logical status  is  shown  in  Table  5. 

Table  1 


Patients  with  Spinal  Injuries,  University  of  Kentucky 


Year 

Neurological 

Deficit* 

Minor  or 
No  Deficit 

Totals 

1964 

11 

6 

17 

1965 

12 

3 

15 

1966 

15 

6 

21 

1967 

24 

14 

38 

1968 

37 

8 

45 

1969 

29 

8 

37 

1970 

30 

16 

48 

1971 

31 

23 

54 

Total 

189 

84 

273 

^Includes  patients  with  major  spinal  cord  or  cauda  equina 
injury. 


Objectives  of  Treatment 

A program  of  treatment  of  spinal  injuries 
was  started  at  the  University  of  Kentucky  in 
1964,  based  upon  the  following  premises: 

1)  Nothing  can  be  done  to  restore  the  con- 
tinuity of  the  anatomically  transected  spinal 
cord. 

2)  Laminectomy  is  rarely  indicated  in  the 
treatment  of  acute  spinal  cord  injury.2 

3)  Early  or  late  spinal  instability  offers  the 
greatest  threat  to  the  nerve  roots  and  spinal 
cord  which  have  been  preserved. 

4)  Early  mobilization  and  rehabilitation  of 
the  patient  regardless  of  the  status  of  the  spinal 
cord  and  nerve  roots  would  be  helpful  in  solv- 
ing problems  attending  prolonged  immobiliza- 
tion. Early  mobilization  would  also  significantly 
reduce  the  time  necessary  for  acute  bed  oc- 
cupancy particularly  in  patients  with  less  severe 
spinal  cord  injuries. 

To  achieve  our  objectives  we  instituted  a 
program  of  early  anterior  spinal  cord  decom- 


Table  2 

Cause  of  Spinal  Injuries  (273), 

University  of  Kentucky  (1964-1971) 

Automobile  Accidents 

177 

Accidents  Related  to  Employment 

16 

Sports  (Diving,  Falls  from  Horses,  Football) 

9 

Falls  (Chiefly  while  Intoxicated) 

30 

Gunshot  Wounds  (One  stab  wound) 

41 

pression  and  fusion  in  patients  with 

cervical 

fracture-dislocations,  posterior  cervical  fusion 
in  patients  with  odontoid  fractures  and  Har- 
rington rod  fixation  of  the  thoracolumbar  spinal 
injuries  (Table  6).  Since  1970,  we  have  been 
less  enthusiastic  about  the  Harrington  rod 
technique  and  are  now  employing  an  anterior 
fusion  technique  in  some  patients  with  un- 
stable thoracolumbar  fractures. 

Table  3 

Age  of  Patients  with  Major  Neurological  Deficit  (180) 
Age  Number  of  Patients 

1-15  8 

16-30  94 

31-45  42 

> 45  36 

In  the  entire  series  of  273  patients  137 
(50%  ) had  no  operations.  The  usual  reason  for 
not  operating  was  a stable  fracture  or  medical 
contraindications  to  early  operation.  By  per- 
forming early  spine  fusions  and  spinal  cord 
decompression  the  mean  hospital  stay  for 
cervical  spinal  cord  transection  was  36  days, 
and  only  18  days  for  patients  with  incomplete 
lesions.3  Presently  the  national  average  hospi- 
tal stay  for  patients  with  cervical  spinal  cord 
transection  is  90  days. 

Following  surgical  fusion,  when  the  patient 
is  able  to  be  out  of  bed,  has  been  given  in- 
troductory physical  therapy,  and  is  capable  of 
being  cared  for  outside  the  acute  neurosurgical 
unit  he  is  transferred  to  one  of  the  following: 
(decreasing  order  of  frequency)  1)  his  own 
home,  2)  nursing  home,  3)  community  hos- 
pital, 4)  area  rehabilitation  units  (primarily 
for  children  and  adolescents),  5)  a rehabilita- 


Table  4 

Time  Lapse  From  Injury  fo  Arrival  At  University  of  Kentucky  (1964-1971)  — 273  Fractures 


Time 

Cervical 

Level  Fractured 
Thoracic 

Lumbar 

Total 

Cumulative 

Percentage 

<24  hrs- 

95 

57 

38 

190 

70% 

2-3  days 

19 

10 

8 

37 

83% 

4-7  days 

11 

6 

1 

18 

94% 

^>8  days 

16 

5 

7 

28 

Total  273 
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Cervical 

Thoracic 

Lumbar 


Table  5 

Level  of  Injury  and  Neurological  Deficit  (273) 


Transection 

Incomplete  Lesion 

Minor  or  No  Neurological  Deficit 

39* 

53 

49 

42** 

24 

12 

1 1 

19 

24 

92 

96 

85 

* 1 1 deaths  within  30  days  of  injury 
**  1 death  within  30  days  of  injury 


tion  center.  Our  program  is  far  from  satisfac- 
tory but  is  necessary  due  to  the  limited  bed 
space,  lack  of  rehabilitation  space  and  funds 
for  the  typical  patient — an  indigent  young  man 
who  receives  a major  spinal  cord  injury  as  a 
result  of  driving  while  intoxicated.  Ideally  all 
patients  should  be  fully  rehabilitated  before 
final  release  from  an  institution. 

In  1970,  30  patients  with  major  neurological 
deficit  were  admitted  to  the  University  of  Ken- 
tucky Medical  Center.  The  mean  stay  for  these 
patients  (including  all  levels  of  spinal  injury) 
was  30  days,  producing  a total  of  900  patient- 
days.  Had  the  patients  been  kept  for  120  days 
(an  estimate  for  complete  rehabilitation),  this 
would  constitute  3600  patient  days,  (the 
equivalent  of  10  hospital  beds  fully  occupied 
for  one  year).  This  accounts  for  only  major 
spinal  injuries  in  a single  hospital.  The  cost  of 
such  a comprehensive  program  would  be  pro- 
hibitive if  all  the  care  was  provided  within  an 
acute  care  hospital. 

Plan  For  Kentucky 

As  a result  of  the  Frankfort  conference  it 
was  decided  that  acute  neurosurgical  manage- 
ment should  continue  to  be  provided  in  both 
Lexington  and  Louisville  with  early  mobiliza- 
tion provided  based  upon  the  philosophy  of 
early  surgical  spinal  fixation.  The  acute  hos- 


pitalization would  vary  from  one  to  four  weeks, 
depending  on  the  severity  of  the  injury.  During 
the  subacute  stage  (once  the  patient’s  condition 
is  stabilized  following  surgery)  the  patient 
should  be  transferred  from  an  acute  care  hospi- 
tal to  an  active  rehabilitation  center  (again 
located  in  Louisville  and  Lexington)  providing 
intense  concentration  upon  early  rehabilitation. 

Although  Louisville  presently  has  a suitable 
facility  to  provide  the  subacute  care  and  re- 
habilitation, none  is  available  in  Lexington.  It 
is  anticipated  that  this  subacute  phase  treat- 
ment would  require  an  additional  four  to  eight 
weeks  with  the  family  actively  participating  in 
the  program.  The  final  rehabilitation  phase 
should  take  place  in  a single  centralized  unit 
providing  continued  active  rehabilitation  of  the 
already  mobilized  and  moderately  independent 
patient.  This  phase  should  be  performed  in 
conjunction  with  the  patient’s  vocational  re- 
training. Patients  who  lack  incentive  to  achieve 
rehabilitation  goals  would  not  remain  in  the 
spinal  injury  rehabilitation  program  but  be 
cared  for  outside  the  unit.  The  initial  cost  of 
such  a program  might  seem  prohibitive  but  the 
eventual  cost  for  such  specialized  injury  care 
has  proved  economical.  As  an  example  the 
spinal  injury  center  in  Phoenix,  Arizona  cal- 
culates a 20-30%  reduction  of  current  expendi- 
tures by  the  comprehensive  approach  to  the 


Table  6 
OPERATIONS 


Laminectomy 
Cervical  6 

(5  open  fractures) 
Thoracic  21 

( 1 5 open  fractures) 
Lumbar  1 6 

(8  open  fractures) 
Total  _ 43 

(28  open  fractures) 


Harrington  Rods 

with  and  without  Posterior  Cervical  Fusion 
Laminectomy  (Odontoid  Fractures) 
12 


15 

6 

rf  T2 


137  Patients  Had  Operations 
136  Patients  Had  No  Operation 


Anterior  Fusions 


Cloward  Smith-Robinson 

31  7 


Body 

Replacement 

20 


31 


3 

2? 


588 


September  1973 


The  Journal 


Spinal  Injuries  in  Kentucky — Norrell  and  Brocklehurst 


problem  of  spinal  injuries.  One  insurance  com- 
pany which  invested  in  the  successful  rehabili- 
tation of  26  patients  with  spinal  injuries  cal- 
culated a 600%  saving  of  their  investment.4 

Conclusions 

Spinal  injuries  continue  to  represent  a major 
health  problem  in  Kentucky.  In  view  of  the 
high  incidence  of  spinal  injuries  in  Kentucky  an 
effective  program  should  be  instituted  to  re- 
duce spinal  injuries  through  the  control  of 
drunken  driving.  Few  patients  with  spinal  in- 
juries receive  optimal  care  in  Kentucky  under 
the  present  care  system.  The  establishment  of  a 


state-wide  program  in  Kentucky  for  the  man- 
agement of  patients  with  spinal  injuries  would 
provide  a more  efficient  and  economical 
means  of  rehabilitating  the  patient  with  a spinal 
injury. 
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Possible  Factors  Involving  Staphylococci 

Colonization 

Raymond  B.  Otero,  Ph.D.*  and  James  T.  McClellan,  M.D.** 

Richmond  and  Lexington,  Kentucky 


Staphylococci  colonization  in  the  nasal 
area  among  hospital  personnel  may  he 
influenced  by  many  factors.  These  factors 
are  discussed  with  possible  underlying 
causes.  Results  obtained  herein  give 
added  information  to  the  parasitic  exis- 
tence of  this  organism. 

THE  history  of  our  knowledge  concerning 
the  staphylococci  and  staphylococcal 
diseases  in  hospitals  can  be  written  in 
volumes  of  paper,  but  in  spite  of  such  enormous 
information  many  questions  are  yet  unanswered. 

A predominating  role  in  the  production  of 
staphylococcal  disease  cannot  be  assigned  to 
any  single  virulence  factor.  The  capacity  of  a 
strain  to  induce  infection  is  derived  from  the 
sum  total  of  properties  at  its  command.1  For 
example,  pathogenic  strains  of  Staphylococcus 
aureus  have  the  ability  to  produce  coagulase, 
leukocidins,  hyaluronidase,  toxins,  hemolysins, 
enterotoxins  and  penicillinase.  All  of  these 
characteristics  cause  this  organism  to  resist  the 
normal  and  antibiotic  defenses  the  human 
being  has  at  his  disposal. 

Infection  does  not  result  from  the  mere 
presence  of  the  cocci  in  tissues.  When  one 
considers  the  wide  distribution  of  staphylococci 
and  the  numerous  opportunities  for  exposure  to 
them  the  incidence  of  staphylococcal  disease  is 
not  very  great.2 

In  spite  of  recent  advances  in  knowledge, 
the  staphylococci  are  still  an  exciting  challenge. 
This  challenge  takes  on  several  forms:  a.  What 
factors  are  actually  responsible  for  the  pro- 
duction of  disease?  b.  Why  does  this  organism 
persist  in  the  human  body  for  such  short  periods 
in  some  cases,  and  long  periods  in  others? 
c.  What  causes  the  staphylococci  to  change 
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from  a normal  commensal  organism  to  a patho- 
genic organism? 

Purpose  of  Research 

Two  years  ago  we  began  a study  trying  to 
determine  the  reasons  for  colonization  of  co- 
agulase positive  staphylococci  in  the  nasal  area 
of  hospital  personnel.  At  that  time,  the  percent- 
age of  positive  nasal  samplings  with  staphy- 
lococci was  19.5%  (108/555).  The  finding 
was  that  patient  contact  was  not  a contributing 
factor  in  enhancing  colonization.3 

The  factors  in  the  host  in  the  staphylococci 
that  lead  to  the  establishment  of  the  carrier 
state  are  quite  unknown.  There  is  still  a clear 
need  of  research  in  this  area. There  is  also  a 
continued  need  to  discover  to  what  extent 
there  are  varieties  of  staphylococci  whose  con- 
tinued existence  may  be  dependent  on  the  pro- 
duction of  disease.  Is  this  because  the  organism 
is  less  well-adapted  to  the  peaceful  commen- 
salism of  a healthy  carrier?3 

We  are  still  concerned  about  the  underlying 
causes  of  colonization  as  our  first  study  in- 
dicated. However,  in  addition,  we  wanted  to 
determine  the  specific  phage  typing  patterns 
and  penicillinase  activity  of  the  isolates  among 
hospital  working  personnel  to  ascertain  if  these 
factors  might  be  significant. 

Materials  and  Methods 

Nasopharnygeal  swabs  were  used  to  obtain 
samples  from  the  working  personnel  of  the  hos- 
pital. The  swabs  were  immediately  streaked  on 
Staphylococcus  #110,  mannitol  salt  and  Vogel- 
Johnson  agar  media.  All  plates  were  incubated 
at  least  48  hours  at  35  C.  Suspected  colonies 
growing  on  any  of  these  media  were  so  recorded, 
and  subcultures  were  made  on  citrated  rabbit 
plasma  for  the  coagulase  test,  trypticase  soy 
broth  for  the  Kirby-Bauer  antibiotic  sensitivity 
test  for  penicillin,4  and  trypticase  soy  agar  slant 
for  phage  typing. 

Each  of  the  participants  in  the  survey  were 
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asked  the  following  questions  at  the  time  of 
sampling: 

1.  name 

2.  sex 

3.  age 

4.  How  long  have  you  worked  at  St.  Joseph 
Hospital? 

5.  How  long  have  you  worked  in  a hospital 
environment? 

6.  Have  you  ever  been  tested  for  Staphy- 
lococcus aureus  before? 

7.  If  the  answer  to  the  above  question  was 
yes,  were  the  results  positive  or  negative? 

8.  Have  you  received  penicillin  in  the  past 
12  months? 

9.  If  the  answer  to  the  above  question  was 
yes,  approximately  how  long  ago  did 
you  receive  your  last  medication? 

10.  Have  you  ever  had  any  illness  that  was 
caused  by  S.  aureus? 

11.  If  so,  what  was  it? 

Table  I 


Departmental  Breakdown  of  staphylococci  carriers 


Department 

Total  # 
Tested 

# 

Coagulase 

positive 

Resistant 

to 

Penicillin 

Patient 

Contact 

No  patient 
contact  but 
Coagulase  -f- 

Administration 

8 

0 

0 

0 

0 

Business  Office 

21 

6 

1 

0 

5 

Elevator  Operator 

1 

0 

0 

0 

0 

Emergency  Room 

18 

6 

4 

17 

0 

Coronary  Care  Unit 

5 

1 

1 

5 

0 

Housekeeping 

60 

7 

4 

7 

5 

Intensive  Care  Unit 

13 

2 

1 

13 

0 

Kitchen 

57 

13 

4 

22 

8 

Clinical  Laboratory 

58 

12 

6 

48 

3 

Maintenance 

13 

3 

1 

0 

3 

Medical  Records 

16 

2 

1 

0 

2 

Laundry 

17 

4 

1 

0 

4 

Nursing  Service 

22 

2 

1 

19 

0 

Pharmacy 

3 

l 

1 

0 

1 

Physical  Therapy 

5 

0 

0 

5 

0 

Receptionists 

2 

0 

0 

0 

0 

Respiratory  Therapy 

10 

2 

2 

10 

0 

Surgery 

56 

6 

4 

53 

0 

6th  Floor  (Nursery) 
5th  Floor 

32 

7 

7 

31 

0 

5A 

16 

3 

2 

16 

0 

5B 

17 

2 

2 

17 

0 

5S  (Mat) 
4th  Floor 

17 

1 

1 

17 

0 

4A 

17 

4 

4 

17 

0 

4B 

18 

0 

0 

18 

0 

4 South 
3rd  Floor 

14 

3 

3 

14 

0 

3A 

15 

1 

1 

15 

0 

3B 

Psychiatric  Ward 

17 

1 

1 

17 

0 

2 South 

10 

2 

1 

10 

0 

3 South 

13 

3 

2 

13 

0 

Telephone  Operators 

2 

0 

0 

0 

0 

X-Ray 

32 

4 

3 

32 

0 

Total  Number 

Medical  Association 

605  99 

• September  1973 

59 

416 

31 
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12.  Has  any  member  of  your  immediate 
family  been  infected  with  S.  aureus? 

13.  What  is  your  position  here  at  St.  Joseph 
Hospital? 

14.  Do  you  have  any  patient  contact? 

The  results  of  this  investigation  were  com- 
puterized at  Eastern  Kentucky  University  and 
statistically  evaluated  using  the  Chi  square 
analysis. 

Results  and  Discussion 

A total  of  605  specimens  were  obtained  from 
the  working  personnel  from  St.  Joseph.  The 
overall  percentage  of  positive  coagulase  car- 
riers was  16.4%,  i.e.,  99  positive  carriers  from 
a total  of  605  samplings  (Table  I).  Table  I 
also  shows  the  departmental  breakdown  of  the 
individuals  tested,  the  number  of  individuals 
with  coagulase  positive  S.  aureus  in  the  nasal 
area,  the  number  of  coagulase  positive  staphy- 
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lococci  resistant  to  penicillin,  the  number  of 
individuals  having  patient  contact,  and  finally, 
the  number  of  individuals  with  no  patient  con- 
tact but  colonized  with  coagulase  positive 
staphylococci.  The  percentage  of  coagulase 
positive  carriers  who  harbored  penicillin  re- 
sistant staphylococci  in  the  nasal  area  was 
59.6%  (59/99). 

The  highest  incidence  of  coagulase  positive 
carriers  was  found  in  the  kitchen  (13/57) 
while  the  lowest  incidence  was  section  4B  of 
the  fourth  floor  (0/18)  which  attends  mainly 
to  cardiac  patients. 

The  highest  incidence  of  penicillin  resistant 
staphylococci  was  found  on  the  sixth  floor 
(7/7)  while  the  lowest  incidence  was  observed 
in  the  business  office  (1/6). 

The  areas  of  the  hospital  personnel  having 
the  most  patient  contact  were  found  to  be  on 
the  3rd  floor  (32/32),  4th  floor  (49/49),  the 
fifth  floor  (50/50)  and  the  sixth  floor  (31/32). 
Respectively,  these  areas  showed  an  incidence 
of  coagulase  positive  carriers  of  2/32,  7/49, 
6/50,  and  7/32. 

The  areas  of  the  hospital  having  the  least 
patient  contact  were  administration  (0/8), 
maintenance  (0/13),  medical  records  (0/16), 
laundry  (0/17)  and  the  business  office  (0/21). 
Respectively,  these  areas  showed  an  incidence 
of  coagulase  positive  carriers  of  0/8,  3/13, 
2/16,  4/17  and  6/21. 

Table  II  shows  the  results  of  phage  typing 
done  by  Kentucky  and  the  Center  for  Disease 
Control  in  Atlanta.  Of  the  99  coagulase  posi- 
tive organisms  isolated,  48  were  typable.  No 
specific  patterns  were  observed. 

Statistical  evaluation  concerning  patient 
contact  versus  enhancement  of  colonization  of 
all  departments  in  the  hospital  again  showed, 
as  in  our  preliminary  study,  no  significant  dif- 
ference (P>.05)  using  the  Chi  square  method 
of  evaluation. 

Statistical  analyses  were  also  performed  on 
the  remaining  questions  asked  of  the  personnel 
at  the  time  of  sampling.  The  length  of  employ- 
ment at  St.  Joseph  Hospital,  the  total  number 
of  years  employed  under  a hospital  environ- 
ment, previous  staphylococci  infection,  im- 
mediate sickness  with  staphylococci  or  posi- 
tion at  St.  Joseph  did  not  influence  or  enhance 
colonization  (P>.05). 


Table  II 

Phage  typing  results  of  coagulase  positive  staphylococci 

Non-typable 

Department 

Typable  Phage 

Phage 

Business  Office 

55/71 

4 

Emergency  Room 

29/6/83A/85 

3A/3C/71 

4 

ecu 

0 

1 

Housekeeping 

52A 

D1  1 

79 

3A 

WH1 

77 

79 

ICU 

3A/3C/55/71 

1 

Kitchen 

3C 

79/83A/84/85/53 

187 

47/53/54/75/ 

9 

77/83A/84 

Clinical  Laboratory 

52/52A/79/ 
83A/85 
6/47/77 
79/42E/54/D1 1 
6/47/ 53/86/DI  1 
29/79 
53 

80/29/52/52A/79 

5 

Maintenance 

29/52/80 

3C/55/71 

54/83A/85 

0 

Medical  Records 

0 

2 

Laundry 

29/52 

47/54/86/D1 1 

3 

Nursing  Service 

71 

1 

Pharmacy 

0 

1 

Respiratory  Therapy 

47/54/ 86/ 88/DI  1 

1 

Surgery 

83A/84 

80 

42E/47/53/54/ 

3 

77/86/DI  1 

6th  Floor 

3A/3C/56/71 

52/52A/80/81 

53 

4 

5A 

3C/71 

2 

5B 

0 

2 

5S  (Mat) 

6/47/53/54/75/83A 

4A 

71 

52/81 

3C 

1 

4 South 

3A/3C/71 

29/52/52A/80 

1 

3A 

0 

1 

3B 

0 

1 

2 South 

0 

2 

3 South 

47/53/54/75/83A/85 

52/52A/80 

1 

X-Ray 

81 

187 

42E/47/54/75 

Summary 

Statistical  analysis  was  performed  to  see  if 
there  was  any  correlation  between  years  of 
residence  at  St.  Joseph  Hospital,  and  acquiring 
some  type  of  illness  caused  by  staphylococci. 


592 


September  1973  • The  Journal  o 


Staphylococci  Colonization — Otero  and  McClellan 


Significance  was  observed  (P<.05).  However, 
no  significant  difference  (P>.05)  was  obtained 
when  total  number  of  years  under  a hospital 
environment  versus  illness  caused  by  staphylo- 
cocci was  evaluated. 

Analysis  was  also  performed  to  determine 
what  enhances  the  colonization  of  a penicillin 
resistant  staphylococci  in  the  nasal  area.  Evalu- 
ations were  performed  for  all  questions  an- 
swered. It  was  found  that  patient  contact  sig- 
nificantly (P<.05)  increases  the  chance  of  ob- 
taining such  a colonization. 

Statistical  evaluations  were  perfomed  to  de- 
termine what  characters  were  needed  to  influ- 
ence hospital  personnel  in  obtaining  coloniza- 
tion of  coagulase  positive  staphylococci  in  the 
nasopharyngeal  area.  It  appears  from  this  data 
that  patient  contact,  length  of  employment  in 
hospitals,  previous  infections  with  staphylococci 
or  position  at  St.  Joseph  did  not  influence  such 
colonization.  However,  it  was  found  that 
chances  of  obtaining  a staphylococci  infection 


is  increased  with  years  of  residence  at  St. 
Joseph,  and  that  the  possibility  of  obtaining  a 
penicillin  resistant  staphylococci  in  the  nasal 
area  was  greatly  influenced  with  patient  con- 
tact. 
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The  University  of  Louisville  School  of  Medicine 


This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Urologic  Complications  Following 
Abdominoperineal  Resection  of  the  Rectosigmoid 


Genitourinary  complications  are  a 
major  cause  of  invalidism  after  abdom- 
inoperineal resections  of  the  rectosig- 
moid. Because  of  the  age  of  the  patients,  the 
site  of  lesion  and  the  extensive  surgical  dis- 
section required  for  treatment,  this  procedure  is 
associated  with  a significant  incidence  of  major 
urologic  complications.  Surgeons  have  been 
aware  of  this  distressing,  and  at  times  grave, 
situation  since  Miles  popularized  one-stage  ab- 
dominoperineal resection.1  The  statistical  in- 
cidence of  urologic  complications  reported  in 
the  literature  suggests  a high  rate  of  compli- 
cations, perhaps  in  as  many  as  80%  of  the 
patients  undergoing  such  operations.2  This  situ- 
ation is  of  great  clinical  importance  and  re- 
quires a definite  urologic  management  plan. 

Review  of  Cases 

To  evaluate  the  problem  at  our  institutions 
we  studied  all  the  records  of  100  consecutive 
patients  who  underwent  abdominoperineal  re- 
sections of  the  rectum  for  various  pathologic 
processes  between  1963  and  1973.  Table  1 
gives  the  number  of  patients  treated  at  each  of 
the  hospitals  and  shows  the  sex  distribution. 
Table  2 shows  the  distribution  of  various  path- 
ologic processes  necessitating  abdominoperine- 
al resections  of  the  rectum.  Case  reports  of 
two  of  the  patients  seen  at  Veterans  Hospital 
are  described  below. 

The  first  patient  was  a 62-year-old  white 
male  admitted  to  hospital  with  rectal  bleed- 
ing. He  was  found  to  have  adenocarcinoma 
of  the  rectum  and  underwent  abdomino- 
perineal resection.  The  operation  was  com- 
plicated by  an  inadvertent  tear  in  the  pos- 
terior bladder  wall  which  was  repaired.  Dur- 


ing the  perineal  portion  of  the  resection,  the 
membranous  urethra  was  lacerated  and  re- 
paired over  a Foley  catheter.  The  postopera- 
tive course  was  complicated  by  prolonged 
urinary  retention  thought  to  be  attributable 
to  flaccid  neurogenic  bladder  (on  cystomet- 
rogram)  and  urethral  stricture  (on  cysto- 
scopy and  urethrogram).  He  was  readmit- 
ted to  the  hospital  two  and  a half  years  later 
with  acute  urinary  retention  and  found  to 
be  severely  anemic  and  azotemic.  Excretory 
urogram  at  this  time  showed  a nonfunction- 
ing left  kidney  with  hydronephrosis  on  the 
right  side  caused  by  obstruction  of  the  lower 
ureter.  A month  later  right  cutaneous  ureter- 
ostomy was  performed  with  functional  im- 
provement of  the  right  kidney.  The  etiology 
of  this  obstruction  could  not  be  confirmed 
but  is  believed  to  have  resulted  from  meta- 
static disease  from  his  primary  neoplasm. 
Tomograms  of  the  sacrum  suggested  meta- 
stasis. 

The  second  patient  was  a 78-year-old 
white  male  admitted  to  hospital  with  chills, 
fever,  and  rectal  bleeding.  He  was  treated 
for  pneumonia  but  was  also  found  to  have 
adenocarcinoma  of  the  rectum.  Abdomino- 
perineal resection  was  carried  out  and  the 
final  pathology  report  confirmed  adenocar- 
cinoma of  the  rectum  (Duke  B).  Postop- 
eratively  he  developed  overflow  urinary  in- 
continence. Cystoscopy  and  cystometrogram 
suggested  a flaccid  neurogenic  bladder. 
Treatment  consisting  of  catheter  drainage 
for  one  month  followed  by  Urecholine  (10 
mg  tid)  was  unsuccessful.  Transurethral  re- 
section of  the  prostate  and  bladder  neck 
was  performed  to  decrease  outflow  resist- 
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ance.  Histopathologic  studies  of  the  resected 
tissue  showed  fibromuscular  hyperplasia.  Af- 
ter transurethral  resection,  the  patient’s  uri- 
nary function  stabilized,  but  300  cc  residual 
urine  was  carried  in  the  bladder.  He  was 
readmitted  to  Veterans  Hospital  15  years 
later  with  a mass  in  the  left  groin;  biopsy  of 
the  mass  revealed  metastatic  adenocarcino- 
ma. During  this  admission  he  had  few  uri- 
nary symptoms,  but  the  urine  showed  infec- 
tion, and  250  cc  residual  urine  was  carried 
in  the  bladder.  Acid  phosphatase  measured 
4.1  K.A.  units,  with  a prostatic  fraction  of 
2.9.  The  patient  underwent  transurethral  re- 
section of  the  prostate,  and  examination  of 
tissue  showed  adenocarcinoma  of  the  pros- 
tate. Review  of  slides  of  groin  tissue  showed 
metastatic  adenocarcinoma  consistent  with 
prostatic  origin.  Good  results  have  been  ob- 
tained with  hormone  therapy  in  this  patient. 

Table  1 

Hospital  and  Sex  Distribution 


Males 

Females 

Louisville 

General 

23 

15 

Veterans 

Administration 

61 

1 

TOTAL 

84 

16 

Complications 


A total  of  75  urologic  complications  were 
encountered  in  52  patients.  Urinary  retention 
in  some  degree  was  the  most  common  compli- 
cation after  abdominoperineal  resection.  Thir- 
ty-nine patients  developed  this  problem.  Uro- 
logic investigations  (IVP,  cystoscopy,  cystom- 
etry) were  carried  out  resulting  in  subdivision 
of  these  patients  into  three  categories. 

Prostatic  Obstruction  was  thought  to  be  the 
causative  factor  in  20  patients.  Thirteen  of 
these  were  managed  by  prostatectomy.  Two 
patients  were  found  to  have  adenocarcinoma 
of  the  prostate.  At  times  it  is  difficult  to  dif- 
ferentiate between  carcinoma  of  the  rectum 
and  carcinoma  of  the  prostate  invading  the 
rectum.  Complete  urologic  evaluation  including 
determinations  of  acid  phosphatase  content  of 
blood  and  tumor  tissue  may  be  needed  to  make 
a definite  differential  diagnosis.  As  the  ther- 
apies for  cancer  of  the  prostate  and  cancer  of 
the  rectum  differ  markedly,  no  doubt  should 
be  left  about  the  diagnosis.  Rectal  examination 
is  the  only  way  an  early  prostatic  cancer  is 
detected.  After  abdominoperineal  resection, 
this  method  is  no  longer  available. 

I 
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Table  2 

Disease  Process  Requiring  Abdominoperineal  Resection 

Number  of  Patients 


Adenocarcinoma  of  the  Rectum  79 

Squamous  Cell  Carcinoma  of  the  Rectum  6 

Ulcerative  Colitis  5 

Villous  Adenoma  3 

Others  7 


TOTAL  TOO 


Urethral  strictures  were  found  in  five  pa- 
tients. Three  needed  intermittent  urethral  dila- 
tation and  one  underwent  internal  urethrotomy. 
The  fifth  patient  required  ileal  conduit  urinary 
diversion  because  of  upper  urinary  tract  dilata- 
tion. 

Neurogenic  bladder  dysfunction  was  thought 
to  be  the  cause  of  retention  in  14  patients. 
Three  of  the  patients  in  this  group  were  female. 
All  of  these  patients  were  treated  conservative- 
ly with  prolonged  catheter  drainage,  treatment 
of  infection  and  Urecholine  (bethanechol) 
therapy.  Six  male  patients  underwent  trans- 
urethral resection  to  decrease  the  resistance  to 
the  urinary  flow.  All  the  patients  in  this  group, 
whether  treated  conservatively  or  by  trans- 
urethral resection,  required  prolonged  and  close 
follow-up  care.  Six  patients  required  perma- 
nent catheter  drainage. 

Three  theories  explaining  the  vesical  dys- 
function following  abdominoperineal  resection 
have  been  suggested: 

(1)  Direct  injury  to  the  vesical  nerve  supply 

may  be  one  cause  of  this  complication.  The 
bladder  is  supplied  by  parasympathetic  (S2- 
3-4)  as  well  as  sympathetic  (presacral)  nerves. 
The  parasympathetic  nerve  supply  generally 
is  considered  the  only  nerve  supply  essential 
for  normal  micturition.  Bladder  function  may 
be  dependent  upon  the  coordinated  action  of 
the  sympathetic  and  parasympathetic  nerves. 

Simmons,  after  numerous  abdominoperineal 
resections  in  cadavers,  found  that  some  degree 
of  injury  to  the  parasympathetic  supply  to  the 
bladder  is  inevitable.3  Injury  to  the  sympathetic 
nerves  is  unlikely  because  of  their  position. 
Simmons  concluded  that  bladder  dysfunction 
following  abdominoperineal  resection  is 
attributable  to  this  imbalance  of  innervation 

Table  3 

Ureteral  Obstructions 

Number  of  Patients 


Partial  Obstruction  4 

Total  Obstruction  2 

Bilateral  Obstruction  3 

Ureteroperineal  Fistula  1 
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and  advocated  presacral  neurectomy  to  wipe 
out  the  sympathetic  side  of  the  balance.  Al- 
though good  results  were  obtained  in  a few 
clinical  cases,  the  validity  of  this  hypothesis 
has  not  been  proved. 

(2)  Loss  of  support  produces  sagging  of 
the  bladder  after  abdominoperineal  resection. 
This  anatomic  derangement  also  has  been  im- 
plicated in  bladder  dysfunction.  Some  surgeons 
routinely  fix  the  bladder  to  the  anterior  ab- 
dominal wall  by  suprapubic  cystotomy  or  sim- 
ple sutures,  claiming  a diminished  incidence  of 
bladder  dysfunction. 

(3)  Traumatic  aseptic  pericystitis  has  been 
suggested  as  a cause  of  postoperative  vesical 
dysfunction.  Campbell  found  marked  edema 
and  fibrosis  of  perivesical  space  in  four  patients 
who  underwent  suprapubic  cystotomy,  up  to 
four  weeks  after  the  abdominoperineal  resec- 
tion.2 This  pericystitis  caused  the  bladder  wall 
to  be  rigid  and  unable  to  contract  effectively. 

Bladder  injury  is  another  category  of  uro- 
logic  complications  following  abdominoperineal 
resection.  Two  patients  in  our  series  developed 
vesicoperineal  and  vesicovaginal  fistulas.  Un- 
doubtedly the  bladder  was  entered  more  com- 
monly, but  the  primary  repair  resulted  in  heal- 
ing and  not  in  further  complication.  These  two 
fistulas  resulted  either  from  inability  to  recog- 
nize the  bladder  perforation  or  ischemic  dam- 
age to  the  bladder  wall. 

Urinary  bladder  injuries  are  easy  to  recog- 
nize. If  there  is  doubt,  however,  cystogram 
can  be  performed  to  rule  out  any  extravasation 
of  the  contrast  material.  If  treated  expeditiously 
with  drainage  and  repair,  the  morbidity  is  mini- 
mal. 

Ureteral  obstruction  occurred  in  ten  patients 
in  this  series.  Injury  to  the  ureter  may  be 
recognized  during  the  operation  or  may  go  un- 
recognized (Table  3).  Of  three  patients  with 
bilateral  obstruction,  one  required  ileal  conduit 
urinary  diversion.  Left  nephrostomy  was  per- 
formed in  another,  but  this  patient  died  post- 
operatively.  Bilateral  obstruction  in  the  third 
patient  was  relieved  after  incision  and  drainage 
of  a large  pelvic  abscess. 

One  patient  with  a ureteroperineal  fistula 
was  treated  with  prolonged  ureteral  catheter 
drainage  but  required  nephrectomy  because  of 
persistence  of  the  fistula. 

Two  patients  were  found  to  have  unilateral 
nonfunctioning  kidneys  in  postoperative  uro- 
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grams,  but  no  further  treatment  was  carried 
out.  Neither  patient  had  clinical  evidence  of  ur- 
ologic  injury  at  the  time  of  operation. 

A cutaneous  ureterostomy  relieved  the  ob- 
struction in  another  patient.  The  etiologies  of 
these  ureteral  obstructions  varied  from  patient 
to  patient  as  pre-  and  postoperative  urograms 
were  not  available  in  all  the  cases.  It  was  dif- 
ficult to  distinguish  whether  recurrent  malign- 
ancy, fibrosis  or  direct  surgical  interference  was 
the  definite  etiologic  factor. 

Posterior  urethral  injury  is  probably  not  very 
uncommon  during  the  perineal  portion  of  the 
dissection,  but  because  of  the  universal  catheter 
drainage  in  these  patients,  it  does  not  cause  any 
major  problem.  After  a time,  urethral  stricture 
may  result,  possibly  a result  of  urethral  injury 
or  prolonged  catheter  drainage.  Urethroperineal 
fistula  was  observed  in  two  patients,  and  five 
patients  developed  urethral  strictures,  sympto- 
matic enough  to  require  urologic  care. 

Sexual  morbidity  among  our  patients  could 
not  be  completely  evaluated  because  of  the  lack 
of  information  in  our  records.  Some  researchers 
consider  impotence  a universal  complaint  fol- 
lowing abdominoperineal  resection  of  recto- 
sigmoid.4 

In  our  series,  only  two  male  patients  returned 
to  the  hospital  with  loss  of  sexual  function  (im- 
potence). Both  of  them  were  dismissed  as  hav- 
ing psychologic  problems  unrelated  to  the  di- 
sease or  surgical  therapy.  Impotence  may  be 
attributable  to  loss  of  nerve  supply  to  the  ves- 
sels and  muscles  controlling  erection  in  the 
male. 

An  interesting  aspect  was  pointed  out  by 
Devlin  et  al.,  who  reviewed  their  British  ex- 
perience and  found  two  homosexual  males  who 
underwent  operations  for  anorectal  cancer.  One 
committed  suicide  and  the  other,  when  inter- 
viewed, commented,  “You  should  not  do  it  to 
us  gay  people.”5 

Conclusion 

Whether  a patient  returns  to  a normal  com- 
fortable life  following  abdominoperineal  re- 
section often  depends  upon  urinary  tract  com- 
plications. This  demands  that  a definite  plan  of 
urologic  investigation  be  included  in  the  man- 
agement of  the  patients. 

Mohammad  Amin,  M.D. 

Hans-Udo  Eickenberg,  M.D. 

(References  continued  on  page  606) 
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How  Do  We  Measure  Up?— Health  Costs t 


Lowell  H.  Steen,  M.D.* 


IN  recent  years  the  cost  of  health  care  has 
been  the  foremost  topic  of  conversation 
from  the  halls  of  Congress  to  the  locker 
rooms  of  all  of  the  factories,  stores  and  shops 
in  this  country.  Everyone  has  an  interest  and 
everyone  has  an  opinion.  We,  as  physicians, 
have  been  repeatedly  indicted  as  the  persons 
responsible  for  the  entire  problem  that  faces 
us  now.  We  must  first  recognize  that  there  is  a 
grain  of  truth  in  what  is  said,  for  we  do  have  a 
significant  and  powerful  influence  on  the  utili- 
zation of  health  facilities  and  resources.  The 
ever  increasing  use  of  our  health  resources  is 
easily  measured  in  terms  of  the  total  dollars  ex- 
pended. Therefore,  the  focus  has  become  criti- 
cal. 

There  was  a time  when  each  patient  who 
consulted  his  doctor  expected  of  his  physician 
relief  of  pain,  cure  of  his  illness  or  reassurance 
that  all  would  be  well.  Each  patient  had  im- 
plicit confidence  and  faith  in  his  own  doctor. 
He  had  no  subsidies  with  which  to  pay  other 
than  his  own  personal  resources,  and  perforce 
his  own  resources  limited  his  expenditures  to 
the  bare  necessities,  which  had  a cost  levelling 
influence.  However,  with  the  passage  of  time, 
the  rapid  growth  of  health  insurance  plans, 
and  more  recently  involvement  of  the  federal 
government  in  health  care  financing,  many 
economic  barriers  have  been  removed.  As  John 
S.  Millis  of  the  famous  Millis  report  said,  “If 
we  were  to  give  all  the  people  money  enough 
to  buy  all  the  bananas  they  want,  they  would 
buy  bananas,  and  even  though  the  supply  of 
bananas  would  eventually  run  out,  the  public 
still  would  demand  their  bananas.  Their  de- 
mand would  become  a need  and  soon  they 
would  declare  they  have  the  right  to  bananas.” 


t Presented  at  the  1973  KM  A Interim  Meeting,  March 
29,  Lake  Barkley  State  Park,  Cadiz 
* Hammond,  Indiana.  Chairman,  AMA  Committee 
on  Community  Health  Care. 
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As  a nation,  we  have  promised  quality  health 
services  as  a basic  right  in  over  50  pieces  of 
federal  legislation,  and  we  have  even  started  to 
devise  a system  to  pay  for  it,  but  we  have  not 
educated  the  public  to  the  appropriate  use  of 
these  services  and  facilities.  Likewise,  our  ed- 
ucation program  for  physicians  is  by  no  means 
complete  since  there  remains  a small  percent- 
age of  our  fellow  physicians  who  overutilize 
in-  and  out-patient  facilities  and  whose  charges, 
if  not  exorbitant,  are  by  no  means  in  consort 
with  our  concept  of  the  usual,  customary  and 
reasonable  philosophy.  I predict  that  the  fed- 
eral government  will  soon  embark  upon  an- 
other program  of  issuing  plastic  credit  cards  to 
every  man,  woman  and  child  in  this  country 
which  they  will  be  encouraged  to  use  at  will 
and  for  which  they  will  never  receive  a state- 
ment at  the  end  of  the  month.  This  will  further 
increase  the  cost  of  health  care,  both  per  unit 
and  in  toto! 

I think  first  in  all  fairness,  in  a discussion 
such  as  this  which  has  so  many  ramifications, 
we  must  assume  and  accept  a basic  fact  that 
health  care  costs  have  increased  and  will  con- 
tinue to  increase.  I think  we  must  recognize 
that  physicians  do  play  a role  in  these  costs.  I 
further  believe  implicitly  that  physicians  have 
taken  a position  of  leadership  in  the  war  of  cost 
containment  to  a far  greater  degree  than  have 
our  federal  and  state  legislators,  to  an  infinitely 
greater  degree  than  have  union  leaders,  and  we 
are  far  more  conscious  of  cost  in  our  treatment 
of  the  patients  than  is  the  patient.  The  health 
insurance  industry  has  helped  little — neither 
Blue  nor  commercial.  In  the  AMA  Green  Sheet 
last  week  the  Cost  of  Living  Director  was 
quoted  as  follows:  “The  health  field  has  been 
persistently  among  the  most  inflationary  areas 
in  our  economy,  and  I am  sure  it  is  our  goal  to 
alter  this  trend.  In  a letter  to  the  President, 
Doctor  Kernodle  pointed  out  that  ‘physicians’ 

597 


Health  Costs — Steen 


fees  rose  only  1.7%  under  Phase  2’  and  that  in 
the  past  year  'physicians’  fees  have  not  been  an 
inflationary  factor  in  health  care  costs.’  ” (See 
AM  A Newsletter,  1-15.)  In  spite  of  this  ap- 
parently superb  track  record,  how  do  we  meas- 
ure up?  I shall  attempt  to  outline  for  you 
briefly,  not  all,  but  many  of  the  important 
areas  in  which  the  physician  has  exercised  a 
leadership  role  in  attempting  to  reverse  the 
ever  upward  spiralling  cost  of  health  care.  And 
1 say  parenthetically  that  1 believe  to  date  we 
can  begin  to  see  the  impact  of  this  activity  by 
some  small  levelling  off  of  the  curve.  The 
AM  A Newsletter  of  3/19/73  said:  “Down,  not 
up,  is  the  direction  of  the  average  physician’s 
charges  for  services  under  Medicare,  accord- 
ing to  Social  Security  Administration  data  pub- 
lished in  AM  A Update.  Figures  from  the  be- 
ginning of  Medicare  in  1966  through  1971 
show  average  charges  by  physicians  to  be  down 
5.2%  for  surgical  services  and  1 1.5%  for  medi- 
cal services.  Average  hospital  charges  per  day 
have  gone  up  83%.  Average  charges  in  July, 
1966,  were:  Surgeons,  $174  per  procedure; 
medical  services,  $52;  hospitals,  $47  per  day. 
In  December,  1971,  they  were:  Surgeons  $165; 
medical  services,  $46;  hospitals  $86.  Figures 
for  1972  are  not  available.” 

First  of  all,  each  and  every  practitioner  of 
medicine  has  made  very  significant  changes  in 
his  mode  of  practice  in  the  past  ten  years.  He 
has  made  increasing  use  of  out-patient  facilities 
for  diagnostic  studies  and  for  minor  procedures 
that  can  be  done  outside  the  hospital.  Physi- 
cians collectively  spend  untold  hours  annually 
on  audit  committees  to  eliminate  unnecessary 
work;  through  our  bed  utilization  committees 
to  shorten  the  average  hospital  stay  and  to  dis- 
courage unnecessary  admissions  to  our  hospi- 
tals. We  have  experimented  in  innovative  out- 
patient delivery  systems  and  surgicenters  are 
emerging  in  various  parts  of  the  country.  These 
activities  have  provided  access  to  greater  num- 
bers of  people  and  have  decreased  unit  costs. 
The  physician’s  willingness  to  reduce  length  of 
stay  in  the  hospital  has  alone  accounted  for 
millions  of  dollars  annually,  and  this  has  been 
an  across-the-board  activity  involving  every 
discipline  of  medicine.  To  cite  one  example, 
when  I first  started  into  the  private  practice  of 
medicine  20  years  ago,  we  hospitalized  myo- 
cardial infarctions  for  30  days,  and  today  in  the 


institution  in  which  1 work,  our  average  stay  is 
18  days;  and  our  goal  is  14  days. 

Some  of  the  aforementioned  activities  come 
under  the  generic  heading  of  “peer  review.”  As 
you  all  know,  peer  review  encompasses  the  en- 
tire field  of  the  quality,  the  quantity  and  the  cost 
of  medical  care.  Peer  review  was  not  dreamed 
up  by  some  starry-eyed  liberal  legislator,  but 
was  an  innovation  of  the  medical  profession 
and  has  recently  achieved  great  notoriety;  yet 
from  the  beginnings  of  recorded  medical  his- 
tory, unstructured  and  poorly  documented  peer 
review  was  practiced.  The  first  physician  in 
antiquity  who  sought  the  advice  and  consulta- 
tion of  his  fellow  physicians  indeed  should  be 
credited  with  the  concept  of  peer  review,  for 
this  is  indeed  peer  review  in  its  most  elemental 
form.  Sufficient  evidence  is  not  available  to 
document  all  the  things  we  have  said,  although 
as  the  techniques  of  peer  review  are  refined 
and  more  widely  practiced,  I am  convinced 
that  this  single  exercise  will  have  been  the 
prime  determinant  in  controlling  the  overall 
cost  of  medical  care. 

Physicians  have  been  instrumental  in  intro- 
ducing the  computer  into  medical  practice.  It  is 
used  for  storing  of  historical  data  and  this  data 
is  constantly  available.  The  computer  is  used 
regularly  for  the  monitoring  of  physiological 
parameters.  Patient  survival  can  be  predicted 
on  data  fed  to  the  computer  bank.  There  are 
myriad  applications  to  peer  review.  Electro- 
cardiographic interpretation  is  accessible  to  re- 
mote areas  via  computer  at  a reduction  in  the 
cost  of  interpretation  per  electrocardiogram. 
One  can  cite  untold  examples  of  the  applica- 
tions of  computers  to  medicine  where  there 
have  been  cost  savings  in  which  physicians 
pioneered.  To  cite  a concrete  example,  at  St. 
Luke’s  Hospital  in  Denver,  Colorado,  my 
friend  Robert  Elliott,  M.D.,  informs  me  that  in 
1969  in  the  Denver  area  hospitals,  120,000 
electrocardiograms  were  processed  manually 
and  they  projected  a 12%  annual  increase  for 
this  diagnostic  procedure.  They  centralized  and 
automated  their  electrocardiographic  diagnostic 
services,  and  although  their  break-even  point  is 
300  ECG’s  per  day,  further  increases  in  their 
daily  processing  volume  has  offered  further 
economy — a scale  that  cannot  be  duplicated  by 
conventional  ECG  systems.  A by-product  of 
this  system  is  that  cardiologist  manpower  sav- 
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ings  up  to  75%  have  been  effected  by  placing 
this  automated  system  in  series  with  a rotating 
panel  of  cardiologists  representing  all  of  the 
participating  hospitals.  The  implication  of  this 
statistic  is  clear.  Given  a sufficient  volume  of 
ECG’s,  recent  technological  developments 
make  it  possible  not  only  to  reduce  unit  costs, 
but  to  effect  an  appreciable  savings  in  medical 
manpower,  also. 

So,  again,  we  ask  our  primary  question, 
“How  do  we  measure  up?”  It  would  appear  at 
first  blush  that  we  are  knights  in  shining  armor. 
We  all  know  that  is  not  true.  There  is  much  left 
to  be  done.  All  that  we  have  done  in  the  past 
we  must  continue  to  do  more  of.  We  must  in- 
tensify our  efforts.  We  must  increase  the  num- 
ber of  functioning  peer  review  units  and  co- 
ordinate all  of  the  data  that  is  generated  into 
central  files  so  that  we  can  document  and 
evaluate  costs.  We  must  introduce  the  unit  cost 
concept,  and  although  difficult,  this  concept 
needs  to  be  refined  for  all  medical  procedures 
and  techniques.  We  must  begin  to  think  in 
terms  of  cost  benefit  ratios  and  thereby  evalu- 
ate critically  what  we  do  day  by  day.  We  must, 
through  peer  pressure,  seek  conformity  of  the 
non-conformist.  Lest  I be  misunderstood,  I do 
not  suggest  that  we  should  attempt  to  practice 
medicine  by  a “cookbook.”  All  I say  is  that  we 
must  get  the  most  for  each  health  dollar  spent. 
And  we  do  have  the  responsibility,  in  my  judg- 
ment, to  establish  standards  of  care  which  will, 
perforce,  vary  from  region  to  region,  from 
discipline  to  discipline.  By  establishing  some 
reasonable  conformity  to  an  acceptable  stand- 
ard, we  can  have  immeasurable  impact  upon 
the  total  cost  of  care. 


Although  we  have  been  directly  responsible 
for  increase  in  the  total  dollars  expended  in 
health  care  through  introduction  to  many  ex- 
pensive procedures  such  as  open  heart  surgery, 
organ  transplants,  renal  dialysis,  the  coronary 
care  unit  and  the  intensive  care  unit  among 
many  others,  we  have  contributed  to  the  in- 
creased longevity  of  the  population  of  the 
United  States.  We  have  thereby  created  a new 
problem  for  ourselves  by  increasing  this  lon- 
gevity, making  these  same  individuals  suscep- 
tible to  chronic,  expensive  disorders  for  which 
we  must  now  find  new  solutions  to  the  con- 
tainment of  costs.  It  now  is  our  beholden  duty 
to  be  innovative  in  reducing  the  total  cost  of 
these  illnesses. 

How  do  we  measure  up?  Well,  I suppose  it 
depends  upon  how  and  from  where  you  look 
at  what  has  been  done  and  what  is  left  to  do. 
I rather  imagine  as  a physician  one  could  think 
of  the  charges  made  against  us  by  our  ad- 
versaries; one  could  think  of  the  heroic  and 
monumental  tasks  that  lie  ahead,  and  we  could 
indulge  in  self  pity.  Some  wag  once  said,  “The 
only  thing  to  be  said  about  self  pity  is  that  it’s 
sincere.”  I cannot  believe  that  physicians  in- 
dividually or  collectively  will  resort  to  self 
pity.  I know  no  way  of  estimating,  and  I 
have  been  unable  to  find  any  estimate  of,  the 
physician  impact  on  cost  containment,  but  since 
there  are  no  other  experts  in  this  field,  I can 
speak  with  considerable  authority.  I would 
offhand  think  that  we  have  done  about  60%  of 
what  there  is  to  do.  The  remaining  40%  re- 
mains for  us  to  get  done — and  I am  sure  we 
will. 

How  do  we  measure  up?  Damned  good! 
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PROFESSIONAL  Standards  Review  Or- 
ganization is  the  mechanism  by  which  the 
Federal  government  will  approve  payment 
for  hospital  and  nursing  home  care  of  patients 
insured  by  Medicare  and  Medicaid.  This  activ- 
ity must  be  in  operation  in  1975  which  seems  to 
leave  insufficient  time  to  create  it  or  even  de- 
cide if  it  is  possible,  much  less  if  it  is  desirable 
or  monstrous. 

Under  the  new  rules,  hospital  care  of  sick 
patients  will  become  unnecessarily  cumber- 
some. The  patient's  diagnosis  must  be  estab- 
lished and  we  can  hereafter  disregard  the  in- 
convenient fact  that  a lot  of  our  energy  will  be 
spent  in  trying  to  establish  just  that.  When  we 
have  a patient  and  diagnosis  we  submit  this  to 
the  PSRO  for  its  decisions.  Will  hospitalization 
be  allowed?  If  so,  how  long  a stay  will  be  per- 
mitted? What  diagnostic  maneuvers  will  be 
paid  for,  what  therapies  will  be  approved,  what 
diagnostic  maneuvers  and  therapies  are  re- 
quired to  protect  the  patient  from  “under-utili- 
zation”? Now,  it  will  be  okay  for  a particular 
patient  to  deviate  from  the  PSRO’s  punch 
card  criteria;  all  the  doctor  has  to  do  is  ex- 
plain why,  and  he  will  have  plenty  of  time  and 
inexpensive,  efficient  secretarial  help  for  writ- 
ing letters  of  explanation. 

This  system  developed,  and  operation  could 
become  a burdensome,  time-consuming  ob- 
struction to  the  care  of  the  sick.  The  necessity 
for  daily  records  inspection  will  introduce  new 
clerical  crowds  at  the  nurses  station  and  seri- 
ously intensify  the  unsavory  invasion  of  the 
patient’s  privacy.  Again,  the  unprofessional 
duty  of  explaining  to  the  patient  why  he  is  not 
receiving  what  his  government  promised 
him  will  fall  on  the  physician. 

But  the  immediate  problem  is  even  more 
ironic.  The  criteria  for  every  human  illness 
must  yet  be  established.  Every  diagnosis  must 


have  necessary,  permissable  and  prohibited  lab- 
oratory studies,  x-ray  procedures,  therapies 
and  lengths  of  hospital  stay  established  in 
order  to  approve  or  disapprove  each  diagnosis 
of  each  patient.  This  must  be  done  separately 
in  each  region  of  each  state.  In  all  the  regions, 
the  practicing  physicians  are  congregating  in 
committees  to  execute  the  criteria  so  that  they 
will  be  fair  and  to  forestall  the  government’s 
doing  it  unfairly. 

So,  in  a period  of  1-1/2  years,  countless 
groups  of  practitioners  are  supposed  to  create 
the  equivalent  of  regional  textbooks  of  medi- 
cine, surgery,  pediatrics,  radiology,  pathology, 
obstetrics,  psychiatry,  gynecology,  orthopedics, 
neurology,  urology,  opthalmology,  otorhino- 
laryngology, physical  medicine  and  rehabilita- 
tion sufficiently  succinct  and  correct  that  a 
computer  can  yes — no  every  monetary  charge 
that  accumulates  on  every  bill  of  every  patient 
in  every  hospital.  This  has  not  been  so  very 
well  accomplished  by  the  scholars  who  have 
devoted  their  careers  to  the  creation  of  honest, 
inclusive  professional  textbooks  but  now  those 
who  have  depended  on  such  for  learning  are 
obliged  to  try  to  create  their  own. 

And  after  the  task  is  neatly  completed  and 
the  few  kinks  ironed  out,  the  same  practitioner 
will  have  the  privilege  of  applying  to  the  PSRO 
for  approval  of  patient  care  which  does  not  co- 
incide with  the  criteria  that  he  developed  him- 
self. The  honored  principle  has  been  applied 
again:  Physician,  betray  thyself. 

Even  so,  organized  medicine  is  exerting  huge 
and  immediate  energy  to  comply  with  the  leg- 
islation and  is  trying  to  construct  some  practi- 
cal function  into  this  structure.  One  hopes  the 
government  will  appreciate  this  and  in  turn,  try 
to  cooperate  with  us. 

We  need  all  the  help  we  can  get! 

AEO 
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PSRO  — Another  Opinion 


THE  Kentucky  Foundation  for  Medical 
Care  has  been  struggling  with  the  prob- 
lem of  PSRO  since  its  passage  in  Octo- 
ber of  1972.  Doctor  Overstreet,  in  his  com- 
ments, has  called  attention  to  the  governmental 
monstrosity  that  has  been  designed  for  the 
Health  Care  industry.  It  is  quite  true  that  in 
the  minds  of  most  physicians,  and  even  more 
so,  in  the  minds  of  the  Directors  of  the  Foun- 
dation, this  will  be,  in  fact,  another  bureaucra- 
cy. However,  there  is  one  point  which  seems  to 
have  been  missed  and  that  is  that  Professional 
Standards  Review  Organization  is  a law. 
Through  the  efforts  of  the  AM  A,  (which  op- 
posed PSRO  legislation  for  two  years),  physi- 
cians have  been  allowed  to  set  up  PSRO’s. 
This,  in  the  minds  of  many  of  us,  is  the  best 
compromise  we  could  obtain,  for  certainly 
physicians  are  the  most  qualified  to  judge  the 
quality  of  medical  care. 

The  law  is  to  become  effective  in  January, 
1974,  and  the  PSRO  designate  will  have  until 
January,  1976,  to  prove  its  effectiveness.  Con- 
trary to  Doctor  Overstreet’s  opinion  as  to  lack 
of  manageability  and  the  cumbersome  nature 
of  PSRO  operation,  these  problems  have  been 
faced  squarely  by  the  Foundation  Board.  The 
Foundation’s  Board  of  Directors  feels  that  we 
have  a workable  plan,  one  which  will  alter  the 
individual’s  practice  of  medicine  to  a minimum 
degree,  if  at  all.  The  Foundation  has,  as  you 
know,  applied  for  a designation  as  a state-wide 
PSRO  and  within  the  confines  of  the  law  will 
operate  along  the  lines  of  our  previously  estab- 
lished peer  review  mechanism.  Naturally,  this 
sort  of  operation  will  require  more  day  to  day 
physician  participation,  but  the  benefits  of  in- 
creased quality,  public  relations,  reduction 
of  cost  of  hospitalization  by  elimination  of  over- 


utilization, not  to  mention  the  benefits  indi- 
vidual physicians  will  derive  in  medical  educa- 
tion, seem  to  offset,  in  our  minds,  the  amount 
of  work  involved. 

Under  this  system  of  PSRO  operation,  physi- 
cian involvement  will  be  kept  at  a level  neces- 
sary for  proper  utilization.  Once  methodology 
has  been  established  and  has  become  familiar 
to  all  physicians,  it  is  hoped  that  PSRO  will 
consume  a small  degree  of  your  time.  It  will, 
by  necessity,  involve  a system  of  non-profes- 
sional personnel  whose  duties  will  not  be  that 
of  making  medical  decisions,  but  rather  follow- 
ing established  guidelines  with  no  interference 
in  the  actual  physician-patient  relationship.  The 
Government  has  seen  fit  to  decree  the  use  of 
this  system  so  the  Foundation  Board  of  Direc- 
tors has  felt  obliged  to  follow  its  edict. 

Norms  of  care  are  already  a part  of  our  peer 
review  mechanism  and  only  expansion  of  these 
norms  by  our  physician  members  needs  to  be 
done.  Kentucky  has  been  a leader  in  this  field 
and  through  use  of  the  KMA  Interspecialty 
Council,  this  expansion  should  not  prove  to  be 
an  over-burdensome  task. 

Admittedly,  the  job  of  establishing  the 
ground  work  for  the  PSRO  mechanism  in  Ken- 
tucky is  a large  one.  However,  most  physicians 
are  not  of  a mind  to  shirk  their  duties  or  obli- 
gations. Since  PSRO  is  now  a law  of  the  land, 
in  the  minds  of  the  Foundation’s  Board,  PSRO 
falls  in  the  category  of  duty  and  obligation. 
The  responsibility  for  its  efficient  management 
lies  squarely  in  our  hands.  It  is  hoped  that 
each  of  you  will  have  input  into  its  formulation. 
Each  of  you  will  certainly  be  affected. 

David  A.  Hull,  M.D.,  President 

Kentucky  Foundation  for  Medical  Care 


NOTE:  The  above  editorial  comments  are  presented 
to  help  bring  to  the  KMA  readership  a pair  of  con- 
trasting views  of  the  PSRO  legislation  and  the  KMA 
response  to  it.  Your  editorial  staff  will  be  interested 
in  any  letters  you  may  have  commenting  about  any 
aspect  of  the  PSRO  legislation;  we  invite  your  partici- 
pation in  our  “ Letters ” column. 
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mer  of  1973.  Last  year  positions  were  secured  for  six 
students.  Having  the  support  of  the  Kentucky  Medical 
Association,  the  Kentucky  Hospital  Association,  the 
Kentucky  Academy  of  Family  Physicians,  Blue  Cross 
and  Blue  Shield  and  Kentucky’s  two  medical  schools, 
Kentucky’s  MECO  Program  has  expanded  to  pro- 
vide students  an  opportunity  to  spend  eight  to  ten 
weeks  learning  about  a community’s  total  health  care 
system. 

Physicians  participating  as  program  directors  this 
year  are: 

Oris  Aaron,  M.D.,  Columbia 
John  M.  Allen,  M.D.,  Lexington 
George  S.  Beard,  M.D.,  Hartford 
Joseph  R.  Boggess,  M.D.,  Greenville 
Maurice  Bowling,  M.D.,  Owenton 
James  Brashear,  M.D.,  Central  City 
Paul  T.  Brizendine,  M.D.,  Louisa 
Harold  L.  Bushey,  M.D.,  Barbourville 
Keith  Cameron,  M.D.,  Ary 
Glenn  D.  Cardenas,  M.D.,  Maysville 
George  C.  Cheatham,  M.D.,  Greensburg 
Lee  R.  Chutkow,  M.D.,  Louisville 
Carl  Cooper,  Jr.,  M.D.,  Bedford 
Bennett  L.  Crowder,  M.D.,  Hopkinsville 
Lewis  Dickinson,  M.D.,  Glasgow 

V.  F.  Duvall,  M.D.,  Clarkson 

W.  Gerald  Edds,  M.D.,  Calhoun 

R.  W.  Fidler,  M.D.,  Flemingsburg 

S.  H.  Flowers,  M.D.,  Middlesboro 
Herbert  B.  Francis,  M.D.,  Covington 
James  A.  Freeman,  M.D., 

Dawson  Springs 

Ronald  Garvin,  M.D.,  Louisville 
F.  P.  Giannini,  M.D.,  Princeton 
Herbert  Harkleroad,  M.D.,  Bowling  Green 
John  W.  Harrison,  M.D.,  Ashland 
John  Hemmer,  M.D.,  Louisville 
Vertrees  Hollingsworth,  M.D., 

Georgetown 

Becky  John,  M.D.,  Hazard 
Robert  T.  Johnson,  M.D.,  Beaver  Dam 
H.  B.  Keister,  M.D.,  Mayfield 
James  F.  Kurfees,  M.D.,  Crestwood 
John  A.  Logan,  M.D.,  Henderson 
Dan  A.  Martin,  M.D.,  Madisonville 
James  W.  Morris,  M.D.,  Burkesville 
Harvey  Page,  M.D.,  Pikeville 
William  D.  Pratt,  M.D.,  McDowell 
H.  David  Rosdeutscher,  M.D., 

Bowling  Green 

Nat  Sandler,  M.D.,  Lexington 
John  W.  Simmons,  M.D.,  Monticello 
Glenn  R.  Stout,  M.D.,  Louisville 
Juan  F.  Ulanday,  M.D.,  Danville 
H.  M.  Vandiviere,  M.D.,  Lexington 
Fred  W.  Wampler,  M.D.,  Williamson, 

W.Va. 


1973  KMA  Annual  Meeting 
Is  “Around  the  Corner” 

The  scientific  program  of  the  1973  KMA  Annual 
Meeting  will  get  underway  Tuesday  morning,  Septem- 
ber 18  with  presentations  on  “Critical  Care  Medicine.” 
All  general  sessions  will  be  held  in  the  Bluegrass  Con- 
vention Center  in  Louisville  (at  the  intersection  of 
1-64  and  Hurstbourne  Lane). 

Other  topics  to  be  discussed  during  the  three-day 
session  will  be  “Pollution,”  “Renal  Problems”  and 
“Sex  and  Its  Consequences.” 

The  President’s  Luncheon,  to  be  held  at  11:50  a.m., 
Wednesday,  September  19  in  Belle  Hall  at  the  Blue- 
grass  Convention  Center,  will  feature  Robert  H. 
Henry,  Director  of  Professional  Affairs  of  the  U.S. 
Pharmacopeial  Convention.  Mr.  Henry’s  topic  is 
“The  U.S.P.— Give  It  To  The  Elephants.”  KMA 
award  presentations  and  the  installation  of  the  1973-74 
KMA  President,  Fred  C.  Rainey,  M.D.,  will  also 
highlight  this  year’s  President’s  Luncheon.  Tickets 
will  be  on  sale  at  various  locations  at  the  Ramada 
Inn  and  Bluegrass  Convention  Center. 

Sixteen  specialty  groups  will  meet  on  Tuesday  and 
Thursday  afternoons  at  2 p.m.  Meeting  on  Tuesday, 
September  18,  will  be  the  groups  representing  anes- 
thesiology, chest  medicine,  orthopedics,  pediatrics, 
plastic  and  reconstructive  surgery,  radiology,  surgery 
and  urology.  Groups  representing  dermatology,  family 
medicine,  industrial  medicine,  internal  medicine,  ob- 
stetrics and  gynecology,  psychiatry  and  public  health 
will  meet  on  Thursday,  September  20. 

The  House  of  Delegates  will  meet  on  Monday, 
September  17  at  9 a.m.  at  Ramada  Inn  and  again  on 
Wednesday,  September  19  at  7 p.m.  at  Bluegrass 
Convention  Center. 

Other  features  of  the  1973  Annual  Meeting  include 
an  Orientation  Program  for  new  members  on  Wed- 
nesday, September  19;  the  annual  Convention  of  the 
Woman’s  Auxiliary  to  KMA  on  September  17-19; 
the  KEMPAC  Seminar  on  Monday  evening,  Septem- 
ber 17  and  many  alumni  reunions  of  the  University 
of  Louisville  School  of  Medicine. 

Complete  details  of  this  year’s  Annual  Meeting  are 
featured  in  the  August  issue  of  The  Journal  of  KMA. 

Ky.  MECO  Program  Places 
67  Students  This  Year 

The  Kentucky  MECO  (Medical  Education  and 
Community  Orientation)  Program  has  placed  67  pre- 
clinical  medical  students  in  hospitals,  clinics  and  pri- 
vate practices  throughout  Kentucky  during  the  sum- 


Licensure Article  in  JAMA 

The  editors  of  The  Journal  of  KMA  would  like  to 
call  attention  for  those  interested  in  medical  licensure 
and  the  changing  pattern  of  medical  education  to  an 
article  published  in  the  July  23  issue  of  JAMA  en- 
titled “Evaluation,  Certification  and  Licensure  in 
Medicine.”  The  article  encompasses  the  conclusions 
and  recommendations  of  the  Committee  on  Goals 
and  Priorities  of  the  National  Board  of  Medical 
Examiners  for  a long-range  plan  that  includes  educa- 
tional achievement  examinations  during  medical 
school. 
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Louisville  Attorneys  Retained 
As  KMA  Legal  Counsel 

The  Board  of  Trustees  has,  effective  July  1,  1973, 
retained  the  services  of  Stites,  McElwain  and  Fowler, 
Louisville  attorneys,  to  act  as  legal  counsel  for  KMA. 

Mr.  Carl  Wedekind,  a member  of  the  firm,  has 
been  assigned  to  the  KMA  account  and  he  will  be 
assisted  by  other  firm  members  in  his  role  as 
counsel  for  KMA. 

In  authorizing  the  change  in  legal  counsel  for 
KMA,  the  members  of  the  Board  of  Trustees  voted 
that  a Louisville  firm  be  retained  which  would  be 
in  close  proximity  to  the  KMA  Headquarters  Office 
to  service  KMA’s  increasing  needs.  The  Louisville 
firm  also  has  an  additional  office  in  Frankfort. 


Miscellaneous  Meetings  Planned 
During  KMA  Annual  Session 

Several  miscellaneous  meetings  have  been  scheduled 
during  the  KMA  Annual  Session.  The  time,  date  and 
place  of  meeting  planned  at  press  time  are  listed  be- 
low. 


12:30  p.m. 


9:00  a.m. 
12:30  p.m. 


2:00  p.m. 


6:00  p.m. 


12:00  noon 


12:00  noon 


12:00  noon 


5:30  p.m. 
5:30  p.m. 


Sunday,  September  16 

KMA  Board  of  Trustees,  Luncheon 
Meeting,  Natchez  Room,  Bluegrass  Con- 
vention Center 

Monday,  September  17 

KMA  House  of  Delegates,  Meeting, 
Jeffersonian  Rooms,  Ramada  Inn 
Reference  Committee  Chairmen  Lunch- 
eon, Majestic  Room.  Bluegrass  Conven- 
tion Center 

Reference  Committee  Meetings,  Island 
Queen  and  Idlewild  Rooms,  Cincinnati 
Room,  Eclipse  Room,  Grand  Republic 
Room,  Delta  Queen  Room,  Natchez 
Room,  Bluegrass  Convention  Center 
KEMPAC  Reception,  Seminar  and  Ban- 
quet, Banquet  Area,  Bluegrass  Conven- 
tion Center 

Tuesday,  September  18 

KMA  Executive  Committee  and  Ref- 
erence Committee  Chairmen  Meeting, 
Mark  Twain  Room,  Ramada  Inn 
Kentucky  Chapter,  American  College  of 
Surgeons,  Luncheon  Meeting,  Jefferson- 
ian Room,  Ramada  Inn 
Kentucky  Society  of  Pathologists,  Lunch- 
eon Meeting,  Magnolia  Room,  Ramada 
Inn 

Kentucky  Society  of  Anesthesiologists, 
Social  Hour,  Delta  Queen  Room,  Blue- 
grass Convention  Center 
KMA — WA-KMA  Reception,  Poolside, 
Ramada  Inn 


7:00  p.m.  Kentucky  Chapter,  American  Academy 
of  Pediatrics,  Banquet,  Banquet  Area, 
Bluegrass  Convention  Center 

7:00  p.m.  Kentucky  Chapter,  American  College  of 
Radiology,  Social  Hour  and  Dinner, 
Enterprise  Room,  Bluegrass  Convention 
Center 

7:00  p.m.  Kentucky  Orthopaedic  Society,  Social 
Hour  and  Dinner,  Sheraton  Inn,  Hurst- 
bourne  Lane 

7:00  p.m.  Kentucky  Chapter,  American  College  of 
Chest  Physicians,  Social  Hour  and  Din- 
ner, Grand  Republic  Room,  Bluegrass 
Convention  Center 

7:00  p.m.  Kentucky  Urological  Association,  Social 
Hour  and  Dinner,  Natchez  Room,  Blue- 
grass Convention  Center 

Wednesday,  September  19 

7:30  a.m.  Medical  Advisory  Committee  of  the 
Kentucky  Society  for  the  Prevention  of 
Blindness,  Breakfast,  Louisville  Room, 
Ramada  Inn 

11:50  a.m.  President’s  Luncheon,  Banquet  Area, 
Bluegrass  Convention  Center 

3:30  p.m.  KMA  Orientation  Program,  Grand  Re- 
public Room,  Bluegrass  Convention  Cen- 
ter 

4:30  p.m.  KMA  Board  of  Trustees,  Dinner  and 
Meeting,  Natchez  Room,  Bluegrass  Con- 
vention Center 

7:00  p.m.  KMA  House  of  Delegates,  Meeting, 
Banquet  Area,  Bluegrass  Convention 
Center 


Thursday,  September  20 

10:00  a.m.  Kentucky  Diabetes  Association  Meeting, 
Grand  Republic  Room,  Bluegrass  Con- 
vention Center 

12:00  noon  Kentucky  Chapter,  American  College  of 
Physicians,  Luncheon,  Magnolia  Room, 
Ramada  Inn  (meeting  with  the  Ken- 
tucky Diabetes  Association) 

12:00  noon  Kentucky  Obstetrical  and  Gynecological 
Society,  Luncheon,  Jeffersonian  Room, 
Ramada  Inn 

12:00  noon  KMA  Board  of  Trustees,  Luncheon 
Meeting,  Majestic  and  New  Orleans 
Rooms,  Bluegrass  Convention  Center 
6:00  p.m.  Kentucky  Psychiatric  Association,  Social 
Hour  and  Dinner,  Jeffersonian  Room, 
Ramada  Inn 

September  17-18-19 

All  Day  Class  of  ’38  University  of  Louisville 
School  of  Medicine,  Headquarters 
Room,  Ramada  Inn 
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What’s  on  your 
patient’s  face... 

may  be  more  important  than 
his  chief  complaint 


Patient  ET.*  seen  on 
3/ 29/67  shows  typical 
lesions  of  moderately 
severe  keratoses.  Note 
residual  scarring  on 
ridge  of  nose  from  pre- 
vious cryosurgical  and 
electrosurgical 
procedures. 


Patient  ET.*  seen  on 
6/12/67,  seven  weeks 
after  discontinuation 
of  5%  FU  cream.  Re- 
action has  subsided. 
Residual  scarring  not 
seen  except  that  due 
to  prior  surgery.  In- 
flammation has  cleared 
and  face  is  clear  of 
keratotic  lesions. 

*Data  on  file, 

Hoffmann -La  Roche 
Inc.,  Nutley,  N.J 


The  lesions  on  his  face 
are  solar/actinic— 
so-called  "senile”  keratoses... 
and  they  may  be  premalignant. 


Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  characteris- 
tics. The  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 

Sequence  of  therapy- 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
this  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 


Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  cos- 
metic results.  Incidence  of  scarring  is  low.  This  is  par- 
ticularly important  with  multiple  facial  lesions.  Efudex 
should  be  applied  with  care  near  the  eyes,  nose  and  mouth. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivil' 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  in- 
flammatory reactions  in  adjacent  normal  skin.  Avoid  prc 
longed  exposure  to  ultraviolet  rays.  Safe  use  in  pregnane; 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands  immedi- 
ately. Apply  with  care  near  eyes,  nose  and  mouth.  Lesion  ■ 
failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmen- 
tation and  burning  at  application  site  most  frequent;  also 
dermatitis,  scarring,  soreness  and  tenderness.  Also  re- 
ported-insomnia, stomatitis,  suppuration,  scaling,  swell- 
ing, irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic 
granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to 
cover  lesion  twice  daily  with  nonmetal  applicator  or  suit- 
able glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— contain- 
ing 2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyi 
and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and 
parabens  (methyl  and  propyl). 


<®> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


This  patient’s  lesions  were  resolved  with 

Efudex 

fluorouracil/Roche 

5%cream/solution...a  Roche  exclusive 


KET  To  Premiere  Series 
In  Fall  on  Feelings 

Two  new  series  dealing  with  feelings  will  premiere 
on  Kentucky  Educational  Television  this  fall.  A child- 
centered  series,  “Inside/Out,”  beginning  on  October 
2,  at  9:45  a.m.,  and  its  adult  corollary,  “Echoes  of 
Childhood,”  beginning  on  September  25  at  7:30  p.m., 
will  take  a positive  look  at  feelings  and  how  to  deal 
with  them. 

The  State  Departments  of  Mental  Health  and  Edu- 
cation, along  with  Kentucky  Educational  Television, 
are  co-sponsors  of  the  “Echoes  of  Childhood”  se- 
ries which  is  intended  to  remind  adults  of  their  im- 
portant role  in  the  emotional  growth  and  development 
of  children. 


Abdominoperineal  Resection 

Amin  and  Eickenberg 

(Continued  from  page  596) 


References 

1.  Miles,  W.  E.,  A method  of  performing  abdominoperineal 
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4.  Kickham,  C.  J.  E.  and  Bruce,  N.  H.,  Urological  com- 
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5.  Devlin,  H.  B.,  Plant,  J.  A.  and  Griffin,  M.,  Aftermath  of 
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Louisville  Groups  Schedule 
Sex  Education  Seminar 

The  Greater  Louisville  Organization  for  Health, 
Inc.  (GLOH)  and  the  Louisville  Area  Family  Plan- 
ning Council,  Inc.  will  sponsor  a symposium  and  sem- 
inar on  “Sex  Education  in  Our  Community”  on  Oc- 
tober 13-14,  1973. 

Held  in  the  University  of  Louisville  Health  Sciences 
Auditorium,  the  seminar  will  feature  speakers  from 
the  U of  L Departments  of  Obstetrics  and  Gynecology 
and  Family  Practice  and  the  Kent  School  of  Social 
Work.  Lecture  presentations  and  workshops  will  deal 
with  sex  and  drug  education. 


Maternal  Mortality  Page 

(Continued  from  page  566) 

experience  her  greatest  difficulty  in  the  third 
trimester  of  pregnancy  when  cardiac  output  and 
blood  volume  are  at  a maximum.  Cases  of  dis- 
secting aneurysm  of  the  aorta  have  been  re- 
ported that  are  associated  with  coarctation  of 
the  aorta,  but  in  others  the  cause  is  unknown. 
As  stated  by  Reid,  the  onset  and  course  of  the 
disease  are  dramatic  and  overwhelming.  Death 
comes  rapidly  following  severe  and  sudden 
chest  pain,  shortness  of  breath  and  extreme 
weakness.  Death  has  been  known  to  occur  for 
as  long  as  two  weeks  following  the  onset  of 
symptoms,  but  usually  it  is  sudden.  This  is  in- 
deed a most  unfortunate  and  unusual  compli- 
cation of  pregnancy. 


Reference 

1 Reid.  Duncan  E.  Textbook  of  Obstetrics.  W.  B.  Saunders 
& Co.  Philadelphia,  1962,  p.  817. 


In  one  weekend 
you  can  be  a more 
effective  speaker. 
That’s  a promise. 

A. 


How?  By  attending  the  AMA  Speakers  and 
Leadership  Program  Over  8.000  MDs  have 
Sessions  include  theory  and  drills  on  message 
preparation,  delivery,  fielding  of  questions,  as 
well  as  individual  coaching  and  instant  TV 
olayback 

Programs  are  held  at  the  Marriott  Motor 
Hotel,  O'Hare  Airport  in  Chicago. 

- Next  programs  are: 

M Aug.  31-Sept.  2 

M Oct.  26-28 

Nov. 

Contact:  Mortimer  Enright 
Director.  AMA  Speakers 
and  Leadership  Programs 
535  N Dearborn  St. 

Chicago.  Ill  60610 
(312)  751-6484 


PHYSICIANS  (2),  GENERAL  MEDI- 
CINE — For  Intermediate  Medical  Service 
and  Out-Patient  Clinic.  Full  time,  630  bed 
division  of  VA  General  Hospital  with  med- 
ical school  affiliation.  Salary  negotiable  de- 
pending on  qualifications.  Liberal  fringe 
benefits.  License  in  any  state  acceptable. 
Non-discrimination  in  employment.  Write: 
C.  I.  Schwartz,  M.D.,  Chief  of  Staff,  Vet- 
erans Administration  Hospital,  Leestown 
Division,  Lexington,  Kentucky  40507. 
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He  won’t  resist 


feeling  better  with 


Mylanta 


® 


Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


‘Antiacid”  action 
for  ulcer  patients... 


one  of  the  many 
things^you  need  in  an 
anticholinergic. 


Pro-Banthine  is  provided  in  several  different  dos- 
age forms  and  combinations  which  will  meet  vir- 
tually any  clinical  need.  It  is  just  as  versatile  in 
filling  patient  needs,  among  which  are: 

"Antiacid''  action — Pro-Banthine®  (propantheline 
bromide)  reduces  gastric  secretory  volume  and 
resting  total  and  free  acid. 

"Sustained"  action — Pro-Banthine  P.A.®  (propan- 
theline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads; 
on  ingestion  about  half  of  the  drug  is  released 
within  an  hour  and  the  remainder  continuously  as 
earlier  increments  are  metabolized. 

High-level  anticholinergic  activity  is  main- 
tained all  day  and  all  night  in  most  patients  with 
only  two  tablets  every  eight  hours. 

"Analgesic”  action — Pro-Banthine  helps  to  control 
the  acid-spasm-pain  complex. 

A "diagnostic  tool" — Pro-Banthine  may  be  used 
parenterally  to  immobilize  the  duodenum  for 
more  revealing  roentgenographic  appraisal 
through  hypotonic  duodenography. 

Pro-Banthine  is  considered  adjunctive  in  total 
peptic  ulcer  therapy  that  may  include  diet,  con- 
ventional antacids,  bed  rest,  and  other  supportive 
measures. 

Vigorous  anticholinergic  action  — Pro-Banthine® 
Vials,  30  mg.,  are  for  intramuscular  or  intravenous 
use  when  prompt  and  vigorous  anticholinergic  ac- 
tion is  required. 


Indications:  Pro-Banthtne  is  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer.  Dosage  must  be  adjusted 
to  the  individual. 

Contraindications:  Glaucoma,  obstructive  disease  of  the 
gastrointestinal  tract,  obstructive  uropathy,  intestinal  atony, 
toxic  megacolon,  hiatal  hernia  associated  with  reflux 
esophagitis,  or  unstable  cardiovascular  adjustment  in 
acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease  should  be 
given  this  medication  with  caution. 

Fever  and  possibly  heat  stroke  may  occur  due  to  anhidrosis. 
In  theory  a curare-like  action  may  occur,  with  loss  of  volun- 
tary muscle  control.  For  such  patients  prompt  and  continu- 
ing artificial  respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate  obstruction, 
and  this  possibility  should  be  considered  before  adminis- 
tering Pro-BanthTne. 

Precautions:  Since  varying  degrees  of  urinary  hesitancy 
may  be  evidenced  by  elderly  males  with  prostatic  hyper- 
trophy, such  patients  should  be  advised  to  micturate  at 
the  time  of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients  severely  ill  with 
ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying  of  salivary 
secretions  may  occur  as  well  as  mydriasis  and  blurred 
vision.  In  addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness,  dizziness,  insom- 
nia, headache,  loss  of  the  sense  of  taste,  nausea,  vomiting, 
constipation,  impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The  recommended  daily  dos- 
age for  adult  oral  therapy  is  one  15-mg.  tablet  with  meals 
and  two  at  bedtime.  Subsequent  adjustment  to  the  patient's 
requirements  and  tolerance  must  be  made. 

Pro-BanthTne  P.A. —Each  tablet  of  Pro-Banthine  P.A.  (pro- 
pantheline bromide)  contains  30  mg.  of  the  drug  in  the 
form  of  sustained-release  or  timed-release  beads;  on  in- 
gestion about  half  of  the  drug  is  released  within  an  hour 
and  the  remainder  continuously  as  earlier  increments  are 
metabolized.  Thus  the  result  is  even,  high-level  anticholin- 
ergic activity  maintained  all  day  and  all  night  in  most  pa- 
tients with  only  two  tablets  daily.  Some  patients  may 
require  one  tablet  every  eight  hours. 

The  contraindications  and  precautions  applicable  to  Pro- 
Banthine  15  mg.  should  be  observed. 

How  Supplied:  Pro-Banthine  is  supplied  as  tablets  of  15 
and  7.5  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg. 


Mild  anticholinergic  action — Pro-Banthine®  Half 
Strength,  7.5-mg.  tablets,  for  more  exact  adjust- 
ment of  maintenance  dosage  in  mild  to  moderate 
gastrointestinal  disorders. 

Pro-BanthTne* 

brand  of  ill*  1 *1 

propantheline  bromide 

a good  option  in  peptic  ulcer 


SEARLE  Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  51 10.  Chicago,  III.  60680 
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Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported In  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him 
a good  night’s  sleep. 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember  . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 


Placidyf  © 


Council  on  Environmental,  Occupational,  and  Public  Health 
of  the  American  Medical  Association 

Statement  on  Venereal  Diseases 


Gonorrhea  ranks  first  (excluding  influenza)  and 
syphilis  Ihird  among  the  reportable  diseases  in  the 
United  States.  During  1972,  there  were  767,215  gon- 
orrhea cases  reported,  14.5%  higher  nationally  than 
the  previous  year  and  more  than  double  the  number 
reported  in  1965.  Increases  have  occurred  in  all  parts 
of  the  nation  and  in  all  age  and  sex  groups,  but  the 
largest  concentration  of  cases  is  in  the  15-24  year  age 
group.  Allowance  for  both  under  reporting  and  fail- 
ure to  diagnose  all  cases  as  they  occur  suggests  that 
the  actual  occurrence  of  gonorrhea  infection  last  year 
was  about  2.5  million. 

The  Center  for  Disease  Control  estimates  that  the 
reservoir  of  gonorrhea  includes  6 to  800,000  females 
and  about  100,000  males  that  are  asymptomatic.  To 
help  reduce  this  reservoir  of  silent  carriers,  most 
states  have  implemented  gonorrhea  screening  pro- 
grams for  females.  The  Center  for  Disease  Control 
reports  that  from  July  1972  to  March  1973  there 
were  3,117,022  females  screened  and  158,604  (5.1%) 
had  a positive  test  for  gonorrhea.  Of  664,110  females 
tested  in  private  physician  offices  throughout  the  na- 
tion, 2.5%  had  a positive  culture  for  gonorrhea.  The 
Council  urges  medical  societies  to  promote  gonorrhea 
culture  screening  among  females. 

During  1972,  syphilis  morbidity  (all  stages)  ex- 
ceeded 91,000  reported  cases.  The  number  of  con- 
genital syphilitics  under  one  year  of  age  numbered 
383  in  1972.  Reported  cases  of  primary  and  secondary 
syphilis  (the  infectious  stages)  numbered  24,429,  up 
3%  from  the  previous  year,  with  an  estimated  85,000 
cases  occurring  annually.  Because  large  numbers  have 
escaped  detection  over  the  years,  it  is  estimated  that 
if  every  person  in  the  United  States  could  be  tested 
for  syphilis  today,  about  1/2  million  previously  un- 
treated cases  would  be  found. 

An  important  procedure  used  to  identify  persons 
infected  with  syphilis  or  gonorrhea  is  laboratory  re- 
porting to  public  health  authorities  of  those  persons 
who  have  a positive  test  for  either.  The  patient  is 
contacted  through  his  own  physician  for  diagnosis 
and  treatment  if  necessary.  The  following  states  do 
not  have  laws  or  health  department  regulations  that 
require  laboratories  to  report  persons  with  positive 
VD  tests  to  health  authorities:  Alaska,  Idaho,  Indiana, 
Louisiana,  Maine,  Massachusetts,  North  Dakota, 
South  Dakota  and  Washington.  Experience  has 
shown  that  many  laboratories  refuse  to  report  per- 
sons with  a positive  test  for  venereal  disease  to  the 
health  department  until  it  is  required  by  law  or  regu- 
lation. The  Council  recommends  that  medical  so- 
cieties in  these  states  take  appropriate  action  for 
the  enactment  of  laws  or  regulations  that  require  labo- 
ratories to  report  the  positive  venereal  tests. 

With  the  exception  of  Wisconsin,  all  the  states  now 
have  laws  or  regulations  permitting  the  treatment  of 
minors  for  venereal  disease  without  parental  consent. 
It  is  believed,  however,  that  some  of  the  states’ 
laws  and  regulations  are  so  worded  to  make  them 


inadequate.  Also,  some  of  the  states  might  improve 
their  laws  by  broadening  the  age  group  definition 
of  minors. 

Physicians  in  private  practice  treat  approximately 
80%  of  the  syphilis  and  gonorrhea  that  comes  to  diag- 
nosis but  report  to  public  health  departments  only 
one  out  of  every  eight  cases  of  syphilis  and  one  out 
of  every  nine  cases  of  gonorrhea  they  treat.  Physicians 
should  assist  public  health  departments  by  reporting 
the  venereal  disease  cases  they  treat.  Medical  societies 
are  urged  to  cooperate  and  give  broad  support  to 
public  health  authorities.  Much  effort  must  still  be 
made  by  health  departments  and  medical  societies  to 
foster  mutual  trust  so  that  public  and  private  medicine 
can  work  effectively  for  the  control  of  both  syphilis 
and  gonorrhea.  Most  state  and  some  local  health  de- 
partments have  venereal  disease  interviewer-investiga- 
tors who  can  work  confidentially  with  the  patient 
and  his  contacts  to  determine  the  source  and  spread 
of  his  infection.  The  Council  urges  the  physician  to 
utilize  the  services  of  these  trained  investigators. 

Adequate  therapy  of  venereal  disease,  using  the 
right  forms  and  dosages  of  antibiotics,  is  essential. 
Neisseria  gonococci  has  shown  the  ability  to  develop 
resistance  to  penicillin  to  the  point  where  the  rec- 
ommended dosage  now  is  4.8  million  units  of  Aqueus 
procaine  penicillin  for  the  treatment  of  gonorrhea  in 
both  males  and  females.  It  is  anticipated  that  addition- 
al changes  in  treatment  may  have  to  be  made  from 
time  to  time  as  increasing  resistance  becomes  a prob- 
lem or  more  effective  antibiotics  are  discovered.  For 
this  reason  the  Council  urges  that  medical  societies 
impress  upon  their  members  the  need  for  keeping 
abreast  of  changes  in  the  recommended  therapy  of 
the  venereal  diseases. 

The  Council  encourages  the  publication  of  more 
articles  in  professional  journals  on  venereal  disease 
and  its  control  for  the  guidance  of  the  profession. 
Medical  societies  are  asked  to  support  education  of 
the  public  through  more  extensive  and  imaginative 
use  of  all  available  media  and  through  school  curricu- 
lum. 

The  Council  urges  medical  societies  to  acquaint 
their  membership  with  the  growing  and  alarming  di- 
mensions of  the  venereal  disease  problem.  Physicians 
should  take  all  appropriate  measures  to  reverse  the 
rise  in  venereal  disease  and  bring  it  under  control. 


MESSAGE  CENTER 
491-1929 

You  may  be  reached  through  this  number  at  the 
Bluegrass  Convention  Center  during  the  KMA 
Annual  Meeting. 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0.1 3/rg/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SGOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day;  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices.  Because  of  lim- 
ited data  on  repeated  doses,  no  rec- 
ommendations can  be  made. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles. 

ROGRIG<®> 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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with  a single  dose  of  Antiminth 

(pyrantel  pamoate) 0RAL  SUSPENSION 


Highly  effective  against 
pinworm  and  roundworm 

Non-staining  to  teeth 
or  oral  mucosa  on  ingestion,  to 
stools,  clothing,  linen 

Simple  dosage  with  a 
single-dose  regimen:  1 cc.  per 
10-lb.  body  weight  (1  tsp./50  lb.; 
maximum  dose,  4 tsp.) 


Well-tolerated,  based  on 
clinical  studies* 

Pleasant-tasting,  easy-to- 
take,  caramel-flavored  oral 
suspension 

Economical,  because  one 
prescription  can  treat  the  entire 

family  ROeRIG  A 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 

ORAL  SUSPENSION 


While  Antiminih  is  highly  effective  against  pinworms  and  roundworms,  the  illustration  is  not  meant  to  imply  100%  efficacy. 
*Data  on  file  at  Roerig.  Please  see  prescribing  information  on  facing  page. 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 


SEPTEMBER 

13-14  Seminar,  “Sex  Education  in  Our  Community,” 
sponsored  by  Greater  Louisville  Organization 
for  Health  and  Louisville  Area  Family  Plan- 
ning Council,  Health  Sciences  Center  Audi- 
torium, Louisville 

18-20  KMA  ANNUAL  MEETING.  Ramada  Inn/ 
Bluegrass  Convention  Center,  Louisville 

21-22  Postgraduate  seminar*,  “Nephrology  for  the 
Practicing  Physician,”  University  of  Kentucky 
Medical  Center,  Lexington.  Registration  fee: 
$40.  Seven  hours  of  AAFP  credit. 

26-27  Seminar**,  “Clinical  Aspects  of  Pain,”  De- 
partment of  Anesthesiology,  University  of 
Louisville  School  of  Medicine,  Advance  Reg- 
istration Requested  ($25  for  physicians); 
Health  Sciences  Center  Auditorium,  Louisville 


OCTOBER 

1-3  Scientific  program*,  “Changing  Concepts  and 
Methods  in  the  Practice  of  Cardiology,”  Uni- 
versity of  Kentucky  Medical  Center,  Lexing- 
ton, sponsored  by  U.K.  College  of  Medicine 
and  Indiana  University  School  of  Medicine. 
Registration  fee:  $100  (for  members  of  the 
American  College  of  Cardiology)  $125  (for 
non-members). 

7-13  Family  Medicine  Review  Program*,  Univer- 
sity of  Kentucky  Medical  Center,  Lexington. 
Registration  fee:  $185.  AAFP  credit  has  been 
requested  for  54  hours. 


*For  further  information  contact:  Ronald  D.  Hamil- 
ton, M.D.,  Director,  Continuing  Education,  College 
of  Medicine,  University  of  Kentucky,  Lexington,  Ken- 
tucky 40506. 

**For  further  information  contact:  Gerald  D.  Swim, 
Assistant  Director,  Office  of  Continuing  Education, 
University  of  Louisville  School  of  Medicine,  Louis- 
ville, Kentucky  40201. 


NOVEMBER 

7 Ninth  Annual  Louisville  Pediatric  Lecture,  by 

Melvin  Grumbach,  M.D.,  University  of 
Louisville  School  of  Medicine,  Health 
Sciences  Center  Auditorium,  Louisville 

8-9  Newborn  Symposium,  “Congenital  Defects  — 

Management  and  Outcome”,  Department  of 
Pediatrics,  University  of  Louisville  School  of 
Medicine,  Health  Sciences  Center  Auditorium, 
Louisville 

10-11  Scientific  Seminar,  Kentucky  Academy  of 

Family  Physicians,  Jenny  Wiley  State  Park, 
Prestonsburg 


IN  SURROUNDING  STATES 

OCTOBER 

1-2  Tennessee  Valley  Medical  Assembly,  Read 
House,  Chattanooga 

10-11  Postgraduate  course,  “Everything  You  Always 
Wanted  To  Know  About  Dermatology,”  Cleve- 
land Clinic  Foundation,  Cleveland 

19-20  Postgraduate  course,  “Current  Status  in  Arti- 
ficial Organs,”  Cleveland  Clinic  Foundation. 
Cleveland 

19-20  Colloquium,  ‘The  Range  of  Normal  in  Human 
Behavior,”  Shriners  Burn  Institute  Auditorium. 
University  of  Cincinnati  Medical  Center,  Cin- 
cinnati 

21-25  Annual  Scientific  Assembly,  American  College 
of  Chest  Physicians,  Four  Seasons  Hotel,  To- 
ronto, Ontario,  Canada 

NOVEMBER 

14-17  Seminar  on  “Life-Saving  Measures  for  the 
Critically  Injured,”  sponsored  by  the  American 
College  of  Surgeons  and  the  University  of 
Tennessee  College  of  Medicine,  Shrier  Audi- 
torium, Memphis 

DECEMBER 

1-5  Clinical  Convention,  American  Medical  Asso- 
ciation, Anaheim,  California 


614 


A1UEE  vMhC  SCRAPBOOK 

of  Vitamin  Facts  & Fallacies 


THE  COMMON  PRACTICE  IN  MANY  RESTAURANTS,  HOSPITALS, 
AND  OTHER  INSTITUTIONS  INCLUDING  OLD  PEOPLES'  HOMES 
AND  NURSING  HOMES  OF  "HOLDING"  COOKED  FOODS  IN 
STEAM  TABLES  BEFORE  SERVING  RESULTS  IN  A SIZABLE 
LOSS  OF  B AND  C VITAMINS. 


DURING  THE  CIVIL  WAR  30,714  CASES  OF  SCURVY  WERE 
REPORTED,  AND  383  DEATHS  WERE  ATTRIBUTED  DIRECTLY 
TO  THE  DISEASE. 


THE  AMOUNT  OF  SUNLIGHT  AVAILABLE  DURING 
RIPENING  DETERMINES  TO  A LARGE  EXTENT  THE 
FINAL  ASCORBIC  ACID  CONTENT  OF  TOMATOES. 
HENCE,  A COOL,  WET  SUMMER  PRODUCES  WATERY, 
LESS  TASTY  FRUIT  THAT'S  LOWER  IN  VITAMIN  C. 


RONSSENS,  A DUTCH  PHYSICIAN,  WROTE  IN  1564  THAT  "DUTCH 
SAILORS  WHO,  RETURNING  FROM  SPAIN,  WERE  ATTRACTED 
BY  THE  NOVEL  RICHNESS  OF  THE  FRUIT  (ORANGES)  AND  BY 
THEIR  GREED  AND  GLUTTONY,  UNEXPECTEDLY  DROVE  OUT  THE 
DISEASE  (SCURVY),  AND  HAD  THIS  HAPPY  EXPERIENCE  NOT 
ON  A SINGLE  OCCASION  ONLY,  BUT  REPEATEDLY." 


Available  on  your 
prescription  or 
recommendation 

ALLBEEvIftC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 

MULTIVITAMINS 


Each  capsule  contains  iMfi* 

Thiamine  mononitrate  (B,)  15  mg  1500* 
Riboflavin  <B.)  10  mg 

Pyndoime  hydrochloride  (B.)5  mg  * 
Niacinamide  50  mg  500' 

Calcium  pantothenate  10  mg  *V 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


A. II.  Robins  C ompany,  Richmond,  Ya.  23220 


'/PH- 


[ROBINS 


each  tablet, 
capsule  or  5 cc 
teaspoonful  each 

ot  elixir  Donnatal  each 

(23%  alcohol)  No  2 Extentab 

hyoscyamine  sulfate  0.1037  mg  0.1037  mg  0.31 1 1 mg. 

atropine  sulfate  0.0194  mg  0.0194  mg  0 0582  mg 

hyoscine  hydrobromide  0.0065  mg  0 0065  mg.  0.01 95  mg. 

phenobarbital  (!4gr.)  16.2  mg  {Vi  gr.)  32.4  mg  (%gr.)48.6mg 

(warning  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma:  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 
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Robins  Company.  Richmond.  Virginia  23220 


Just  what  do  you  get  for 
your  AMA  dues? 


You  get  a package  of  personal  and  professional 
services  and  benefits  you’ve  probably  never 
been  fully  aware  of. 

You  get  insurance  programs  at  a cost  consider- 
ably lower  than  those  purchased  on  an  individ- 
ual basis.  A $250,000  Excess  Major  Medical 
Policy.  Group  Life.  Disability  Income  Insurance. 
Professional  Liability  Insurance  (in  co-sponsor- 
ship with  your  state  society.)  Then  there's  the 
AMA  Members  Retirement  Fund. 

You  get  a comprehensive  medical  library  to 
help  you  do  your  research.  An  editing  service 
for  your  articles.  Information  and  reports  on 


medical  and  health  subjects  from  any  AMA 
department. 

You  get  publications  to  keep  you  abreast  of 
medical  and  health  developments.  JAMA. 
American  Medical  News.  And  Prism,  the  new 
socioeconomic  journal. 

You  get  the  Physician’s  Placement  Service  to 
help  you  find  a place  to  practice  or  locate  an 
associate.  And  if  you're  a resident  winding  up 
your  training,  there’s  a special  workshop  to  help 
prepare  you  for  setting  up  your  practice. 

All  these  are  just  a few  of  a broad  spectrum  of 
benefits  and  services  you  get  for  your  dues.  But 
even  more  important,  you  get  a strong  and  effec- 
tive national  spokesman  to  represent  you,  your 
interests  and  your  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 
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“Too  many  doctors  are  indif 
ent  to  the  economic  consequence 
their  decisions.”  So  stated  a recer 
issue  of  Medical  News  Report  (De 
cember  4,  1972),  an  independenl 
weekly  newsletter  published  by  foi 
AMA  Chief  Executive  F.  J.  L.  Blasii 
game,  M.D. 


Doctor,  are  you  indifferent . . . ? 

In  discussing  an  anticipated 
crease  in  Blue  Shield  rates,  Dr.  Bl 
ingame's  newsletter  had  this  to  sa 
“In  general,  it  can  be  said,  M 
have  given  the  impression  they  ar  , 


not  particularly  concerned  with  th 
increase  in  cost  of  health  care  to  t i 
patients... 

“True,  an  MD’s  training  is  pr 
marily  scientific,  but  in  the  real  wc 
of  practice,  all  of  his  scientific  dec 
sions  have  a price  tag,  or  an  econc 
impact.  The  economics  of  health  c 
beckon  the  practitioner’s  attentior 
Concern  for  economics  of  medicir 


j 


When  the  pharmacist  recom 
mends  that  a drug  product  other  tl 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  nec 
sary  for  the  prescriber  to  know  tha 
the  change  is  being  contemplated, 
and  to  be  in  a position  to  consent  o 
demur.  Without  that  opportunity,  tl 
unilateral  decision  of  the  pharmac 
made  in  the  absence  of  clinical  knc 
edge  of  the  patient,  could  expose  h 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwee 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  noth 
in  the  pro-substitution  argument  th 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists'  knowled 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  degn 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  ne 
expert  knowledge  of  no  more  than  2 


-iould  be  an  obligation  of  medical 
ractice... 

“Medical  societies  ought  to  con- 
uct  continuing  campaigns  to  point 
jt  the  substantial  savings  that  could 
e realized  thru  deductible  insurance 
nd  protection  for  catastrophic  ill- 
ess.  At  the  very  least,  they  should,  in 
le  patients'  interest,  question  the 
ictics  of  any  insurance  organization 
:i4iat  raises  health  care  costs  by  forc- 
Cf  ng  policyholders  to  buy  insurance 
ce  iey  may  not  need  or  want  and  prob- 
ably won’t  ever  use. 

“Too  many  doctors  are  indiffer- 
: nt  to  the  economic  consequences  of 
sfieir  decisions.  Too  many,  forex- 
mple,  habitually  hospitalize  patients 
)r  the  convenience  of  the  MD.  It's 
onsense  to  deny  such  habits  exist . . . 

“Doctors,  thru  their  medical  so- 
ieties,  have  unhesitatingly  appealed 
* b their  patients  for  support  in  the 
ght  against  government  interference 
/ith  the  private  practice  of  medicine. 

; rnd  the  public  in  the  past  has  re- 
ponded. It’s  time  the  American  Med- 
:al  Association  and  state  and  local 
nedical  societies  paid  off  the  debt  by 
lecisive  action  to  hold  down  the  cost 
if  medical  care.” 

lost  of  Drugs 

Insurance  rates  and  hospital 
harges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiously and  conservatively,  and  to  seek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection”  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


drugs  that  he  selects  to  treat  the 
najority  of  conditions  encountered  in 
inis  practice.  Moreover,  the  physi- 
:ian’s  choice  of  a specific  brand  is 
lased  on  his  knowledge  of  the  pa- 
ient’s  medical  history  and  current 
:ondition,  and  his  experiences  with 
he  particular  manufacturer’s 
iroduct. 

Some  substitution  proponents 
lave  argued  that  the  dispensing  of  a 
prescription  is  a simple  two-party 
ransaction  between  the  pharmacist 
ind  the  patient,  and  that  a substitut- 
ng  pharmacist  may  avoid  even  a 
:echnical  breach  of  contract  by  simply 
notifying  the  patient  that  he  is  making 
he  substitution.  I would  judge  that 
:ew  courts  would  be  sympathetic 
:oward  a pharmacist  who  substituted 
without  physician  approval  and  who 
Jndertook  a legal  defense  that  seeks 
:o  make  the  patient  responsible  for 
:he  pharmacist’s  actions. 


Reduced  Prescription  Prices? 

Substitution  advocates  are 
i suggesting  to  the  consumer,  and  par- 
. ticularly  the  consumer  activist,  that 
reduced  prescription  prices  could 
follow  legalization  of  substitution. 

We  have  seen  absolutely  no  evidence 
to  justify  this  claim.  To  the  contrary, 
experience  in  Alberta,  Canada,  where 
substitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands— of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 


Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 


Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 


(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?” 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


Synthroid 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy 

Synthroid  is  14. 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patii 
with  cardiovascular  disease;  developmen 
chest  pains  or  other  aggravations  of  cardio 
cular  disease  requires  a reduction  in  dosage 


Contraindications:  Thyrotoxicosis,  acute  myo> 
dial  infarction.  Side  effects:  The  effects  of  S> 
THROID  (sodium  levothyroxine)  therapy  are  s 
in  being  manifested.  Side  effects,  when  theyj 
occur,  are  secondary  to  increased  rates  of  b | 
metabolism;  sweating,  heart  palpitations  v I 
or  without  pain,  leg  cramps,  and  weight  l<B 
Diarrhea,  vomiting,  and  nervousness  have  <■ 
been  observed.  Myxedematous  patients  vi  A 
heart  disease  have  died  from  abrupt  increa* 
in  dosage  of  thyroid  drugs.  Careful  observatB 
of  the  patient  during  the  beginning  of  any  >1 
roid  therapy  will  alert  the  physician  to  any  I 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. 1* 2 


most  cases  with  side  effects,  a reduction  of 
lc  ge  followed  by  a more  gradual  adjustment 
Jiard  will  result  in  a more  accurate  indication 
>f  e patient's  dosage  requirements  without  the 
if  :arance  of  side  effects. 


>'5ge  and  Administration:  The  activity  of 
| 1 mg.  SYNTHROID  (sodium  levothyroxine) 
f -ET  is  equivalent  to  approximately  one  grain 
h)id,  U.S.P.  Administer  SYNTHROID  tablets 
is  single  daily  dose.  In  hypothyroidism  with- 
it  myxedema,  the  usual  initial  adult  dose  is 
)■  ng.  daily,  and  may  be  increased  by  0.1  mg. 
ivy  30  days  until  proper  metabolic  balance  is 
it  ned.  Clinical  evaluation  should  be  made 
h thly  and  PBI  measurements  about  every  90 
* ’■  Final  maintenance  dosage  will  usually 
a e from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
it  ing  dose  should  be  0.025  mg.  daily.  The 


X Synthroid  is  T4. 

w Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3x4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy. 


(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (Tj)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49: 855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H..-  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  60015 


Halotestin  5 mS  tablets 

fluoxymesterone/  Upjohn  oral  hormone  replacement 


"When  impotence  is  the  principal  com- 
plaint of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma/'* 


Halotestin®  Tablets—  2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 
drogen deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

Jn  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 


advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1,  but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renal  or 
hepatic  derangement  may  retain  sodium  and 
water  thus  forming  edema.  Priapism  or  exces- 
' ■:  ■ n ~l:~ " — — -t 


ejaculatory  volume,  hypersensitivity  and  gyn< 
comastia  may  occur.  When  any  of  these  e 
fects  appear  the  androgen  should  b 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejaci 
latory  volume.  Gynecomastia.  Edema.  Hype 
sensitivity,  including  skin  manifestations  an 
anaphylactoid  reactions.  Priapism.  Hyperca 
cemia  (especially  in  immobile  patients  an 
those  with  metastatic  breast  carcinoma).  Vi 
zation  in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  yoi 
Upjohn  representative  or  consult  the  packag 
circular.  j-3262-4  medb-6-S(ma 

*Cecil-loeb.  Textbook  of  Medicine,  Vol.  II,  ed. 
Beeson,  P.  B.  and  McDermott,  W.  eds.  Phi ladelph 
W.  B.  Saunders  Co.,  1971,  p.  1816. 

®I973  by  The  Upjohn  Compon 


Upjohn 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


IN  ASTHMA  optional 

in  emphysema  therapy 


the  mu'cmoiieA 


All  Mudranes  are  bronchodila tor-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  'A  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INDlCATIONS:Therapeut/ca(/y,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
organisms,  as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 
♦ primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 

PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

(POLYMYXIN  B-BflCITRAQN-NEOMYCIN) 


Ointment 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units:  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base):  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  Vz  oz.  and  Vij  oz.  (approx.)  foil  packets. 


ft 

Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


reached  in  2 to  3 hours  and  can  be 
maintained  on  the  recommended 
4 to  8 Gm/day  dosage  schedule 
that’s  convenient  for  almost  all 
patients. 

Generally  good  tolerance 

Gantrisin  (sulfisoxazole)  Roche 
causes  relatively  few  undesirable 
reactions,  and  serious  toxic  re- 
actions are  rare.  Minor  reactions 
are  comparatively  infrequent,  but 
may  include  nausea,  headache 
and  vomiting.  Gantrisin  may  usu- 
ally be  given  safely,  even  for  pro- 
longed periods,  in  the  treatment 
of  chronic  or  recurrent  nonob- 
structed  cystitis,  pyelitis  or 
pyelonephritis  due  to  E.  coli  and 
other  susceptible  organisms. 

(See  Important  Note  in  sum- 
mary of  product  information.) 


Complete  blood  counts  and  uri- 
nalyses, with  microscopic  exami- 
nation, should  be  performed 
frequently. 

High  solubility 

Gantrisin  is  one  of  the  most  solu- 
ble of  all  sulfonamides,  with  both 
free  and  acetylated  forms  highly 
soluble  in  the  commonly  en- 
countered urinary  pH  range  of 
5.5  to  6.5.  Urine  levels  have  been 
detected  in  60  minutes;  thera- 
peutic levels  are  usually  reached 
in  2 to  3 hours.  About  90%  of  a 
single  dose  is  excreted  in  24  to 
48  hours.  As  with  all  sulfona- 
mides, adequate  fluid  intake  must 
be  maintained. 

Economy 

Average  cost  of  therapy  is  still 
only  about  6V2O  per  tablet. 


References:  1.  Bran,  J.  L.;  Karl,  D.  M., 
and  Kaye,  D.:  Clin.  Pharmacol.  Ther., 
12: 525, 1971. 2.  Burke,  E.  C„  and 
Stickler,  G.  B.:  Mayo  Clin.  Proc.,  44: 
318,  1969.  3.  Hibbard,  L.  T.,  in  Bulger, 
M.  J.,  etal.-.  PatientCare,  I : (3)47, 
1967.  4.  Holloway,  W.  J.;  Furlong,  J. 
H.,and  Scott,  E.  G.:  J.  Urol.,  102:249 4 
1969.  5.  House,  T.  E.,  etal.:  Obstet. 
Gynecol.,  34: 670, 1969.  6.  Lampe, 
W.T.:  J.  Am.  Geriatr.  Soc.,  1 6:798, 
1968. 7.  Moffat,  N.  A.,  and  Wenzel,  J. 

J.:  Curr.  Ther.  Res.,  13: 286, 1971. 

8.  Normand,  I.  C.  S.:  Practitioner, 

204: 91, 1970.  9.  Pryles,  C.  V.:  Med. 
Clin.  North  Am.,  54:1077, 1970. 

10.  Seneca,  H.;  Peer,  P.,  and  Warren, 
Urol.,  99:337,  1968.  ll.Trafton, 
H.  M.,  and  Lind,  H.E.:J.  Urol., 

101: 392,  1969. 


if  she  drops  out  of  her  therapy 

too  soon? 


For  acute,  chronic  or  recurrent  nonobstructed  cystitis,  pyelitis,  or 
pyelonephritis  due  to  susceptible  organisms 

begin  with  # * A Mk 

GantnsinV 

sulfisoxazole/Roche*  <p 

Usual  adult  dosage:  4 to  8 tablets  stat , 2 to  4 tablets  q.i.d. 


Adverse  Reactions:  Blood  dyscrasias: 
Agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia;  Allergic  reactions: 
Erythema  multiforme  (Stevens-Johnson 
syndrome),  generalized  skin  eruptions-, 
epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic 
myocarditis;  Gastrointestinal  reactions: 


Nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and 
stomatitis;  C.N.S.  reactions:  Headache, 
peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  Miscellaneous 
reactions:  Drug  fever,  chills  and  toxic 
nephrosis  with  oliguria  and  anuria.  Peri- 
arteritis nodosa  and  L.E.  phenomenon 
have  occurred.  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypo- 
glycemic agents,  sulfonamides  have 


caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia  as  well  as  thy- 
roid malignancies  in  rats  following  long- 
term administration.  Cross-sensitivity 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm 
sulfisoxazole. 


/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
\ / Nutley,  N.J.  07110 


Success  in  preventing  recurrence 
of  urinary  tract  infection  usually 
depends  on  success  in  treating 
the  initial  infection.  And  that  in 
turn  is  closely  linked  to  factors  of 
proper  drug,  proper  dosage,  and 
proper  length  of  therapy.  Much  of 
the  effectiveness  of  an  antibac- 
terial agent  used  to  treat  an 
acute  nonobstructed  urinary  tract 
infection  depends,  in  fact,  upon 
proper  length  of  therapy.  As  you 
know,  it  is  potentially  hazardous 
fora  patienttodiscontinue her 
medication  too  soon;  on  the  other 
hand,  overtreatment  has  no 
advantage  and  may  even  cause 
adverse  reactions. 

Total  therapy:  14  days 

Some  recent  studies  suggest  that 
therapy  in  acute  nonobstructed 
urinary  tract  infections  should  be 
continued  for  10  to  14  days  even 


if  patients  become  asymptomatic 
in  2 or  3 days,  as  they  often  do.1'11 
After  inadequate  treatment,  of 
course,  survival  of  bacteria  can 
cause  a quick  recurrence  of 
infection. 

The  problem  of  persuading 
a patient  to  complete  the  full 
course  of  therapy  remains  diffi- 
cult. Perhaps  agreeingon  the  date 
for  a follow-up  examination  at  the 
end  of  medication  may  be  the 
most  effective  way  of  convincing 
a less  than  enthusiastic  patient 
to  continue  therapy  even  after  she 
becomes  asymptomatic. 

Asa  urinary  antibacterial, 
Gantrisin  (sulfisoxazole)  Roche 
offers  your  patient  important  ad- 
vantages, some  of  which  may  help 
increase  patient  cooperation. 

High  urinary  and  plasma  levels 

Therapeutic  urinaryand  plasma 
concentrations  are  usually 


m 


How  soon  will  she  drop 
with  a recurrent  cystitis 


in 


• • • 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Nonobstructed  urinary  tract 
infections  (mainly  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms. 

IMPORTANT  NOTE:  In  vitro  sensitivity 
tests  not  always  reliable;  must  be  coordi- 
nated with  bacteriological  and  clinical 
response.  Add  aminobenzoic  acid  to 
follow-up  culture  media.  Increasing  fre- 
quency of  resistant  organisms  limits  use- 
fulness of  antibacterial  agents,  especially 
in  chronic  and  recurrent  urinary  infec- 


tions. Maximum  safe  total  sulfonamide 
blood  level,  20  mg/ 100  ml;  measure  levels 
as  variations  may  occur. 
Contraindications:  Hypersensitivity  to 
sulfonamides;  infants  less  than  2 months 
of  age;  pregnancy  at  term  and  during  the 
nursing  period. 

Warnings:  Safety  in  pregnancy  not  estab- 
lished. Do  not  use  for  Group  A beta-hemo- 
lytic streptococcal  infections,  as  sequelae 
(rheumatic  fever,  glomerulonephritis)  are 
not  prevented.  Deaths  reported  from  hy- 
persensitivity reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dys- 


crasias.  Sore  throat,  fever,  pallor,  purpura 
or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  CBC  and  urinalysis 
with  careful  microscopic  examination 
should  be  performed  frequently. 
Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function, 
severe  allergy  or  bronchial  asthma.  Hemol- 
ysis, frequently  dose-related,  may  occur 
in  glucose-6-phosphate  dehydrogenase- 
deficient  patients.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 


C30  EYES  RIGHT! 

...to  SOUTHERN  OPTICAL 


LOUISVILLE  Southern  Optical  Bldg.  — 640  S.  4th 
Contact  Lenses  - 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

new  ALBANY  Professional  Arts  Bldg.,  1919  State  Street 
BOWLING  GREEN  524  East  Main  Street 

owensboro  Doctors  Bldg.,  1001  Center  Street 


-Sotdtew, 

* Optaf 


CHARGE  ACCOUNTS 
INVITED 
BankAmericard 
Master  Charge 
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Assistance 
when  you 
need  if. 


These  specially  trained  Professional  Re- 
lations Representatives  pictured  below 
are  available  to  assist  whenever  you  or 
one  of  your  staff  needs  information  regarding 
claims  handling,  payments,  benefits  or  any 
other  point  concerning  Voluntary  Prepayment 

Protection. 

You  are  invited  to  use  this  special  service.  FOR  ASSIST- 
ANCE, WRITE  OR  CALL  the  office  located  in  your  area. 


LOUISVILLE  AREA 


Tom  North  Lynn  Latta 


TonyOlinger  Jim  Sparrow 


Blue  Cross 
Blue  Shield 
Delta  Dental 

of  Kentucky 


Helping  Kentuckians  Prepay  The  Cost  of  Health  Care 


TM 


COVINGTON  AREA 


J.  Hartlage 


LEXINGTON  AREA 


Fred  Compton  Jim  Bingham 


3101  Bardstown  Road 
Louisville,  40205 

Phone  (502)  897-1531  or  452-1511 


533  Pike  Street 
Covington,  41021 
Phone  (606)  291-1158 


570  East  Main  Street 
Lexington,  40508 
Phone  (606)  255-2437 


Bob  Proffitt 


ASHLAND  AREA 


Willard  Chapman 


909  Allen  Street 
Owensboro,  42302 
Phone  (502)  683-2459 


710  2nd  Nat  l Bank  Bldg 
Ashland,  41 101 
Phone  (606)  325-4114 


PADUCAH  AREA 


BOWLING  GREEN  AREA 


Don  Chasteen 


SOMERSET  AREA 


Mel  Brooks 


1301  Broadway 
Paducah,  42001 
Phone (502) 443-651 5 


1039  College  Street 
Bowling  Green,  42101 
Phone  (502)  842-4234 


430  Ogden  Street 
Somerset,  42501 
Phone  (606)  679-2603 


®Reg  Mark  Blue  Cross  Assn  ® 'National  Association  of  Blue  Shield  Plans  'MDelta  Dental  Plans  Association 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Librium® 25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Libriurrf  25  mg 

(chlordiazepoxide  HCI) 

- 1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories  • 

Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  | 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy 
lactation,  or  in  women  of  childbearing  age  require1 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec-  , 
ommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive 


psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


I Before  deciding  to  make  Valium 
liazepam)  part  of  your  treatment 
[an,  check  on  whether  or  not  the 
itient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
*en.  Along  with  the  medical  and 
>cial  history,  this  information  can 
elp  you  determine  initial  dosage, 
le  possibility  of  side  effects  and 
ic  ultimate  prospects  of  success 
r failure. 

While  Valium  can  be  a most 
elpful  adjunct  to  your  counseling, 
should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
/hen  you  decide  it  has  accom- 
ilished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed,  Valium  is  well 
derated  (see  Dosage).  For  con- 
i enience  it  is  available  in  2-mg,  5 -mg 
nd  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
)orted  side  effects. 

Until  response  is  determined, 
latients  receiving  Valium  should 
)e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
1 :omplete  mental  alertness,  such 
is  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 
1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Y'alium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Yaliuni 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


The  Rx  that  says 
“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect  minor  dosage 
adjustments  are  usually  all  that's  needed  to  produce  the  desired  degree  of 
sedation.  (With  3 dosage  forms  and  4 strengths  to  make  adjustments  easy.) 


Contraindications:  Porphyria,  sensitivity  to  barbiturates,  or  susceptibility  to  dependence  on  sedative-hypnotics. 
Warning:  May  be  habit  forming  Precautions:  Exercise  caution  in:  moderate  to  severe  hepatic  disease:  withdrawal 
in  drug  dependence  or  the  taking  of  excessive  doses  over  a long  period,  to  avoid  withdrawal  symptoms:  elderly 
or  debilitated  patients,  to  avoid  possible  marked  excitement  or  depression;  use  with  alcohol  or  other  CNS  depressan 
because  of  combined  effects  Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes. ' hangovi 
and  gastrointestinal  disturbances  are  seldom  seen  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg 
t i d.  or  q.i.d  For  hypnosis,  50  mg.  to  100  mg  Available  as:  Tablets,  15  mg  , 30  mg.,  50  mg  . 100  mg  ; Elixir,  30  mg.  pe 
5 cc  (alcohol  7%)  BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)!  15  mg..  30  mg.,  50  mg..  100  mg. 


BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non-cumulative  action 
begins  to  work  within  30  minutes. . .yet,  because  of  its  intermediate  rate  of 
metabolism,  generally  has  neither  a "roller-coaster"  nor  a "hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated:  a 30-year  safety  record 
assures  you  that  there  is  little  likelihood  of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money  costs  less  than  half  as  much 
as  most  commonly  prescribed  sedative  tranquilizers* 

These  are  four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the  many 
patients  who  need  to  have  the  pace  set  just  a little  slower.  Its  gentle  daytime 
sedative  action  is  often  all  that's  needed  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress. 

'Based  on  surveys  of  average  dally  prescription  costs. 


Buliisol  SODIUM 
(SODIUM  BUTABARBITAL) 


I McNEIL  | 


McNeil  Laboratories.  Inc  Fort  Washington.  Pa.  19034 
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MESSAGE 
FROM  THE 
PRESIDENT 


Many  of  you  who  read  this  Journal  regularly  probably  did  not  realize  that  the 
President’s  Page  for  this  month  had  to  be  submitted  by  September  10.  This 
is  the  schedule  upon  which  our  Journal  must  operate  if  it  is  to  be  the 
efficient  publication  we  have  grown  to  expect. 

With  this  publication  deadline,  obviously  the  deliberations  and  final  actions  of 
the  House  of  Delegates  are  not  known  and,  consequently,  priorities  cannot  be 
established  at  this  time.  There  are,  however,  two  very  positive  ideas  on  my  mind 
as  we  enter  this  new  Associational  year. 

First,  I sincerely  believe  wc  have  spent  enough  time  “talking  to  one  another.”  I 
feel  it  is  past  time  for  us  to  take  our  message  to  the  people  of  this  Commonwealth. 
Along  those  lines,  I have  asked  our  Public  Relations  Committee  to  mount  a vig- 
orous and  far-reaching  program  to  attempt  to  tell  the  KMA  story  to  every  civic, 
service  and  community  group  we  can  possibly  speak  to  in  the  next  12  months. 

Second,  I have  instructed  the  staff  at  KMA  to  make  available  to  the  officers, 
trustees  and  committee  chairmen  the  most  up-to-date  information  available  on 
every  issue  that  is  facing  us  in  Kentucky  medicine.  I fully  expect  these  instructions 
to  be  carried  out  to  the  letter  so  that  our  membership  will  be  as  well  informed  as 
any  state  medical  association  in  the  country. 

More  definitive  programs  will  be  set  forth  in  the  weeks  ahead.  I appreciate  your 
confidence  as  I embark  on  this  new  challenge.  As  with  every  other  man  who  has 
held  this  post,  I know  full  well  that  without  the  wholehearted  cooperation  of  the 
officers,  trustees  and  membership  of  KMA  we  cannot  succeed.  Working  together 
there  is  very  little  we  cannot  accomplish.  It  is  within  the  context  of  working  to- 
gether that  I know  we  will  reach  the  goals  that  have  been  set  for  this  Association. 


Link  in  the  Chain 


U 

X 


Mrs.  William  Pearson,  Owensboro,  was  in- 
stalled as  President  of  the  Woman's  Auxiliary 
to  the  Kentucky  Medical  Association  at  the 
Annual  Convention  of  the  Auxiliary,  Septem- 
ber 17-19.  Mrs.  Pearson  will  be  writing  the 
“A  Link  in  The  Chain”  section  of  The  Journal 
for  the  Associational  year,  1973-74 


a 

% 


Inaugural  literally  means  “to  make  a formal  beginning  of.”  And  this  is  the  day 
that  marks  the  beginning  of  YOUR  1973-74  Auxiliary  year.  The  beginning  of 
the  continuation  of  meeting  the  same  ongoing  challenges  and  dedicating  our- 
selves to  meeting  the  new  ones.  Some  of  these  challenges  will  appear  difficult, 
but  isn’t  it  true  that  the  difficult  is  that  which  most  often  can  be  done  immediately, 
while  the  impossible  really  only  takes  a little  longer?  Does  that  sound  optimistic? 
1 AM  optimistic  . . . about  the  Auxiliary’s  future  and  about  medicine’s  future. 
However,  no  farmer  ever  plowed  a field  by  turning  it  over  in  his  mind;  and 
no  one  ever  climbed  a hill  by  looking  at  it.  It  is  not  only  necessary  to  have 
faith  in  our  cause,  we  must  also  make  an  investment  in  it — MORE  OF  OUR- 
SELVES. We  have  no  shortage  of  the  crop  of  thoughts  and  ideas  within  this  or- 
ganization, but  we  need  a peck  of  enthusiasm  and  a bushel  of  action  to  harvest 
that  crop. 

Inaugural  also  means  “marking  the  beginning  of  a new  venture.”  We  are 
venturing  into  two  new  areas  of  concern.  We  have  enlarged  the  scope  of  our  Com- 
mittee on  Mental  Health,  and  that  Committee  will  this  year  be  focusing  on  the 
problem  of  child  abuse.  We  now  have  a Committee  on  Public  Relations.  Its  goal 
will  be  to  create  goodwill — that  valuable  asset  that  competition  can  neither  under- 
sell or  destroy. 

But  I have  not,  and  do  not,  suggest  any  massive  change  or  reform.  Rather,  I 
would  suggest  that  we  not  shrink  from  some  re-evaluation  where  it  is  indicated; 
that  we  not  be  afraid  of  change  if  it  is  necessary  for  progress.  Let’s  not  be  caught 
trying  to  do  today’s  job  with  yesterday’s  concepts.  Some  of  the  things  we  have  al- 
ways held  as  indispensable  to  the  ongoing  of  this  Auxiliary  truly  are,  but  we  need 
to  take  a long,  hard,  serious  look  at  others  and  ask  ourselves:  Do  these  things  ful- 
fill our  role  as  it  was  intended?  Do  they  make  us  a more  effective  auxiliary  force 
to  the  medical  profession  of  this  State?  To  better  maintain  a position  as  one  ol 
Kentucky  medicine’s  most  tireless  workers  and  ardent  supporters  should  be  and 
MUST  be  our  goal. 

Mrs.  William  Pearson,  President 
Woman’s  Auxiliary  To  KMA 
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From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THIS  17-year-old  married  white,  gravida 
1,  para  0,  was  seen  only  once  prenatally 
stating  she  had  recently  had  some  vaginal 
bleeding.  Her  hemoglobin  was  normal.  She 
was  next  seen  when  she  was  admitted  to  the 
hospital  in  early  labor  at  5:00  p.m.,  January 
5,  1971.  Examination  revealed  a blood  pres- 
sure of  120/80,  fetal  heart  tones  142,  and 
questionable  early  labor.  At  midnight  her  con- 
tractions were  irregular.  At  3:00  a.m.,  January 
6,  her  blood  pressure  was  110/70.  At  6:30 
p.m.  her  blood  pressure  was  160/90  and  fetal 
heart  tones  were  good.  Her  contractions  im- 
proved, occurring  every  10  minutes.  Vaginal 
examination  by  her  physician  at  11:00  a.m. 
revealed  the  cervix  to  be  6-7  cm  dilated,  and 
the  membranes  ruptured.  She  received  25  mg 
Demerol  IV  at  12:40  p.m.  She  was  re-ex- 
amined by  her  physician  at  4:00  p.m.  and  her 
blood  pressure  was  140/90,  fetal  heart  tones 
148.  She  received  50  mg  Demerol  at  5:45  p.m. 
There  were  no  additional  nursing  notes  on 
the  labor  record,  only  the  physician’s  dictated 
record  stating:  “the  membranes  ruptured 

around  5:30  p.m.  spontaneously.”  Her  progress 
was  described  as  slow.  She  was  completely 
dilated  for  45  minutes  and  made  no  progress. 
Around  10:30  p.m.,  using  gas  oxygen  anes- 
thesia, the  head  was  rotated  with  midforceps 
toward  the  midline  with  delivery  of  an  8 lb 
10-1/2  oz  male  infant  in  good  condition,  with 
midline  episiotomy.  The  placenta  was  ex- 
pressed intact  and  the  episiotomy  repaired. 
She  had  a fairly  deep  anesthetic  and  it  was 
noted  that  when  she  delivered  hemorrhage 
occurred;  the  blood  didn’t  clot.  The  laboratory 
was  notified  and  after  45  minutes  one  unit  of 
blood  was  started.  She  received  40  mgm  of 
Mephyton  following  delivery  and  500  cc  of 
Dcxtran  before  the  blood  was  available. 

At  1 1 :00  p.m.  she  was  in  shock  on  the 
delivery  table.  She  was  placed  in  the  Trendel- 
enburg position.  Her  blood  pressure  was 
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96/30  and  her  hands  and  feet  were  described 
as  very  cyanotic.  At  11:30  p.m.  her  blood 
pressure  was  40/20.  Blood  was  started  at 
11:45  p.m.  and  another  500  cc  Dextran  was 
started  at  12:05  a.m.  On  January  7,  her  blood 
pressure  was  68/30  and  the  fundus  was  de- 
scribed as  firm  when  it  was  massaged.  She 
received  1 ampule  of  Ergortrate  and  Pitocin  IV 
at  12:15  and  she  was  described  as  bleeding 
excessively;  her  blood  pressure  was  62/34  and 
pulse  180  by  abdominal  aorta  palpation. 
Another  500  cc  whole  blood  was  started  in 
the  right  arm.  However,  they  were  unable  to 
get  it  to  run  due  to  a clot  in  the  tubing.  Another 
unit  was  started  at  12:45  a.m.  She  received 
5.0  gm  Fibrinogen,  plus  oxygen  by  bag,  how- 
ever she  ceased  breathing  at  1:30  p.m. 

There  was  no  autopsy  and  the  cause  of 
death  was  listed  as  hemorrhage  following  term 
pregnancy. 

Comment 

The  Committee  classified  this  case  as  a 
direct  obstetrical  death  with  preventable  fac- 
tors. Inadequate  diagnostic  procedures  were 
carried  out  for  a tentative  diagnosis  of  ruptured 
uterus,  cervical  laceration  or  extensive  vaginal 
lacerations  was  entertained  by  the  committee. 
More  aggressive  measures  at  diagnosis  should 
have  been  undertaken.  That  is,  there  is  no  note 
made  that  exploration  of  the  uterus,  examina- 
tion of  the  cervix  and  vagina  were  carried  out. 
If  such  had  been  done  certainly  a cause  for 
the  bleeding  could  have  been  found  and 
remedied.  More  complete  studies  concerning 
her  coagulation  problem  should  have  been 
carried  out.  The  midforceps  rotation  of  a large 
infant,  8 lb.  10  1/2  oz.,  seems  to  indicate  that 
such  lacerations  of  the  uterus,  cervix,  or 
vagina  were  the  cause  of  her  hemorrhage,  al- 
though a primary  coagulation  defect  could 
also  have  been  the  etiology. 
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Unnecessary  claims  filing 
costs  you  time 
and  money. 

Blue  Shield  of 
Kentucky  provides 
many  levels  of 
surgical-medical 
benefits  to  our  over 
a million  and  a quarter 
members.  With  the 
many  coverage  codes  it 
is  difficult  to  look  at  a 
member’s  identification 
card  and  readily  know 
whether  the  service  being 
provided  is  a covered  service 
under  the  member’s  particular 
contract. 

To  assist  in  identifying  covered 
services  we  have  provided  each 
physician’s  office  with  a Blue  Shield 
Physicians’  Manual  and  we  encourage  your 
Medical  Assistants  use  of  this  manual.  The 
manual  serves  as  a ready  reference  to 
determine  what  services  are  covered  by  the 
member’s  contract. 

Our  Professional  Relations  Representatives 
are  always  available  to  assist  you  and  will  be 
happy  to  visit  your  office  should  you  have  any 
questions.  Please  contact  our  Blue  Cross  and 
Blue  Shield  Professional  Relations  Division, 
3101  Bardstown  Road,  Louisville, 

Kentucky  40205. 


Blue  Cross 
Blue  Shield 
Delta  Dental 

of  Kentucky 


® Reg  Mark  Blue  Cross  Assn  ®’  National  Association  of  Blue  Shield  Plans  tm  Delta  Dental  Plan  of  Kentucky  Inc 
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There  are  as  many  degrees  of  pain  as  there  are  people  who  ex- 
perience it.  And  the  intensity  of  pain  — a question  of  degree  — 
varies  with  the  individual.  Your  training,  knowledge,  experience 
and  skill  provide  the  ability  to  interpret  not  only  pain,  but  your 
patient’s  tolerance  as  well.  Only  you  can  place  pain  in  its  proper 
perspective. 

How  do  you  manage  pain? 

Minor  aches  and  pains  can  usually  he  controlled  with  mild  anal- 
gesics. Intense  pain  may  require  more  potent  medication.  But  tor 
effective  analgesia  in  mild-to-moderate  pain,  you  can  depend 
upon  Anexsia-D. 


How  do  you  evaluate  pain? 


/'A 


FCRTHEOTENTINimi 

ANEXSIA-D 


May  eliminate,  delay  or  reduce  the  need  for 
parenteral  analgesics. 

Produces  significant  relief  of  mi ld-to- moderate  pain. 

Anexsia-D  has  a schedule  III  classification  w hich 
permits  prescription  refill  up  to  six  months, 
or  five  times,  at  your  specification. 


ANEXSIA-D 

Hydrocodone  bitartrate  7 mg.  (Warning:  may  be  habit  forming),  Phenacetin  1 50  mg., 
Aspirin  230  mg.,  Caffeine  30  mg. 


(Full  prescribing  information  on  follow  ing  page) 

BEECHAM-MASSENGILL  PHARMACEUTICALS 

Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 
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ANEXSIA-D 

1 I v nrrw  nHnnp  /tt  t • — - - — 


for  significant  relief 
of  mild-to-moderate  pain 


^s;r,ng:  may  be  haWt  ph~  ■ 


5°  mg., 


BEECHAM-MASSENGILL  PHARMACEUTICALS 

Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


Composition:  Each  white  grooved  tablet  of  Anexsia-D  con- 

ominTm  b''arTrate  7 mg'  (Wammg:  mav  **  habit 
rming),  Phenacetin  150  mg.,  Aspirin  230  mg..  Caffeine  20 

mg.  Actions  and  Uses:  Analgesic,  antitussive.  Indicated  for 

istrntion- °f  m,ld;t°-moderate  Pain-  Dosage  and  Admin- 
istration. I or  2 tablets  every'  four  to  six  hours,  or  as  required 

to  relieve  pam.  Precautions  and  Side  Effects-  The 

habit-forming  potentialities  of  Anexsia-D  are  less  than 
those  of  morphine  and  greater  than  those  of  codeine 
1 he  usual  precautions  should  be  observed  as  with 
other  opiate  analgesics.  Anexsia-D  should  be  used 
with  caution  in  patients  with  known  idiosyncrasies 
to  aspirin  and  phenacetin  and  in  those  with  blood 
dyscrasias.  It  is  generally  well  tolerated,  but  oc- 
casionally gastric  upset  or  constipation  mav  occur 
How  Supplied:  Bottles  of  ,00  and  ,000  tablets' 

Caufion:  Federal  law  prohibits  dispensing  with- 
out prescription. 
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acute  arthritic  inflammation . . . heat  that  freezes 

! In  acute  rheumatoid  arthritis  consider Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 


Rememberthat  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 


Tandearir  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell’s  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement, 
(B)98-146-800-F  (10/711 
For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Information. 

GEIGY  Pharmaceuticals  ? 

Division  of  CIBA-GEIGY  Corporation  § 

Ardsley,  New  York  10502  £ 


your  choice  of  sleep  medication 
is  wisely  based  on  more  than 
sleep-inducing  potential 


sleep  with 


Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalr 
. . . r i (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  fun 

relative  satetv  wasnoted  in  patients  administered  recommended  or  higherc 

J for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldo 
quired  discontinuance  of  therapy.  Morning  'hang-over"  with  Dalmane  has  been  relatively  infrequent, 
ness,  drowsiness,  lightheadedness  and  the  like 
have  been  the  side  effects  noted  most  frequently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.) 


sleep  for  7 to  8 hou 
without  need  to 


repeat  dosage  No  sleep  i 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pa 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  17  minutes,  had  fewer  r 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  r< 
dosage  during  the  night. 


iep  with 


Dalmane  has  been  shown  to  be  con- 
- . , sistently  effective  even  during  con- 

)p|Q|Q|[0|^QW  secutive  nights  of  administration, 

J with  no  need  to  increase  dosage. 
Oalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
odiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
ate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
able  hypnotic. 

/Vhen  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
cation,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
turate  agent  proved  effective  and  relatively  safe  for  relief  of 
nnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g..  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients  Severe  sedation 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints. 

There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect  Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined 


Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


CV  Tl*  1 


"Prescription 


drugs  - 
who  should 
determine  the 
maker?" 


"Too  many  doctors  are  indiffe 
ent  to  the  economic  consequences 
their  decisions.”  So  stated  a recent 
issue  of  Medical  News  Report  (De- 
cember 4,  1972),  an  independent 
weekly  newsletter  published  by  forr  i 
AMA  Chief  Executive  F.  J.  L.  Blasin 
game,  M.D. 


Dispenser  of 
Medicine 


C.  Joseph  Stetler 
President 
Pharmaceutical 
Manufacturers 
Association 


Doctor,  are  you  indifferent ...? 

In  discussing  an  anticipated  i 
crease  in  Blue  Shield  rates,  Dr.  Bla 
ingame’s  newsletter  had  this  to  say 

“In  general,  it  can  be  said,  M[ 
have  given  the  impression  they  are 
not  particularly  concerned  with  the 
increase  in  cost  of  health  care  to  tt 
patients... 

"True,  an  MD’s  training  is  pri 
marily  scientific,  but  in  the  real  wo 
of  practice,  all  of  his  scientific  dec 
sions  have  a price  tag,  or  an  econo 
impact.  The  economics  of  health  c 
beckon  the  practitioner’s  attentior 
Concern  for  economics  of  medicin 


When  the  pharmacist  recom- 
mends that  a drug  product  other  tl 
the  one  ordered  be  dispensed,  the 
prescriber  invariably  permits  the 
change  when  he  feels  the  best  inte 
ests  of  the  patient  will  be  served. 


Shortcomings  of  Pro-Substitution 
Argument 

The  fact  remains  that  it  is  ne< 
sary  for  the  prescriber  to  know  tha 
the  change  is  being  contemplated 
and  to  be  in  a position  to  consent  c 
demur.  Without  that  opportunity,  1 
unilateral  decision  of  the  pharmac 
made  in  the  absence  of  clinical  kn 
edge  of  the  patient,  could  expose  t, 
to  needless  risks,  and  in  addition, 
jeopardize  the  relationship  betwe< 
the  professions  of  Pharmacy  and 
Medicine.  In  my  view,  there  is  not! 
in  the  pro-substitution  argument  1 1 
offsets  these  risks. 


Advertisement 


The  Issue  of  Drug  Knowledge 

Substitution  advocates  claim! 
that  the  primary  justification  for 
changing  the  rules  is  the  desire  to 
better  utilize  pharmacists’  knowle 
about  drugs.  Yet  the  pharmacist’s 
task  to  keep  current  on  the  entire 
field  of  drug  therapy,  to  some  deg  £ 
puts  him  at  a disadvantage.  Most 
often,  a practicing  physician  will  r* 
expert  knowledge  of  no  more  than  5 


h Jld  be  an  obligation  of  medical 
irtice... 

I "Medical  societies  ought  to  con- 
II : continuing  campaigns  to  point 
u:he  substantial  savings  that  could 
lesalized  thru  deductible  insurance 
^ protection  for  catastrophic  ill- 
e>.  At  the  very  least,  they  should,  in 
noatients’  interest,  question  the 
3i  cs  of  any  insurance  organization 
n.  raises  health  care  costs  by  forc- 
ipolicyholders  to  buy  insurance 
I.  may  not  need  or  want  and  prob- 
fc  won’t  ever  use. 

"Too  many  doctors  are  indiffer- 
■n:o  the  economic  consequences  of 
v decisions.  Too  many,  for  ex- 
iile,  habitually  hospitalize  patients 
d he  convenience  of  the  MD.  It’s 
c sense  to  deny  such  habits  exist . . . 

"Doctors,  thru  their  medical  so- 
il es,  have  unhesitatingly  appealed 
3 leir  patients  for  support  in  the 
gt  against  government  interference 
H the  private  practice  of  medicine, 
the  public  in  the  past  has  re- 
ided.  It’s  time  the  American  Med- 
Association  and  state  and  local 
lical  societies  paid  off  the  debt  by 
sive  action  to  hold  down  the  cost 
ledical  care.” 

)<  t of  Drugs 

Insurance  rates  and  hospital 
h'ges  are  only  two  factors  in  health 


care  costs.  The  cost  of  drugs— both 
prescription  and  nonprescription— is 
another. 

And  when  it  comes  to  drug 
costs,  the  nation’s  pharmacists  are 
concerned.  Through  their  national 
professional  society,  the  American 
Pharmaceutical  Association,  pharma- 
cists are  advising  the  public  to  use 
nonprescription  medication  cau- 
tiouslyand  conservatively,  andtoseek 
the  advice  of  their  pharmacist  before 
selecting  or  purchasing  such  drugs. 

Outdated  Laws 

The  pharmacist  also  is  aware 
that  when  it  comes  to  prescription 
drugs,  often  he  has  an  even  greater 
opportunity  to  reduce  the  cost  to  the 
patient— with  no  sacrifice  in  the  qual- 
ity of  the  medication  dispensed.  But 
in  many  states,  outdated  and  anti- 
quated laws  prevent  the  pharmacist 
from  engaging  in  drug  product  selec- 
tion. “Drug  product  selection”  simply 
means  that  the  pharmacist  functions 
in  the  patient’s  interest  by  con- 
sciously choosing,  from  the  multiple 
brands  available,  a low-cost  quality 
brand  of  the  specific  drug  to  be  dis- 
pensed in  response  to  the  physician’s 
prescription  order. 

Much  misinformation  has  been 
purposely  spread  by  those  who  stand 
to  gain  financially  by  maintaining 


high  drug  costs  to  the  public.  An  end- 
less stream  of  propaganda  has  ema- 
nated from  the  drug  industry  in  an 
effort  to  persuade  the  medical  profes- 
sion that  these  so-called  anti-substitu- 
tion laws  should  be  retained.  And  as 
long  as  these  laws  are  retained,  the 
drug  industry  will  continue  its  current 
marketing  practices  which  contribute 
unnecessarily  to  high  drug  costs  to 
patients.  These  practices  also  are  in- 
viting government  agencies  to  expand 
their  restrictive  controls  on  physi- 
cians and  pharmacists. 

APhA  Efforts 

As  pharmacists,  we  are  con- 
cerned about  health  care  costs.  We 
hope  that  every  physician  shares  our 
concern  on  this  vital  issue,  and  will 
give  his  personal  support  to  the  con- 
structive efforts  APhA  has  undertaken 
in  the  interest  of  all  patients. 

(For  a complete  discussion  of 
drug  product  selection,  you  are  invited 
to  request  a free  copy  of  the  “White 
Paper  on  the  Pharmacist's  Role  in 
Product  Selection"  from:  American 
Pharmaceutical  Association, 

2215  Constitution  Avenue,  N.W., 
Washington,  D.C.  20037.) 


r 0 drugs  that  he  selects  to  treat  the 
t ority  of  conditions  encountered  in 
i practice.  Moreover,  the  physi- 
i i’s  choice  of  a specific  brand  is 
F2d  on  his  knowledge  of  the  pa- 
< t’s  medical  history  and  current 
edition,  and  his  experiences  with 
i particular  manufacturer’s 
r duct. 

Some  substitution  proponents 
; 2 argued  that  the  dispensing  of  a 
r scription  is  a simple  two-party 
• isaction  between  the  pharmacist 
■ the  patient,  and  that  a substitut- 
i pharmacist  may  avoid  even  a 
! inical  breach  of  contract  by  simply 
rfying  the  patient  that  he  is  making 
i substitution.  I would  judge  that 
■’  courts  would  be  sympathetic 

Iard  a pharmacist  who  substituted 
lout  physician  approval  and  who 
ertook  a legal  defense  that  seeks 
nake  the  patient  responsible  for 
(pharmacist’s  actions, 
uced  Prescription  Prices? 

Substitution  advocates  are 
: gesting  to  the  consumer,  and  par- 
: larly  the  consumer  activist,  that 
; uced  prescription  prices  could 
)w  legalization  of  substitution. 

; have  seen  absolutely  no  evidence 
JStify  this  claim.  To  the  contrary, 
r erience  in  Alberta,  Canada,  where 
- stitution  is  authorized,  suggests 


the  opposite. 

Many  pharmacists  understand- 
ably are  concerned  about  the  cost  of 
maintaining  multiple  stocks  of  similar 
products.  While  there  is  no  doubt  that 
inventory  costs  rise  when  additional 
brands  are  stocked,  it  would  be  inter- 
esting to  know  how  much  they  rise, 
and  how  many  pharmacists  actually 
stock  all  brands  — of,  say,  ampicillin 
or  tetracycline  — or  how  long  they 
keep  “slow  moving”  products  on  their 
shelves  before  they  are  returned  for 
credit.  To  ask  that  the  industry  elimi- 
nate multiple  sources  is  to  ask  com- 
petitors to  stop  competing. 

Drug  Substitution— A License  for 
the  Unethical 

Anti-substitution  repeal  would 
favor  "corner  cutting”  pharmacists 
and  manufacturers.  For  them,  free 
substitution  would  be  not  a right,  but 
a license.  As  an  aftermath,  it  is  quite 
likely  that  the  confidence  of  both  phy- 
sicians and  patients  in  the  profession 
of  Pharmacy  would  be  eroded,  as 
revelations  about  the  unconscionable 
behavior  of  an  undisciplined  few  were 
magnified  in  the  press  or  in  profes- 
sional circles. 

Summary 

In  short,  what  the  American 
Pharmaceutical  Association  advo- 


cates as  a broad-spectrum  panacea 
looks  to  us  to  be  not  only  a minority 
view  (advocacy  of  substitution  is  by 
no  means  a uniform  policy  in  Phar- 
macy), but  also  an  extraordinarily 
costly  and  ineffective  remedy,  whose 
side  effects  are  odious.  We  believe 

(1)  that  an  impressive  majority  of 
pharmacists  prefer  to  work  with 
Medicine  and  with  industry,  for  the 
consumer,  and  for  the  general  good, 

(2)  that  they  seek  the  privilege  to  sub- 
stitute when  the  patient  might  gain 
and  when  the  patient’s  doctor  agrees, 
and  (3)  that  they  seek  to  work  for  the 
resolution  of  genuine  grievances 
openly  and  professionally. 

(For  amplification  of  PM  A views, 
please  write  for  our  booklet,  “The 
Medications  Physicians  Prescribe: 
Who  Shall  Determine  the  Source?" 

It  is  available  from:  Pharmaceutical 
Manufacturers  Association,  1155 
Fifteenth  Street,  N.W.,  Washington, 
D.C.  20005.) 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.C.  20005 


ROCHE  announces 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 

against  chronic  uri 

tract  infections  do 
susceptible  organi 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


Bactrim  interrupts  the 
life  cycle  of  susceptible 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 
interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


4^/.  . 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  471:  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications-cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprin 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrir 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hour; 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 
1 4 patients  not  available  for  evaluation  at  day  10. 


“BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


lomplete  Product  Information: 

lescription:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
t ict,  available  in  scored  light-green  tablets,  each  containing  80  mg 
rimethoprim  and  400  mg  sulfamethoxazole, 
i rimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
I t is  a white  to  light-yellow,  odorless,  bitter  compound  with  amolec- 
ilar  weight  of  290.3. 

■ulfamethoxazole  is  A/'-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
I n almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
t jcular  weight  of  253.28. 


.ctions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
I f dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
1 1 rimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
| ydrofolic  acid  by  binding  to  and  reversibly  inhibiting  the  required 
I nzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 

Iecutive  steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
ssential  to  many  bacteria. 

n vitro  studies  have  shown  that  bacterial  resistance  develops  more 
lowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
■lone. 

n vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
lacterial  activity  of  Bactrim  includes  the  common  urinary  tract 
lathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
\iella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
pecies. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/  ml) 


Bacteria 

Trimeth- 

oprim 

alone 

Sulfameth- 

oxazole 

alone 

TMP/SMX  (1:20) 
TMP  SMX 

' Escherichia 
1 1 coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

» Proteus  spp. 
indole  positive 

o 

in 

1 

in 

6 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Iluman  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
dministration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
ole  are  similar  to  those  achieved  when  each  component  is  given 
lone.  Peak  blood  levels  for  the  individual  components  occur  one 
lo  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
xazole  and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
vely  the  same  regardless  of  whether  these  compounds  are  admin- 
;tered  as  individual  components  or  as  Bactrim.  Detectable 
imounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
lood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
nd  trimethoprim  blood  levels  are  proportionately  dose-dependent, 
'n  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
) sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
■ulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
lein-bound  forms;  trimethoprim  is  present  as  free,  protein-bound 
nd  metabolized  forms.  The  free  forms  are  considered  to  be  the 
herapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
prim  and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
ilood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
ilecreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
legree;  trimethoprim  does  not  influence  the  protein  binding  of 
ulfamethoxazole. 

xcretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ilar  filtration  and  tubular  secretion.  Urine  concentrations  of  both 
ulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
re  the  concentrations  in  the  blood.  When  administered  together 
s in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
(he  urinary  excretion  pattern  of  the  other. 

ndications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
is,  pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
. coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
lliuently,  indole-positive  proteus  species). 

■n portant  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
sms  is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
ially  in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
:ontraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides, 
'regnancy  and  during  the  nursing  period  (see  Reproduction 
tudies). 

/arnings:  Deaths  associated  with  the  administration  of  sulfonamides 
iave  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
| is,  aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
rimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
o interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
iatients  concurrently  receiving  certain  diuretics,  primarily  thia- 
ides,  an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 


The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 

For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose@  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/ kg  sulfamethoxazole  or  192  mg/ kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/  kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 
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A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study...after  study 16 


brand  of  *g| 

betamethasone 
valerate  (0.1%) 

Cream/Ointment 

Plus  economy  Z?.z.c/.  dosage  often  found  effective } 
Available  in  5, 15,  and  45  Gm.  tubes. 


CLINICAL  CONSIDERATIONS: 

Description  VALISONE  products  contain 
betamethasone  valerate  (9-fluoro-i ip , 17,21- 
trihydroxy-i6p  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALISONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  1000 
monocetyl  ethei;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  acid;  4- 
chloro-m-cresol  is  present  as  a preservative.  Each 
gram  of  VALISONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALISONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALISONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  I f irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  should 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequendy  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALI SONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Schering 
literature  available  from  your  Schering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  (1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  (2)  Carter,  V.  H.,  and 
Noojin,  R.  O.:  Curr.  Therap.  Res.  9:253,  1967.  (3)  Falk,  M.  S.: 

Cutis  2:788,  1966.  (4)  Goldblum,  R.  W.:  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M.:J.  Indiana  M.  A.  10:1184, 

1966.  (6)  Zimmerman,  E.  H. : Arch.  Dermal.  95:514,  1967. 
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Hereditary  Angioneurotic  Edema 

Michael  S.  Nall,  M.D.  and  Walter  Wilson,  M.D. 

Louisville,  Kentucky 


A report  of  an  unusual  case  of  hered- 
itary angioneurotic  edema  presenting 
with  the  signs  and  symptoms  of  an  acute 
abdomen. 

HEREDITARY  angioneurotic  edema  is  a 
relatively  rare  disorder  transmitted  as 
a mendelian  dominant.  It  is  characterized 
by  recurrent  attacks  of  acute  edema  involving 
the  skin,  gastrointestinal  and  upper  respiratory 
mucosa  and  is  probably  more  common  than 
most  physicians  recognize. 

In  1888,  Osier  first  described  the  disease  in 
this  country  when  he  published  the  history  of 
a family  in  which  22  members  through  five 
generations  had  been  afflicted.1  In  1963, 
Donaldson  and  Evans  found  that  patients  with 
this  disease  lacked  a specific  serum  protein, 
C’l  esterase  inhibitor.2  Unlike  other  forms  of 
angioedema  there  is  no  known  allergic  basis 
to  this  disorder.  Donaldson  and  Rosen  re- 
ported that  in  three  years  they  noted  more  than 
100  patients  with  this  condition.3  A patient 
with  hereditary  angioneurotic  edema  who  pre- 
sented with  abdominal  pain  and  the  physical 
findings  of  acute  appendicitis  is  reported. 

Case  Report 

C.Y.,  a 15-year-old  white  male  was  admitted 
to  the  hospital  in  October,  1971,  with  a 24- 
hour  history  of  abdominal  pain,  vomiting  and 
low  grade  fever.  He  had  no  past  history  of 
recurring  abdominal  pain.  However,  at  ages 
five  and  ten  and  two  weeks  prior  to  admission 
he  had  episodes  of  angioneurotic  edema.  Each 
attack  was  similar,  coming  on  suddenly  and  in- 


volving his  face  and  upper  extremities;  the 
swelling  was  painless  and  there  was  no 
erythema.  On  each  occasion  the  edema  sub- 
sided in  two  or  three  days.  The  patient  and 
his  family  were  unable  to  identify  any  pre- 
cipitating factors  in  these  attacks.  There  was  no 
family  history  of  anyone  having  recurrent 
angioneurotic  edema. 

Upon  physical  examination,  the  patient  ap- 
peared to  be  a well  developed  15-year-old 
white  male  in  some  pain.  The  abdomen  was 
tender  to  palpation,  more  so  in  the  right  lower 
quadrant  with  slight  rebound  tenderness.  There 
was  no  obvious  superficial  swelling  and  there 
was  no  evidence  of  other  acute  or  chronic 
disease. 

Laboratory  findings  on  admission  revealed 
the  following:  Hemoglobin  16.8  gm% ; 

hematocrit  50.5%  and  leukocytes  15,300  per 
cu.mm,  with  68%  polymorphonuclear  leuko- 
cytes, 8%  band  forms,  1%  eosinophils,  21% 
lymphocytes  and  2%  mononuclear  cells.  Plate- 
lets appeared  normal  on  stained  smears.  The 
urine  was  clear  with  a pH  of  6.0  and  a specific 
gravity  of  1.032  with  no  cells,  sugar  or  albumin. 

Shortly  after  admission  the  patient  was 
taken  to  surgery  and  an  appendectomy  was 
performed.  The  surgeon  found  edema  of  the 
mesentery  with  a large  amount  of  clear  fluid  in 
the  abdominal  cavity;  both  the  colon  and  small 
bowel  were  slightly  edematous.  The  appendix 
appeared  grossly  normal.  The  pathologist  re- 
ported fibrosis  of  the  appendix  and  omental  fat. 
Cultures  of  fluid  taken  from  the  abdominal 
cavity  were  negative.  The  postoperative  course 
was  uneventful. 

Upon  discharge  from  the  hospital  the  patient 


o57 


Hereditary  Angioneurotic  Edema — Nall  and  Wilson 


underwent  an  allergy  survey.  Scratch  and  in- 
tradermal  skin  test  results  for  a variety  of  food 
and  environmental  allergens  were  negative 
except  to  house  dust,  Alternaria  and  Aspergil- 
lus. Total  serum  complement  activity  was  less 
than  10%  with  a normal  range  of  36  to  52%. 
Because  of  these  findings  the  patient  was  re- 
ferred to  Virginia  H.  Donaldson,  M.D.,  at  the 
University  of  Cincinnati  School  of  Medicine. 
Tests  in  her  laboratory  revealed  that  the  patient 
did  have  the  biochemical  defect  associated  with 
hereditary  angioneurotic  edema.  His  serum 
lacked  the  normal  inhibitory  activity  directed 
against  C’l  esterase.  Both  parents  were  found 
to  have  normal  amounts  of  the  inhibitor  of 
C’l  esterase.  This  indicated  that  the  patient 
probably  represented  a mutation  which  has 
been  identified  as  the  source  of  this  disease  in 
at  least  four  other  families.4 

Following  the  studies,  the  patient  returned  to 
normal  activities  including  school  attendance 
where  he  is  an  excellent  student  and  a mem- 
ber of  the  swim  team.  Five  months  after  his 
surgery  he  had  another  rather  mild  episode  of 
abdominal  pain  associated  with  swelling  of 
one  of  his  upper  extremities. 

Discussion 

The  first  of  four  originally  described  com- 
ponents of  complement,  Cl,  exists  in  the 
serum  as  a proesterase  which  may  be  converted 
to  the  active  C’l  esterase  under  certain  con- 
ditions. The  human  serum  normally  contains 
an  inhibitor  of  C’l  esterase  which  is  a specific 
alpha  2 globulin.  Individuals  with  hereditary 
angioneurotic  edema  lack  this  serum  inhibitor 
activity  probably  secondary  to  a decreased 
synthesis  of  the  protein  inhibitor  by  the  liver.5 
It  is  felt  that  the  edema  is  due  to  the  C’l 
esterase  which  is  increased  due  to  the  lack  of 
inhibitor.  This  is  a brief  explanation  and  for  a 
more  detailed  discussion  of  the  pathogenesis  of 
this  disease  the  reader  is  referred  to  a recent 
work  by  Austin.6 

The  disease  has  been  found  in  all  ethnic 
groups  and  is  transmitted  as  an  autosomal 
dominant  trait.  It  has  been  reported  in  patients 
as  young  as  one  week  of  age  and  as  old  as 
80.  Generally,  it  is  evident  by  the  time  the 
patient  is  30  and  the  symptoms  usually  become 


less  severe  after  50.  A variety  of  things  have 
been  thought  to  precipitate  an  attack.  Trauma 
or  excessive  exercise  will  often  bring  on  the 
symptoms.  The  attacks  are  usually  sudden  in 
onset  with  no  warning.  Itching  and  erythema 
may  be  present  but  are  not  characteristic.  The 
swollen  area  is  usually  pale  and  cannot  be 
pitted  until  the  edema  begins  to  recede.  These 
patients  often  have  episodes  of  gastrointestinal 
involvement.  They  have  severe  abdominal  pain 
due  to  edema  of  the  gastrointestinal  wall  and 
may  present  without  visible  subcutaneous  swell- 
ing, making  it  a difficult  diagnostic  problem. 
Involvement  of  the  upper  respiratory  tract  may 
constitute  an  emergency  because  death  can 
occur  suddenly  from  respiratory  obstruction. 

Treatment  of  this  disease  has  been  unsatis- 
factory. Spaulding  has  reported  benefit  to  five 
patients  treated  with  Methyltestosterone  Lin- 
quets.7  Adrenalin  has  been  reported  to  at  least 
arrest  the  attack  in  some  cases  and  our  patient 
did  seem  to  benefit  from  this  drug  on  one 
occasion.8  A plasmin  inhibitor,  Tranexamic 
acid,  has  recently  been  reported  to  prevent  at- 
tacks of  edema  in  some  patients  with  heredi- 
tary angioneurotic  edema.9  A tracheostomy 
may  be  required  with  upper  respiratory  tract 
involvement  and  can  be  life-saving. 

Summary 

Hereditary  angioneurotic  edema  must  be 
considered  when  faced  with  a patient  with 
abdominal  pain  and  a history  of  recurrent 
angioneurotic  edema.  The  family  history  will 
give  an  important  clue  unless  the  patient  repre- 
sents a mutation  as  in  the  case  reported. 
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Percutaneous  Removal  of  Embolized 
Polyethylene  Catheter 
From  the  Pulmonary  Artery 

Robert  E.  Durnin,  M.D.*,  Robert  J.  Caswell,  M.D.* 
and  Leonidas  Mostowycz,  M.D.** 


Lexington,  Kentucky 


Embolization  of  foreign  bodies  within 
the  vascular  system  has  been  associated 
ivith  serious  complications.  Successful 
percutaneous  removal  of  an  embolized 
catheter  from  the  pulmonary  artery  by  a 
retrieval  catheter  is  reported. 

RECENT  communications  have  em- 
phasized the  serious  complications  of 
polyethylene  catheter  and  guide  wire 
embolization  within  the  heart  and  great  ves- 
sels.1'2 Several  instruments  have  been  used  for 
successful  transvenous  retrieval  of  these  intra- 
vascular foreign  bodies.3'6 

This  report  presents  our  experience  with  per- 
cutaneous retrieval  of  a polyethylene  catheter 
from  the  pulmonary  artery  using  a helicoid  wire 
catheter.  (Cook,  Inc.,  Bloomington,  Indiana). 
There  are  five  reports  of  foreign  body  retrieval 
from  the  pulmonary  artery.2 


catheter  by  a transvenous  approach  in  an  at- 
tempt to  avoid  open  thoracotomy.  A Teflon 
Cook  catheter  with  a movable  helicoid  wire 
center  (Fig.  2)  was  introduced  through  a Mylar 
sheath  into  the  right  femoral  vein  by  the 
Seldinger  percutaneous  technique.  The  retrieval 
catheter  was  advanced  through  the  right  heart 
into  the  main  pulmonary  artery  under  fluoro- 
scopic control  with  electrocardiographic  moni- 
toring. Because  of  catheter  stiffness  and  de- 
creased torque,  some  difficulty  was  encount- 
ered in  manipulation  of  the  catheter  through 
the  right  ventricular  outflow  tract.  However,  no 
significant  arrhythmia  was  noted.  The  tip  of 
the  embolized  polyethylene  embolized  catheter, 
lying  in  the  left  upper  lobe  artery,  was  snared 
and  the  30  cm  catheter  was  quickly  withdrawn 
into  the  inferior  vena  cava. 

Initially,  the  retrieval  catheter  and  foreign 
body  could  not  be  withdrawn  from  the  per- 


Case  Report 

S.G.,  a 39-year-old  male  had  a polyethylene 
catheter  inserted  for  central  venous  pressure 
monitoring  during  a hospital  admission  follow- 
ing trauma.  Initial  films  at  the  Veterans  Ad- 
ministration Hospital  in  April,  1971,  showed 
the  radiopaque  catheter  to  be  positioned  in  the 
superior  vena  cava.  Subsequent  to  this  time 
a chest  radiograph  in  May,  1972,  at  the 
Veterans  Administration  Hospital,  (Fig.  1) 
revealed  a long  fragment  of  the  polyethylene 
catheter  had  embolized  and  coiled  in  the  main 
pulmonary  artery  and  its  immediate  branches. 
A decision  was  made  to  retrieve  the  displaced 


*Resident  Physicians,  Department  of  Diagnostic 
Radiology,  University  of  Kentucky  Medical  Center, 
University  of  Kentucky,  Lexington 

**Chief,  Department  of  Radiology,  Veterans  Ad- 
ministration Hospital,  Lexington 


FIG.  1 Chest  radiograph  revealing  embolized  polyethylene 
catheter. 
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FIG.  3 Chest  radiograph  after  removal  of  Catheter. 


FIG.  3 Abdominal  radiograph  after  removal  of  catheter. 


Percutaneous  Removal  of  Embolized  Polyethylene  Catheter — Dumin,  Caswell,  Mostowycz 

fig.  2 retrieval  catheter,  Mylar  sheath  and  polyethy- 

lene foreign  body.  Small  thrombi  were  noted 
to  be  adherent  to  the  polyethylene  catheter. 
Firm  pressure  controlled  oozing  from  the 
femoral  vein.  The  small  incision  was  closed 
with  four  skin  sutures.  The  total  procedure 
was  accomplished  in  one  hour.  The  patient 
tolerated  the  procedure  well  and  was  dis- 
charged the  next  day.  A chest  (Fig.  3)  and 
abdominal  radiograph  obtained  at  the  termi- 
nation of  the  procedure  revealed  no  fragment 
remnants.  A 99  m Tc  perfusion  lung  scan  per- 
formed one  week  later  was  normal. 


FIG.  2 Teflon  Cook  catheter  with  a movable  helicoid  wire 
center. 

cutaneous  entrance  site.  A small  incision  was 
made  above  the  percutaneous  entrance  site 
which  allowed  the  application  of  firm  pressure 
over  the  vein  and  facilitated  removal  of  the 


Discussion 

Serious  cardiopulmonary  complications  have 
been  associated  with  intravascular  foreign 
bodies  within  cardiac  chambers  and  great 
arteries.7  Superior  vena  caval  syndrome,  fatal 
arrhythmias,  sepsis,  myocardial  necrosis  and 
perforation  are  recorded  serious  complications. 
Experimental  studies  have  shown  that  extensive 
pulmonary  embolization  and  vascular  occlusion 
can  result  from  thrombus  formation  with  this 
foreign  body  nidus. 

Because  of  significant  mortality  and  morbi- 
dity, removal  of  the  foreign  body  is  necessary.1 
In  the  past,  this  has  frequently  necessitated 
open  thoracotomy  and  laparotomy.  Removal  of 
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embolized  catheter  fragments,  venous  pace- 
maker and  guidewires  by  transvenous  retrieval 
instruments  has  been  accomplished  thus  obviat- 
ing the  need  for  thoracotomy.  Removal  of  the 
foreign  body  should  be  attempted  by  retrieval 
catheter  technique  unless  a large  thrombus  is 
evident.  Some  reports  have  indicated  an  angio- 
gram should  be  performed  prior  to  extraction 
to  ascertain  any  large  thrombi. 

Several  types  of  retrieval  instruments,  both 
commercial  and  homemade  have  been  em- 
ployed. 2 7 These  instruments  have  been  intro- 
duced by  cutdown  or  percutaneously  through 
jugular,  antecubital  or  femoral  veins. 

Bronchoscopic  forceps  introduced  through 
the  right  jugular  vein  have  been  used  to  snare 
foreign  bodies  in  the  superior  vena  cava  and 
right  atrium.  The  inflexibility  and  short  length 
of  this  forcep  limits  its  application  beyond  the 
right  atrium.  Dormia  ureteral  stone  baskets 
have  been  used  successfully  in  extracting 
foreign  bodies  in  the  right  heart.  Again,  this 
instruments’  short  length  limits  it  for  removal 
of  foreign  bodies  in  the  pulmonary  artery. 

More  recently  the  loop  snare  catheter  (Fig. 
4)  and  helicoid  wire  catheter  (Fig.  2)  have 
been  successful.2  The  loop  snare  catheter  is 
semi-flexible,  of  suitable  length  and  can  be  used 
percutaneously.  This  catheter  was  attempted 
in  our  case  but  was  abandoned  because  of  dif- 
ficulty in  manipulating  the  catheter  through  the 
right  ventricular  outflow  tract. 

The  helicoid  wire  retrieval  catheter  was 
easily  introduced  percutaneously  through  a 
Mylar  sheath.  The  stiffness  of  the  catheter  and 
restricted  length  (65  cm)  presented  some 
technical  problems  when  manipulating  in  the 
main  pulmonary  artery.  This  could  be  averted 
by  increasing  the  catheter  length.  Also  the 
Mylar  sheath  became  shortened  and  distorted 
during  the  procedure. 

The  loop  snare  and  movable  helicoid  wire 


FIG.  4 


core  catheter  appear  equally  suitable  and  both 
may  have  to  be  used  until  successful  extraction 
is  accomplished. 
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Psychotherapy  as  Bio-Psycho-Social  Diagnosis 
and  Community  Treatment  in  Kentucky 

John  H.  Parks,  M.D.* 

Frankfort,  Kentucky 


IN  1966,  the  State  of  Kentucky  initiated  the 
development  of  a chain  of  community 
mental  health  centers  providing  mental 
health-mental  retardation  services  to  all  citizens 
of  the  State.  A medically  trained  psycho- 
therapist, together  with  other  professionally 
trained  social  workers,  psychologists,  nurses 
and  some  lesser  trained  para-professionals  con- 
stituted the  staff  of  the  Center.  Clients  coming 
to  the  Center  for  services  consisted  of: 

1.  Patients  seeking  diagnosis  and  treatment 
for  themselves; 

2.  Community  caregivers  seeking  consulta- 
tion and  educational  services  in  order  to  help 
needy  persons. 

These  caregivers  were  volunteers  to  or  ad- 
ministrators of  community  agencies  such  as 
schools,  public  health  departments,  parole 
boards,  juvenile  deliquency  boards  and  welfare 
programs. 

The  Mental  Health  Center  developed  a total 
method  of  bio-psycho-social  diagnosis  which 
included  a variety  of  diagnostic  procedures 
from  general  medicine,  the  behavioral  sciences, 
psychology  and  psychiatry.  The  diagnostic  ap- 
proach was  applied  to  both  traditional  patients 
and  the  caregivers.  After  diagnosis,  the  appro- 
priate combination  of  remedies  were  selected: 
drug  therapy,  nutritional  therapy,  physical  edu- 
cation therapy,  recreational  therapy,  educa- 
tional therapy,  financial  assistance,  vocational 
therapy  or  referral  to  a specialized  community 
group  or  community  institution.  The  appro- 
priate range  of  remedies  for  each  diagnostee 
utilized  total  community  as  well  as  mental 
health  center  resources.  With  appropriate  com- 
munity utilization,  the  community  helps  meet 
the  needs  of  the  patient,  and  the  patient  and 
the  caregiver  each  contribute  to  the  goals  and 
purposes  of  the  community. 


* Medical  Director,  Blue  grass  West  Comprehensive 
Care  Center,  Frankfort 


The  Diagnostician-Diagnostee  Relationship 
THE  INITIAL  CONTACT 

The  medically  trained  psychotherapist  or 
psychiatrist  with  his  knowledge  of  the  basic 
sciences  of  medicine,  together  with  his  knowl- 
edge of  the  many  differing  methods  in  the 
field  of  psychotherapy,  structures  and  super- 
vises the  overall  bio-psycho-social  diagnostic 
procedure. 

At  the  end  of  the  initial  interview,  during 
which  the  patient  or  caregiver  outlined  to  the 
diagnostician  what  he  considers  to  be  his  major 
problems,  the  diagnostician  indicates  to  the 
patient  or  caregiver  his  conception  of  the  con- 
stitution of  man  and  the  overall  process  of 
bio-psycho-social  diagnosis.  Appropriate  books 
or  pamphlets  can  be  given  to  the  patient  to 
read.  Biographies  of  individuals  having  suc- 
cessfully completed  a bio-psycho-social  diag- 
nosis are  particularly  helpful  in  the  beginning 
to  facilitate  the  patient’s  or  caregiver’s  identi- 
fication with  the  process  of  psychological  work. 

A central  concept  in  outlining  the  constitu- 
tion of  man  is  the  recognition  of  the  central 
core  of  the  self,  Freud’s  observing  ego,  the 
persistent  “I-Consciousness”,  distinct  from  the 
changing  biological,  psychological  and  socio- 
logical states.  The  diagnostician  indicates  how 
he  will  ally  himself  with  the  central  self  of  the 
patient  or  caregiver,  and  in  partnership,  the 
bio-psycho-social  diagnosis  will  be  undertaken. 
An  understanding  of  identification  with  trans- 
ient selves,  and  the  process  of  disidentification 
from  these  transient  selves  so  as  to  lead  to  the 
experience  of  the  central  core  of  self,  is  best 
demonstrated  by  the  use  of  Assagioli’s  “Exer- 
cise in  Disidentification.”1  The  patient  or 
caregiver  is  shown  this  exercise  during  the  first 
interviews,  asked  to  practice  it  daily,  pointing 
out  the  experienced  central  self  will  provide 
the  direction  in  alliance  with  the  diagnostician 
for  the  total  process  of  bio-psycho-social  diag- 
nosis. The  “Training  of  the  Will”1  is  another 


662 


October  1973  • The  Journal 


Psychotherapy  as  Bio-Psycho-Social  Diagnosis — Parks 


fundamental  technique  taught  by  Assagioli 
which  is  intimately  connected  with  the  experi- 
enced central  self.  This  technique  should  be 
recommended  to  patients  or  caregivers  early 
in  the  bio-psycho-social  diagnostic  work,  and 
particularly  on  the  initiation  of  the  treatment 
process,  so  as  to  insure  a responsible  intensity 
of  effort  and  work  on  the  part  of  patient  or 
caregiver. 

BIOLOGICAL  DIAGNOSIS 

Because  of  the  advances  of  psychopharma- 
cology and  orthomolecular  medicine  during  the 
past  15  years,  a complete  bio-psycho-social 
diagnosis  of  a new  patient  cannot  be  relegated 
to  an  outside  physician  unattached  to  the 
mental  health  center,  as  originally  advocated 
by  Freud  and  later  depth  psychologists.  How- 
ever, with  respect  to  two  physicians  working 
cooperatively  in  the  same  clinic,  one  of  them 
could  take  the  major  responsibility  for  biologi- 
cal, as  opposed  to  sociological  or  psychological 
diagnosis.  With  regards  to  the  medical  history 
and  diagnosis,  a careful  review  of  all  systems 
is  undertaken  with  a high  index  of  suspicion 
that  nutritional  deficiency,  malabsorption, 
toxicity,  allergy  or  metabolic  imbalance  are 
involved  in  the  patient’s  symptomatology. 

A careful  detailed  analysis  of  the  diet  is 
made  to  assess  balance  and  adequacy  of  re- 
quired nutrients.  A variety  of  blood  chemistries 
are  drawn.*2 

PSYCHOLOGICAL  DIAGNOSIS 

A mental  status  examination  of  the  patient 
or  caregiver  on  the  part  of  the  physician  is  of 
importance  in  providing  an  objective  diagnos- 
tic classification  of  the  patient.  The  major 
question  to  be  answered  during  each  mental 
status  examination  from  the  practical  point  of 
view  of  patient  management  is:  What  is  the 
ego  strength,  the  insight  and  the  depth  of  per- 
ception of  the  patient  in  regard  to  his  total 
life  situation?  A careful  assessment  of  this  ego 
strength  factor  is  crucial  in  making  decisions 
such  as  hospitalization,  use  of  psychotropic 
drugs,  frequency  of  clinic  visits,  role  of  family 
and  friends  in  the  therapeutic  process,  legal 


* (Glucose  Tolerance  Test,  Plasma  PH,  Total  COt 
Content  of  Plasma,  Hematocrit,  Total  Lipids,  Com- 
plete Blood  Cell  Count,  Hemoglobin,  Calcium,  Blood 
Urea  Nitrogen,  Alkaline  Phosphatase,  Albumin, 
Globulin,  Inorganic  Phosphorous,  Glucose,  Uric  Acid, 
Cholesterol,  Total  Protein,  Bilirubin,  LDH,  SGOT) 


consideration  of  competency  and  commitment 
to  a psychiatric  hospital. 

For  individuals  who  possess  good  ego 
strength  with  a diagnosis  of  psychophysiologi- 
cal  reaction,  psychoneuroses,  character  dis- 
order or  situational  and  adjustment  reactions, 
the  larger  the  degree  of  responsibility  taken 
for  their  own  bio-psycho-social  diagnostic  pro- 
cess, the  better  the  final  outcome  as  far  as 
optimal  change. 

Insofar  as  possible,  the  psychological  diag- 
nostician allies  himself  with  the  observing  part 
of  the  ego  of  the  diagnostee,  so  that  together 
they  become  fully  aware  and  value  order  the 
contents  of  consciousness  of  the  diagnostee. 
The  patient  or  caregiver  takes  his  full  share  of 
responsibility  in  this  task.  With  patients  with 
defects  in  ego  strength,  such  as  mental  re- 
tardation, the  diagnostician  takes  more  respon- 
sibility, but  still  makes  an  effort  to  cooperate 
with  the  patient’s  own  initiative  and  insight 
as  much  as  possible  in  the  task  of  psychological 
diagnosis.  With  intelligent,  inquisitive  patients, 
it  is  quite  in  order  during  the  biological  phase 
of  diagnosis  to  refer  the  patient  to  pertinent 
books  on  nutrition  or  orthomolecular  medicine. 
A bio-psycho-social  diagnosis  is  first  and  fore- 
most a process  of  education  for  the  patient. 

In  a similar  fashion,  other  significant  books 
on  social  processes  or  psychology  can  be 
recommended  by  the  diagnostician  at  the  ap- 
propriate point  in  the  psychological  and  social 
phases  of  the  diagnostic  procedure.  Reading 
should  be  done  in  a thoughtful,  reflective,  non- 
hurried  manner,  so  as  to  raise  issues  of  crucial 
personal  importance  to  the  life  of  the  patient. 
The  patient  should  be  encouraged  to  become 
aware  and  understand  the  chief  features  of  his 
conscious  and  his  subconscious  personality. 
The  psychological  diagnostician  must  place  a 
high  premium  early  in  the  diagnosis  of  his 
active  listening,  much  in  the  tradition  of 
psychoanalysis  and  existential  psychotherapy. 
The  psychological  diagnostician  may  elect  to 
suggest  one  or  more  of  a variety  of  diagnostic 
techniques  which  have  proved  useful  in  psy- 
chotherapy since  the  time  of  Freud;  for  ex- 
ample: writing  a biography,  keeping  a daily 
diary,  completing  any  one  of  a number  of 
psychological  tests  and  questionnaires,  psycho- 
analytic free  association,  Jung’s  Association 
Test,  dream  analysis,  expressive  techniques, 
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such  as  free  drawing,  free  movement,  clay 
modeling,  projective  techniques,  such  as  the 
TAT,  Rorsharch,  Drawing  of  the  Tree,  Szondi, 
Initialed  Symbol  Projection  of  Leuner,  Verbal 
Catharis,  etc.  A manual  of  a variety  of  these 
psychodiagnostic  techniques  has  been  pub- 
lished by  Roberto  Assagioli.1  The  crucial 
factor  in  the  use  of  each  such  diagnostic  tech- 
nique is  that  the  psychodiagnostician  has  had 
some  experience  with  the  technique  by  its  use 
on  himself  or  others,  and  that  the  immediate 
situation  with  the  patient  calls  for  such  a tech- 
nique. A given  technique  must  be  seen  as  only 
one  aspect  of  the  larger  existential  doctor- 
patient  relationship  in  all  its  broader  ramifica- 
tions. 

When  a bio-psycho-social  diagnosis  is  com- 
menced, such  an  undertaking  should  be  con- 
sidered the  most  important  activity  of  one’s 
life.  For  many  persons,  a vacation  from  work, 
from  family  and  friend  will  be  necessary  to 
insure  a successful  outcome  of  psychological 
work.  The  caregiver  of  the  patient  should  see 
the  diagnostician  frequently  enough  to  insure 
that  at  least  several  hours  a day  are  devoted 
to  psychological  work.  Generally,  several  in- 
terviews a week  are  required  at  first,  with  less 
frequent  interviews  later  on  at  such  times  as 
the  caregiver  or  patient  feels  confident  enough 
to  proceed  more  independently.  Excess  pro- 
longed dependency  on  the  diagnostician  is  not 
encouraged. 

SOCIOLOGICAL  DIAGNOSIS 

A careful  detail  inquiry  is  made  into  the 
patient’s  membership  in  various  community 
groups:  family,  church,  civic,  vocational  and 
recreational.  In  patients  with  a marked  reduc- 
tion of  bio-psycho-social  functioning,  such  as 
cases  of  mental  retardation,  schizophrenia  or 
organic  brain  syndrome,  care  is  taken  to  ac- 
quire the  necessary  anamnestic  data  from  close 
family  members,  friends  or  other  community 
individuals  who  are  willing  to  share  some  re- 
sponsibility for  the  overall  functioning  of  the 
patient.  With  children,  family  diagnosis  and 
school  classroom  diagnosis  is  essential  to  the 
full  understanding  of  the  case.  In  adult  patients 
with  good  ego  strength,  stable  group  member- 
ship need  not  be  a necessary  factor  in  success- 
ful treatment,  as  such  a person  can  decide  to 
leave  a non-fulfilling  group  and  join  a group 


A.  Patient-Bio-Psycho-Social-Diagnostician  Relationship 
(Active)  and  Treatment  Team  (Active). 

CASE  OPENED 


more  suited  to  his  needs.  This  is  not  the  case, 
however,  with  children,  patients  with  limited 
ego  strength,  or  other  marked  limitations 
(financial,  physical,  intellectual,  vocational, 
etc.).  In  these  latter  cases,  an  individual  repre- 
senting the  group  of  which  the  patient  is  a 
member  must  be  included  in  the  overall  diag- 
nostic and  treatment  plan  (e.g.,  teacher  in 
school,  Alcoholics  Anonymous  sponsor,  etc.). 
A full  utilization  of  all  pertinent  community 
resources  is  essential  for  adequate  diagnosis 
and  treatment  of  persons  with  reduced  ego 
strength. 

TREATMENT 

A successful  bio-psycho-social  diagnosis  is 
necessary  for  successful  treatment.  Care  should 
be  taken  to  insure  sufficient  time  for  diagnosis 
without  prematurely  settling  for  a limited  un- 
derstanding of  the  case.  Efforts  at  premature 
treatment  by  drugs,  symptom  removal  tech- 
niques and  mass  group  psychotherapy  without 
a careful  understanding  of  the  whole  person 
by  the  diagnostician  and  the  patient  or  care- 
giver himself,  lead  to  states  of  chronic  de- 
pendency on  therapists  and  their  treatment 
techniques.  If  the  diagnosis  places  a central 
value  on  the  central  self  of  the  patient  or 
caregiver,  if  it  emphasizes  the  training  of  his 
will,  together  with  a thorough  understanding 
of  himself  biologically,  psychologically  and 
sociologically,  such  experience  and  knowledge 
gained  will  liberate  and  free  the  patient  and 
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caregiver  from  excessive  dependency  on 
therapists  and  their  treatments.  Better  a six- 
month  period  of  diagnosis  and  a one-month 
treatment  than  one  month  diagnosis  and  six 
years  treatment. 

After  a careful,  detailed,  if  necessary,  pro- 
longed bio-psycho-social  diagnostic  work  where 
the  patient  or  caregiver  has  gained  as  much 
insight  as  possible  into  his  problems,  the  diag- 
nostician and  the  patient  or  caregiver,  together 
with  the  patient’s  intimate  family  members  in 
some  cases,  meet  together  to  form  a coopera- 
tive plan  of  action.  The  diagnostician  works 
toward  helping  establish  conviction  and  motiva- 
tion of  the  patient  or  caregiver  towards  pos- 
sible solutions  of  his  problems  as  implied  by 
the  bio-psycho-social  diagnosis.  Diagnostician 
and  patient  or  caregiver  then  plan  together 
various  steps  involved  in  working  out  the 
agreed  upon  solutions.  Such  steps  may  involve 
a number  of  different  individuals  working  to- 
gether as  a team,  and  held  together  by  the 
bio-psycho-social  diagnosis.  The  diagnostician 
acts  as  a facilitator  and  coordinator  of  the 
treatment  plan. 

The  treatment  solutions  are  implemented  by 
the  various  staff  members  of  the  mental  health 
clinic,  the  patient  or  caregiver,  and  various 
members  of  the  community.  The  conscious 
and  planned  reconstruction  of  the  personality 
by  means  of  transformation,  sublimation,  and 
direction  of  psychological  energies,  the 
strengthening  and  maturing  of  weak  or  unde- 
veloped psychological  functions,  and  the  acti- 
vation of  superconscious  energies;  realignment 
of  memberships  in  social  groups,  changes  in 
job,  change  in  relationship  to  family  members, 
starting  or  stopping  education,  dietary  and 
exercise  changes,  ingestion  of  psychotropic 
drugs,  cultivation  of  positive  emotional  atti- 
tudes and  increase  in  creativity  and  produc- 
tivity at  work  and  with  fellow  humans,  can  all 
be  considered  active  solutions  implied  by  the 
careful  bio-psycho-social  diagnosis. 

The  caregiver  or  patient  commits  himself  to 
these  changes  and  in  partnership  with  the  fa- 
cilitating diagnostician,  assumes  full  responsi- 
bility in  carrying  them  out.  The  will  of  the 
patient  or  caregiver  is  to  be  trained,  not 
violated! 

With  patients  with  poor  ego  strength,  the 
above  decisions  will  have  to  be  implemented 


by  family  members  and  close  intimate  friends. 
Decisions  as  to  hospitalization,  supervision 
programs,  day  care  center  programs,  etc.  will 
have  to  be  made  by  the  mental  health  center 
in  conjunction  with  those  human  beings  most 
intimately  related  to  the  patient. 

There  is  no  end  to  psychotherapy  as  a com- 
munity process  involving  a number  of  persons 
working  towards  the  betterment  of  the  patient 
or  caregiver.  However,  as  the  process  con- 
tinues in  time,  the  diagnostician  may  terminate 
the  case,  believing  that  the  individual  himself 
can  adequately  follow  through  on  his  life 
treatment  plan,  and  make  the  necessary  “com- 
munity adjustment’’  without  his  help. 

A typical  patient  or  caregiver  might  find 
himself  dealing  with  the  following  “team”  of 
mental  health  clinic  workers  and  outside  com- 
munity workers: 

1 . A physician  administering  a psychotropic 
drug. 

2.  A dietician  advising  about  diet  and  food 
supplements. 

3.  A physical  education  trainer  teaching  co- 
ordinated  muscular  exercises. 

4.  A vocational  rehabilitation  counselor  who 
arranges  an  educational  program  for  training 
for  a new  job. 

B.  Patient-Bio-Psycho-Social-Diagnostician  Relationship 
(Terminated)  and  Treatment  Team  (Terminated).  The 
treated  patient  continues  his  relationship  to  com- 
munity institutions  on  his  own  initiative. 

CASE  CLOSED 
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5.  A member  of  Alcoholic  Anonymous  who  mental  health  center  from  the  community, 
encourages  the  patient  or  caregiver  to  go  to  until  such  time  as  he  returns  to  the  com- 


AA  meetings. 

6.  A psychotherapist  working  with  the  pa- 
tient or  caregiver  on  a conscious  and  planned 
reconstruction  of  his  personality. 

The  physician,  the  psychotherapist  and  the 
vocational  counselor  are  members  of  the  mental 
health  clinic  staff.  The  others  are  outside  com- 
munity workers  who,  however,  are  part  of  the 
total  treatment  team  which  is  activating  the 
treatment  plan  agreed  upon  by  the  patient  or 
caregiver  and  the  bio-psycho-social  diagnos- 
tician. 

Summary 

Psychotherapy  is,  therefore,  to  be  considered 
as  the  totality  of  processes  involved  from  the 
time  the  caregiver  or  patient  comes  to  the 
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munity.  This  process  is  continuously  catalyzed 
by  the  bio-psycho-social  diagnostician. 

Psychotherapy,  then,  is  the  thoughtful  con- 
sideration given  to  the  interaction  between  the 
individual  and  his  society.  Within  the  limits  of 
the  intelligence,  insight  and  ego  strength  of 
the  patient,  he  should  be  fully  involved  in  the 
process  of  this  consideration,  particularly  as  it 
involves  his  own  particular  bio-psycho-social 
needs,  and  certain  institutions  of  his  society 
to  which  he  can  relate  in  a cooperative  and 
productive  manner. 
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Barlow  Syndrome 


FOR  many  years  mid-systolic  clicks  noted 
on  auscultation  were  attributed  to  extra- 
cardiac events.  In  1963,  J.  B.  Barlow, 
M.D.  described  seven  cases  with  mid- 
systolic  click  with  or  without  late  systolic 
murmurs.  Since  that  time,  considerable  atten- 
tion has  been  given  this  set  of  findings  known 
variably  as  Barlow  syndrome,  mid-systolic 
click,  late  systolic  murmur  syndrome,  the  floppy 
mitral  valve  syndrome  and  several  other  terms. 
Among  the  several  patients  with  this  disorder 
that  we  have  evaluated,  three  were  of  special 
interest  and  point  up  the  importance  of 
recognizing  such  patients.  These  three  patients 
emphasize  the  possible  misdiagnosis  of  patients 
with  Barlow  syndrome  as  having  congenital 
shunt  lesion,  rheumatic  mitral  disease  and 
coronary  atherosclerotic  heart  disease. 

Case  1.  (R.B.)  This  20-year-old  male  was 
noted  to  have  a heart  murmur  soon  after  birth. 
Mental  retardation  was  first  noted  at  age  five. 
He  has  had  no  cardiac  symptoms  and  has  re- 
quired no  cardiac  medication.  Scarlet  fever 
occurred  at  age  six,  but  there  was  no  history  of 
rheumatic  fever.  The  patient  was  referred  to  us 
with  a clinical  diagnosis  of  ventricular  septal 
defect.  The  physical  findings  were  highly  com- 
patible with  that  diagnosis  and  included  normal 
vital  signs,  normal  jugular  venous  and  carotid 
pulses.  These  was  no  detectable  cardiomegaly 
but  a systolic  thrill  was  felt  at  the  lower  left 
sternal  border.  A grade  IV/VI  high  frequency 
murmur  was  heard  best  at  the  lower  left  sternal 
border,  clearly  obscuring  the  first  heart  sound 
and  extending  into  the  second  heart  sound. 
There  were  no  diastolic  murmurs.  EKG  and 
chest  x-ray  were  normal.  Echocardiography 
showed  early  systolic  prolapse  of  the  posterior 
leaflet  of  the  mitral  valve  into  the  left  atrium. 
This  was  confirmed  at  cardiac  catheterization 


along  with  moderate  mitral  regurgitation  and 
normal  intracardiac  pressures.  There  was  no 
shunt  lesion  present. 

Case  2.  (A.L.)  This  30-year-old  female 
registered  nurse  was  referred  in  March,  1972, 
for  evaluation  of  palpitations,  dyspnea  and  sus- 
pected rheumatic  mitral  regurgitation.  There 
was  no  history  of  heart  murmur  at  birth  and 
no  history  to  suggest  acute  rheumatic  fever. 
Palpitations  intermittently  treated  with  Inderal 
had  been  present  along  with  vague  complaints 
of  fatigability  and  sharp  chest  pains  for  4Vi 
years.  Two  pregnancies,  three  and  five  years 
previously,  had  been  uncomplicated  but  the 
patient  had  been  advised  against  further  preg- 
nancies in  view  of  the  cardiac  findings  suspected 
to  represent  rheumatic  mitral  disease.  Several 
recent  episodes  of  palpitations  lasting  several 
minutes,  along  with  dizziness,  had  been  noted 
and  hospitalization  had  been  required.  On  ex- 
amination, vital  signs  were  normal.  The  pa- 
tient is  somewhat  tall  and  a moderate  pectus 
excavatum  was  noted  but  there  were  no  other 
features  to  suggest  Marfan  syndrome.  Jugular 
venous  and  carotid  pulses  were  normal.  No 
cardiac  enlargement  or  thrills  were  present. 
S-l  was  accentuated  and  S-2  was  normal.  A 
loud  click  was  noted  in  mid-systole,  followed 
by  a systolic  murmur.  On  standing,  the  click 
moved  closer  to  S-l  and  the  murmur  became 
grade  IV/VI  intensity  (Fig.  1).  The  electro- 
cardiogram showed  T wave  inversion  in  leads 
III  and  AVF.  Chest  x-ray  was  normal  except 
for  the  pectus  excavatum.  Holter  monitoring 
revealed  occasional  nodal  and  ventricular  pre- 
mature contractions.  The  patient  has  subsequ- 
ently completed  an  uneventful  third  pregnancy 
and  delivery  and  is  asymptomatic  on  low  dose 
Inderal  therapy. 

Case  3.  (A.M.)  This  47-year-old  male 
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executive  was  referred  for  evaluation  of  prob- 
able coronary  atherosclerotic  heart  disease.  The 
patient  reports  a heart  murmur  was  discovered 
on  physical  examination  at  18  years  of  age. 
In  1961,  a routine  EKG  demonstrated  non- 
specific ST-T  changes  in  leads  II,  III  and 
AVF,  suggestive  of  ischemia.  About  1966,  he 
began  having  a sharp,  stabbing  left  chest  pain 
not  related  to  exertion.  About  1969,  he  began 
experiencing  intermittent  episodes  of  palpita- 
tions of  short  duration.  A few  weeks  prior  to 
being  seen,  his  EKG  demonstrated  further 
ST-T  abnormalities  in  leads  II,  III  and  AVF, 
even  more  suggestive  of  ischemia  and  he  was 
referred  to  us  for  evaluation. 

On  physical  examination  the  blood  pressure 
was  128/72  and  pulse  70/min  with  an  oc- 
casional ectopic  beat.  The  carotids  and  venous 
pulses  were  normal.  The  precordium  was  nor- 
mal to  palpation.  The  first  heart  sound  was 
accentuated  and  the  second  sound  was  normal. 
No  third  or  fourth  heart  sounds  were  present. 
There  was  an  apical  grade  II/VI  late  systolic 
murmur  in  the  supine  position.  On  standing, 
the  murmur  became  II-III  intensity  and 
pansystolic.  The  peripheral  pulses  were  nor- 
mal. The  electrocardiograms  over  the  past  few 
years  were  reviewed  and  showed  T wave  in- 
versions limited  to  leads  II,  III  and  AVF. 
Occasional  PVC’s  were  noted  at  rest  and  be- 
came more  frequent  during  treadmill  exercise 
but  no  diagnostic  ischemic  changes  occurred. 

Discussion 

In  this  discussion  we  have  chosen  to  use  the 
term  Barlow  syndrome  to  refer  to  the  set  of 
findings  referred  to  in  the  literature  by  many 
different  terms  such  as  the  mid-systolic  click- 


late  systolic  murmur  syndrome,  parachute 
mitral  valve,  prolapsing  mitral  valve  and 
myxomatous  degeneration  of  the  mitral  valve 
leaflets. 

The  three  cases  presented  demonstrate  the 
extreme  importance  of  recognizing  this  dis- 
order and  differentiating  it  from  diseases  with 
quite  different  prognoses. 

The  presenting  complaints  of  patients  with 
Barlow  syndrome  are  summarized  in  Table  1. 
As  can  be  noted,  these  complaints  are  non- 
specific but  can  be  most  disturbing  to  the 
patient  and  physician  alike.  The  palpitations 
are  usually  due  to  ventricular  premature  con- 
tractions as  shown  by  continuous  tape  moni- 
toring in  one  of  our  patients  (A.L.),  and  they 
often  become  more  frequent  during  exercise 
as  shown  during  treadmill  testing  in  patient 
A.M.  The  atypical  chest  pain  remains  unex- 
plained and  in  most  cases  is  probably  due  to 
anxiety  and  hyperventilation,  as  are  the  com- 
plaints of  dyspnea  and  dizziness. 

The  physical  examination  of  patients  with 
Barlow  syndrome  reveals  characteristic  find- 
ings and  the  diagnosis  can  be  made  by  very 
simple  bedside  maneuvers  (Fig.  2).  The  gen- 
eral cardiovascular  examination  is  normal  ex- 
cept for  auscultation.  Venous  and  arterial 
pulses  are  normal  and  no  cardiomegaly  is  de- 
tected. On  auscultation  at  the  apex  in  the 
supine  position,  one  typically  hears  a mid- 
systolic  click  followed  by  a crescendo  systolic 
murmur.  On  occasion,  one  can  hear  the  click 
without  the  murmur  or  the  murmur  without  the 
click,  but  the  significance  remains  the  same. 
Maneuvers  which  reduce  venous  return  and 
decrease  heart  size  (standing,  Valsalva,  amyl 
nitrite)  result  in  the  click  occurring  earlier  in 
systole  and  the  murmur  becoming  louder  and 
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longer  as  shown  in  Fig.  2.  Maneuvers  which 
increase  peripheral  resistance  and  enlarge  the 
left  ventricle  tend  to  delay  the  click  and  soften 
the  murmur.  The  mechanism  by  which  these 
events  take  place  is  generally  understood  as 
follows:  In  most  cases  of  Barlow  syndrome, 
the  chordae  tendineae  are  congenitally  elon- 
gated and  this  allows  for  systolic  prolapse  of 
one  or  both  mitral  leaflets  into  the  left  atrium 
with  the  posterior  leaflet  most  often  affected. 
The  sudden  tensing  of  these  elongated  chordae 
produces  the  click  while  the  prolapse  of  a 
mitral  leaflet  allows  mitral  regurgitation  which 
creates  the  systolic  murmur.  Maneuvers  which 
reduce  left  ventricular  systolic  size  result  in  a 
relative  further  elongation  of  the  chordae 
tendineae  causing  an  earlier  prolapse  of  the 
mitral  leaflet  which  results  in  the  earlier  occur- 
rence of  the  systolic  click  and  murmur. 

The  electrocardiogram  is  generally  normal 
or  shows  T wave  inversion  in  leads  II,  III  and 
AVF  and  occasionally  also  leads  V4  - V6 
(Fig.  3).  These  changes  are  not  fully  explained 
but  may  be  related  to  the  elongated  chordae 
causing  excessive  stress  on  the  posterior  papil- 
lary muscle  and  underlying  myocardium.  Sev- 
eral patients  with  Barlow  syndrome  have  un- 
dergone coronary  angiography  and  these  have 
generally  revealed  no  major  coronary  artery 
disease. 

Chest  x-ray  examination  can  be  helpful  in 
differential  diagnosis  since  it  will  usually  be 
normal,  unlike  the  chest  x-ray  in  rheumatic 


51  - 1st  heart  sound 

52  - 2nd  heart  sound 
S.C.-  Systolic  click 
S.M.-  Systolic  murmur 

FIG.  2 


Table  1 

BARLOW  SYNDROME 

Palpitations 
Atypical  chest  pain 
Asymptomatic  heart  murmur 
Vague  dyspnea  and  dizziness 
Abnormal  EKG 

and  congenital  heart  lesions. 

In  the  majority  of  cases  further  diagnostic 
studies  are  not  required  to  confirm  the  diag- 
nosis of  Barlow  syndrome.  Echocardiographic 
studies  are  certainly  of  interest  and  can  demon- 
strate the  systolic  separation  of  the  mitral  leaf- 
lets with  herniation  into  the  left  atrium.  Con- 
tinuous electrocardiographic  monitoring  can 
clarify  the  nature  of  any  rhythm  disturbance 
and  facilitate  proper  treatment.  Treadmill  ex- 
ercise testing  will  generally  show  no  ischemic 
changes  but  may  reveal  the  nature  of  rhythm 
changes.  Should  the  diagnosis  remain  in  doubt, 
cardiac  catheterization  and  angiography  can  be 
of  further  assistance  in  evaluating  cardiac 
hemodynamics,  severity  of  mitral  regurgita- 
tion and  the  coronary  arteries.  Systolic  prolapse 
of  a mitral  leaflet  with  mitral  regurgitation  can 
be  seen  with  left  ventricular  angiography. 

The  prognosis  in  Barlow  syndrome  is  gen- 
erally excellent  unlike  that  of  rheumatic  mitral 
disease  and  coronary  atherosclerotic  heart 
disease.  Herein  lies  the  importance  of  correct 
diagnosis  in  such  cases  and  this  can  be  ap- 
preciated in  the  cases  presented  above.  In  the 
majority  of  cases,  no  complications  occur  and 
patients  with  Barlow  syndrome  can  look  for- 
ward to  a normal  life  expectancy.  There  are  a 
minority  of  cases,  however,  who  do  suffer  one 
or  more  of  the  complications  listed  in  Table  2. 

Treatment  in  Barlow  syndrome  is  generally 
symptomatic.  In  most  cases  reassurance  is  all 
that  is  necessary  to  control  the  anxiety  created 

Table  2 

COMPLICATIONS  OF  BARLOW  SYNDROME 
Arrhythmias 

Severe  mitral  regurgitation  (?  ruptured  chordae  tendineae  I 
Bacterial  endocarditis 
Syncope 
Sudden  death 
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by  palpitations  and  the  awareness  of  a cardiac 
disorder.  Should  palpitations  become  disabling, 
appropriate  antiarrhythmic  therapy  should  be 
instituted  after  the  exact  nature  of  the  rhythm 
disorder  has  been  established.  Unfortunately 
there  are  reports  of  malignant  arrhythmias  such 
as  ventricular  tachycardia  occurring  in  such 
patients  and  the  reported  sudden  deaths  are 
undoubtedly  due  to  arrhythmias.  Prophylactic 
antibiotics  should  be  used  at  any  time  the 
patient  may  be  exposed  to  bacteremia  to  pre- 
vent the  development  of  endocarditis.  Should 
the  mitral  regurgitation  become  hemodynami- 
cally  significant,  cardiac  failure  may  ensue  and 
digitalis  and  diuretics  may  be  required.  The 
mitral  regurgitation  may  become  severe  enough 
to  require  mitral  valve  replacement. 

Summary 

Three  patients  with  varied  manifestations  of 
the  Barlow  syndrome  are  presented  and  dis- 
cussed. Although  considered  to  be  a rare  dis- 
order by  many,  we  suspect  that  Barlow  syn- 
drome is,  in  fact,  a relatively  common  condition 
that  is  simply  misdiagnosed  as  rheumatic  mitral 
disease,  congenital  heart  disease  or  coronary 
artery  disease.  This  condition  can  be  accurately 
diagnosed  at  the  bedside  and  the  prognosis  and 
management  of  such  patients  is  vastly  different 
from  that  of  patients  with  rheumatic  or  coro- 
nary heart  disease. 

Lowell  Roberts,  M.D. 

Robert  R.  Goodin,  M.D. 
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How  Do  We  Measure  Up?— Health  Insurancet 


Harold  B.  McGuffev* 


THE  Kentucky  Insurance  Department  has 
licensed  almost  400  life  and  health  in- 
surance companies.  These  companies  an- 
nually submit  some  14,000  policy  or  rate  filings 
for  the  Department’s  consideration.  Since  both 
the  policies  and  the  accompanying  sales  ma- 
terial must  have  Departmental  approval  prior 
to  being  used,  our  Life  and  Health  Division  is 
extremely  busy  seeing  that  these  items  conform 
to  our  law  and  regulations.  In  1972,  the  De- 
partment disapproved  10.21%  of  all  filings  it 
reviewed. 

The  Insurance  Department  does  not  have 
control  over  health  insurance  rates,  although 
the  law  requires  that  benefits  must  be  com- 
mensurate with  the  rates.  On  occasion,  we  dis- 
approve a policy  and  its  rates  or  a requested 
rate  increase  because  of  failure  to  live  up  to 
this  requirement. 

We  do  have  absolute  control  over  rates  for 
Blue  Cross-Blue  Shield  contracts.  You  are 

probably  aware  that  Blue  Cross  and  Blue 
Shield  are  subject  to  Subtitle  32  of  the  Ken- 
tucky Insurance  Code,  since  they  are  classified 
as  a “nonprofit  hospital  and  health  service  cor- 
poration.” Blue  Cross-Blue  Shield  cannot  be 
called  an  insurance  company;  nor  can  they  use 
the  word  “insurance”  in  their  title. 

The  Department  has  a multitude  of  prob- 
lems with  health  insurance.  The  coverage  is 
often  misunderstood  and  sometimes  misrepre- 
sented. A startling  number  of  the  complaints 
we  receive  are  about  health  insurance.  In  1972, 
we  had  3,150  such  complaints,  and  we  were 
able  to  recover  $466,408  for  aggrieved  policy- 
holders. It  is  of  particular  concern  to  me  that 
Kentuckians  should  have  quality  health  insur- 
ance, as  well  as  proper  health  care. 

■fNotes  from  an  address  before  the  KMA  Interim 
Meeting  at  Lake  Barkley  State  Resort  Park  on  Thurs- 
day, March  29,  1973. 

*Commissioner  of  Insurance,  Commonwealth  of 
Kentucky. 
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A possible  approach  to  providing  quality 
health  insurance  is  to  set  “minimum  benefits” 
or  minimum  levels  of  acceptable  coverage. 
However,  there  are  definite  disadvantages  here. 
For  example,  can  a minimum  level  of  benefits 
keep  up  with  the  inflationary  trend  in  health 
care  costs?  And  is  it  possible  that  in  five  or  six 
years  we  may  have  built  up  a false  sense  of  se- 
curity, since  the  minimum  benefits  will  by 
then  no  longer  be  adequate?  If  we  design  a 
program  to  escalate  with  inflation  and  rising 
premiums,  what  will  happen  to  the  people  who 
can’t  afford  the  minimum  level  of  benefits? 
They  may  become  the  responsibility  of  the  State 
—if  so,  where  will  the  money  come  from? 

Of  course,  it  would  take  an  act  of  the  Legis- 
lature to  permit  Kentucky  to  try  a minimum 
benefits  program.  Only  one  state — California — 
has  legal  authority  for  this,  and  their  program 
just  began  January  1,  1973.  Here  are  some 
highlights  from  the  California  health  regula- 
tions: 

The  regulations  prohibit  any  basic  hospital 
benefit  under  $30  a day  for  less  than  60  days. 
Major  medical  policies  and  “dread  disease” 
coverages  must  pay  at  least  $50  per  day. 

Let  me  comment  here  that  I’m  opposed  to 
the  $30  per  day  limit  California  has  adopted. 
If  Kentucky  imposed  a limit  that  high,  many 
people  would  have  to  drop  their  insurance.  On 
the  other  hand,  when  you  have  too  small  a daily 
hospital  limit,  it  may  do  more  harm  than  good 
by  lulling  the  insured  into  thinking  he  has  all 
he  needs.  One  company  in  Kentucky  has  19,- 
000  contracts  ranging  from  $5  to  $15  benefits 
a day.  That  company  contemplates  phasing  out 
most  of  these  policies  with  lower  level  benefits, 
and  I’m  in  complete  agreement. 

Now  back  to  the  features  of  California’s 
minimum  benefits  program: 
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A maximum  “elimination  period”  of  three 
days  must  be  offered.  A company  cannot 
hold  back  benefits  for  more  than  the  first 
three  days  before  starting  payment. 

Surgical  benefits  must  provide  a minimum 
of  S300  for  the  most  severe  operation.  Other 
operations  must  carry  benefits  reasonably 
related. 

A $10,000  minimum  is  set  on  major  med- 
ical policies  with  the  deductible  portion  not 
to  exceed  10%  of  the  minimum. 

Now,  if  Kentucky  were  to  pass  a minimum 
of  the  amount  set  in  California,  it  could  have 
an  undesirable  effect,  in  that  many  people 
would  not  be  able  to  afford  insurance  at  all. 

There  is  still  another  approach,  somewhat 
similar  to  minimum  benefits,  which  would  re- 
quire the  insurers  to  return  a stipulated  per  cent 
of  dues  or  premium  income  back  to  the  public 
in  the  form  of  benefits.  This  plan,  too,  has  its 
shortcomings. 

Consider  the  distribution  of  premium  dol- 
lars in  1970.  One  company  returned  58.8% 
of  its  premium  dollars;  another  returned  94.6% 
of  its  premium  dollars.  The  first  company  used 
36.1%  of  premium  income  for  expenses;  the 
second  only  6.6%.  This  variation  in  company 
operating  methods  is  a factor  to  consider  in  a 
program  which  calls  for  return  of  a certain 
per  cent  of  income  in  the  form  of  benefits. 

You  asked  us  to  touch  on  what  percentage 
of  our  citizens  are  covered  by  some  type  of 
prepaid  health  plan,  and  their  utilization  of 
services. 

First,  some  background  data,  if  you  will  bear 
with  me.  The  1970  census  shows  Kentucky 
has  a total  population  of  3,218,706.  Nearly  3 
million  of  these  people  fall  in  the  under-65 
age  group,  and  we  have  these  facts  about  them: 

— 78.7%  of  Kentuckians  under  65  have 
hospital  coverage.  (National  figure:  80%). 
Levels  of  Benefits  range  from  the  very  best 
to  inadequate. 

— 71.2%  of  Kentuckians  under  65  have 
surgioal  coverage.  (National  figure:  87%). 

37%  of  the  TOTAL  Kentucky  population 
is  enrolled  in  Blue  Cross-Blue  Shield. 

In  1971,  the  health  insurers  and  Blue  Cross- 
Blue  Shield  paid  out  $185,400,000  under  hos- 
pital and  surgical-medical  policies.  I predict  the 


1972  figure  will  exceed  $210  million.  (The 
total  paid  out  by  all  companies,  nationwide, 
during  1971  was  a staggering  $75  billion). 

What  is  the  average  length  of  stay  for  short- 
term general  hospitals?  7.2  days  in  Kentucky, 
says  the  American  Hospital  Association,  with 
the  national  average  running  8 days.  Blue 
Cross  statistics  reveal  a Kentucky  average  of 
only  6.26  days,  at  an  average  daily  cost  of 
$79.72. 

While  the  length  of  stay  is  pretty  favorable 
in  our  State,  we  don’t  do  as  well  on  the 
number  of  in-patient  admissions  per  1000  in- 
sureds. In-patient  admissions  per  1000  insured 
Kentuckians  (under  age  65)  average  131;  the 
national  average  is  only  120  admissions  per 
1000  persons  insured. 

As  to  those  people  who  have  no  health  in- 
surance whatsoever,  I can  only  conclude  that 
they  are  either  uninsurable  or  unable  to  af- 
ford the  price  of  health  coverage.  Therefore, 
their  rate  of  utilization  would  have  to  be  less. 

I’ve  tried  to  get  into  a few  problem  areas 
which  affect  not  only  the  insurance  industry 
and  the  Insurance  Department,  but  also  our 
medical  profession  and  the  public  generally. 
We  are  pleased  that  the  KMA  is  interested  in 
seeking  solutions  to  some  of  these  problems. 
For  instance,  I note  that  the  new  Kentucky 
Medical  Association  Foundation  for  Medical 
Care  will  be  primarily  concerned  with  the  cost 
and  quality  of  health  care  delivered  in  Ken- 
tucky. Through  this  Foundation,  I believe  doc- 
tors will  have  a chance  to  remedy  some  of  our 
common  problems  in  recognizing  that  the 
federal  government  is  involved  in  the  health 
picture.  Federal  involvement  is  evidenced  by 
the  passing  of  HR-1  (Public  Law  92-603,  a 
requirement  that  doctors  maintain  services  of 
high  quality  with  proper  utilization,  etc.). 
Dealing  with  federal  intervention  is  a real 
challenge  to  all  of  us. 

The  Kentucky  Insurance  Department  is  very 
concerned  about  rising  health  care  costs,  which 
force  insurance  companies  to  charge  more  for 
new  insurance  and  raise  the  price  of  existing 
coverage.  People  who  have  health  insurance 
are  using  it  more,  and  when  it  is  utilized  be- 
yond what  was  expected,  premiums  must  be 
increased  accordingly. 

You,  as  doctors,  can  exert  a strong  influ- 
ence in  the  matter  of  unnecessary  use  of  health 
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facilities.  Statistical  studies  indicate  many  peo- 
ple are  misusing  hospital  services  generally, 
but  probably  the  chief  abuse  is  in  short-stay 
cases.  It  is  said  that  this  is  due  to  (1)  un- 
necessary admissions  and  (2)  delay  in  per- 
forming hospital  procedures.  No  offense  to 
anyone — I am  just  trying  to  point  out  areas 
where  I think  we  must  all  work  together  for 
improvement. 

In  my  opinion,  the  Insurance  Department 
has  come  a long  way  (although  we  still  have 
a long  way  to  go)  in  rendering  better  service 


to  the  public.  In  fact,  we've  been  told  Ken- 
tucky is  one  of  the  toughest  states  for  getting 
sales  material  and  health  policies  approved. 
Many  other  State  Insurance  Departments  have 
requested  our  guidelines  and  regulations  on 
health  insurance.  Even  the  “Feds”  (Health, 
Education  and  Welfare)  have  asked  for  our 
advertising  guidelines.  As  I said,  though,  we 
can’t  rest  on  our  laurels  in  the  Department. 
Even  now  we  are  thinking  in  terms  of  the 
additional  legislation  needed  in  order  to  pro- 
perly regulate  the  health  insurance  business. 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 

Notice  To  Contributors 

Members  of  the  Kentucky  Medical  Association  reading  papers  before  other 
organizations  are  asked  to  submit  their  papers  to  The  Journal  for  consideration  by 
the  Editors  for  publication.  Detailed  instructions  to  contributors  appear  in  the 
Scientific  Section  of  The  Journal  under  Manuscript  Memos.  Please  forward  any 
papers  to: 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific  Editor 
The  Journal  of  the  Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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ONE  of  the  most  irritating  situations 
straining  the  relationships  between  pa- 
tient, physician  and  third-party  payor  is 
the  denial  of  hospital  benefits  because 
the  admission  was  primarily  for  diagnostic 
studies. 

It  is  also  the  least  understood  reason  for 
denial  of  benefits — by  both  physician  and  pa- 
tient— even  though  the  exclusion  is  specifi- 
cally spelled  out  in  almost  every  contract  is- 
sued by  Kentucky  Blue  Cross.  This  confusion 
is  sometimes  compounded  by  those  in  a posi- 
tion to  influence  or  enlighten  their  peers,  either 
by  the  spoken  or  written  word,  when  they  fail 
to  base  their  statements  on  the  facts,  or  de- 
liberately choose  to  ignore  them.  In  a pro- 
fession dedicated  to  truth,  demanding  precise- 
ness in  its  pursuit  of  scientific  accuracy,  it  is 
regrettable  that  its  publications  or  forums  are 
sometimes  used  to  reflect  an  individual’s  per- 
sonal prejudices  or  opinions,  to  the  detriment 
of  everyone  concerned. 

Blue  Cross  of  Kentucky  operates  under  a 
charter  issued  by  the  Commonwealth  of  Ken- 
tucky and  is  under  the  direct  supervision  of 
the  Department  of  Insurance.  It  is  legally 
obligated  to  pay  all  of  the  benefits  to  which 
the  subscriber  is  entitled  under  a contract  and 
for  which  he  has  paid  specified  dues  (pre- 
miums). By  the  same  token.  Blue  Cross  is  not 
permitted  by  law  to  pay  benefits  for  services 
which  are  not  included  in,  or  are  specifically 
excluded  from,  the  contract. 

Such  payment,  furthermore,  would  be  un- 
fair to  the  other  subscribers  in  the  individual’s 
Group  since  they  would,  in  effect,  be  sub- 
sidizing payment  of  the  non-covered  benefits 
and  be  contributing  to  an  increase  in  their 
own  dues  for  the  following  year. 

As  is  true  in  the  administration  of  all  claims 
for  third-party  payment,  the  decision  to  pay  or 
deny  the  claim  must  be  based  on  a review  of 


the  available  medical  information  as  applied 
to  the  individual  patient’s  contract  coverage. 

In  Kentucky  Blue  Cross,  the  diagnostic  ex- 
clusion is  applied  reluctantly,  but  inevitably, 
in  a small  percentage  of  the  claims  submitted. 
It  is  never  applied  when  the  medical  record 
indicates  that  the  condition  of  the  patient  re- 
quired hospitalization  or  when  the  diagnostic 
studies,  in  themselves,  dictate  the  hospital 
setting. 

But,  when  the  record  states  that  the  patient 
is  “not  acutely  ill”;  the  x-ray  and  laboratory 
studies  were  of  a nature  that  could  be,  and 
frequently  are,  performed  in  a physician’s  of- 
fice or  laboratory;  and  when  there  is  no  evi- 
dence of  definitive  therapy  having  been  pre- 
scribed, then  it  is  inevitable  that  the  claim  will 
be  rejected  as  an  admission  “primarily  for 
diagnostic  studies.” 

That  this  determination  frequently  works  an 
undue  financial  hardship  on  the  patient  is  un- 
questioned. That  the  patient  will  be  critical  of 
the  physician  in  this  situation  is,  likewise,  un- 
doubtedly true,  for  it  is  the  physician  who 
ordered  the  admission.  Both  seem  to  want  to 
paint  Blue  Cross  as  the  villain — simply  because 
it  won't  pay  for  something  the  patient  didn’t 
buy  and  which  is  specifically  excluded  in  the 
contraot. 

It  is  incumbent  upon  the  physician,  then,  to 
be  aware  of  the  coverage  his  patient  has  pur- 
chased— information  that  is  readily  available 
from  the  code  numbers  on  the  Blue  Cross  and 
Blue  Shield  card.  It  is  also  his  obligation  to 
warn  his  patient  that  Blue  Cross,  in  most  in- 
stances, does  not  pay  for  hospitalization  for 
“tests”,  “a  check-up”  or  “re-evaluation”  or  just 
because  it  is  more  convenient  (for  patient  and 
physician)  to  have  those  x-rays  in  the  hospital. 

The  spiralling  costs  of  health  care  are  not 
controlled  by  unnecessarv  hospitalizations. 

HBA 
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DOCTOR! 

You  are  cordially  invited  to  attend 

1973  FALL  CONFERENCE 
KENTUCKY  THORACIC  SOCIETY 

October  12-13 

Rowntowner  Motor  Inn  — Fort  Mitchell,  Kentucky  — 1-75  and  Buttermilk  Pike 


FRIDAY,  OCTOBER  12 


SATURDAY,  OCTOBER  13 


SCIENTIFIC  SESSION  I 

"Adult  Respiratory  Distress  Syndrome" 

Moderators 

1-2:30  p.m. — Richard  Neibergcr,  A.R.l.T. 
3-4:15  p.m. — David  R.  McCurdy.  A.R.l.T. 


1:00  p.m.  "A  Case  Report" 

Judah  L.  Skolnick,  M.D. 

Pulmonary  Disease  Specialist 
Louisville 

1:15  p.m.  “Etiology  and  Pathogenesis” 

Lester  R.  Bryant,  M.D. 

Professor  of  Surgery 

University  of  Kentucky  School  of  Medicine 
Lexington 

2:00  p.m.  “Hardware” 

Robert  J.  Floro,  A.R.l.T. 

Director  of  Respiratory  Therapy  Division 
University’  of  Kentucky  School  of  Medicine 
Lexington 

2:30  p.m.  Coffee  Break 


3:00  p.m.  "PEEP” 

Leonard  D.  Hudson,  M.D. 
Chest  Section  Chief 
Harborview  Medical  Center 
Seattle 


4:00  p.m.  “Nursing  Problems” 

Carolyn  A.  Voelker,  B.S.N. 
Clinical  Instructor 
Intensive  and  Coronary  Care 
Jewish  Hospital,  Louisville 


4:15  p.m.  Panel  Discussion 


SCIENTIFIC  SESSION  II 

Moderators 

8:30  a.m.-l :30  p.m. — Thomas  M.  Jarboe, 
M.D. 

8:30  a m.  “New  Anti-Fungal  Agents" 

Robert  fV.  Powell,  M.D. 

Pulmonary  Disease  Specialist 
Louisville 

9:00  a.m.  “Pulmonary  Function  Screening" 

William  H.  Anderson,  M.D. 

Professor  of  Medicine 

University  of  Louisville  School  of  Medicine 

9:30  a.m.  “Reversible  Airway  Disease — Asthma” 

Leonard  D.  Hudson,  M.D. 

Chest  Section  Chief 
Harborview  Medical  Center 
Seattle 


10:30  a.m.  Coffee  and  Roll  Break 

1 1 :00  a.m.  “The  Lung  as  a Biosynthetic  & Secretory 
Organ” 

Donald  J.  Massaro,  M.D. 

Professor  of  Medicine 
George  Washington  University' 

Washington,  D.C. 

12:00  noon  “Stump  the  Experts" — Case  Presentations  from 
Audience 
Panel: 

Edward  N.  Maxwell,  M.D.,  Radiologist, 
Louisville 

Richard  B.  McElvein,  M.D.,  Thoracic  Sur- 
geon, Lexington 

David  Nicholson,  M.D.,  Professor  of 
Medicine,  University  of  Kentucky  School  of 
Medicine 


5:00  p.m.  Adjournment 


1 : 30  p.m.  Adjournment 


NOTE:  All  health  professionals  are  invited  to  both  sessions. 
Scientific  Session  I — October  1 2 is  primarily  for  paramedical  personnel 
Scientific  Session  II — October  13  is  primarily  for  physicians 
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DHEW  Holds  PSRO  Hearing 
At  KMA  Headquarters 

On  August  30,  1973,  a public  hearing  on  area 
designation  for  Professional  Standards  Review  Or- 
ganizations for  the  state  of  Kentucky  was  held  at 
the  KMA  Headquarters  building.  The  meeting  was 
sponsored  by  the  Region  IV  Health,  Education  and 
Welfare  Office. 

In  addition  to  members  of  the  KMA  Board  of 
Trustees  and  KFMC  Board  of  Directors,  representa- 
tives from  approximately  15  allied  organizations  were 
present.  The  meeting  was  conducted  by  George  A. 
Reich,  M.D.,  a Region  IV  official  from  Atlanta. 

Members  of  the  Region  IV  staff  provided  back- 
ground information  on  the  legislative  history  of  the 
PSRO  section  of  Public  Law  92-603,  designation  for 
PSRO  areas,  and  made  themselves  available  to  ans- 
wer general  questions.  The  floor  was  then  opened  for 
presentation  by  any  organization  wishing  to  suggest 
a PSRO  implementation  plan. 

David  A.  Hull,  M.D.,  KFMC  President,  briefly  re- 
lated the  major  points  of  the  Foundation  proposal 
for  PSRO.  William  P.  VonderHaar,  M.D.,  President 
of  the  Jefferson  County  Medical  Society,  related  his 
society’s  interest  in  functioning  as  a separate  PSRO 
area  in  the  event  that  the  entire  state  was  not 
designated  as  a single  area.  He  did,  however,  con- 
firm support  of  the  single  area  concept.  No  other 
plans  were  presented. 

All  attending  were  asked  to  indicate  their  pref- 
erence for  PSRO  operations  by  completing  a form 
which  listed  HEW-suggested  area  alternatives.  Ob- 
servers noted  that  no  dissent  was  voiced  to  the 
KFMC  plan. 

According  to  Doctor  Reich,  PSRO  areas  would  be 
designated  by  the  Secretary  of  DHEW  effective  Janu- 
ary 1,  1974,  and  that  the  purpose  of  the  hearing  was 
to  gather  information  from  in-state  groups  to  assist 
the  Secretary’s  decision. 

PBS  Stations  to  Broadcast 
Fall  Medical  Series 

"The  Killers” — five  medical  documentaries — will 
be  presented  over  237  interconnected  Public  Broad- 
casting Service  stations  across  the  country  each 
month  starting  November  19. 

Designed  to  inform  the  public  about  methods  of 
prevention,  early  detection  and  treatment  of  the  five 
medical  conditions  that  accounted  for  75.7%  of 
deaths  in  the  United  States  last  year,  the  programs 
will  deal  with  Heart  Disease  (November  19),  Inborn 
Genetic  Defects  (December  17),  Pulmonary  Disease 


(January  14),  Trauma  (February  11)  and  Cancer 
(March  11). 

A medical  advisory  board  of  23  representatives  of 
health  and  medical  professions  has  prepared  the 
programs  which  are  an  hour  and  a half  in  length. 
Local  listings  will  provide  the  times  of  the  programs 
in  the  various  PBS  areas. 

ACP  To  Hold  Regional  Mtg. 

In  Louisville  Nov.  17 

Specialists  in  internal  medicine  and  related  medical 
fields  will  hold  a one-day  scientific  meeting  Novem- 
ber 17  at  the  Louisville  Stouffer’s  Inn,  according  to 
George  W.  Pedigo,  Jr.,  M.D.,  Louisville,  Kentucky 
representative  to  the  American  College  of  Physicians. 

The  Kentucky  regional  meeting  of  the  ACP  is 
designed  to  bring  physicians  up-to-date  on  late 
developments  in  the  field  of  internal  medicine.  It 
is  one  of  35  such  sessions  held  each  year  through- 
out the  United  States  and  Canada  by  the  21,000 
member  medical  specialty  society. 

Further  information  on  the  meeting  can  be  ob- 
tained by  contacting  Doctor  Pedigo  at  670  Medical 
Towers,  Louisville,  Kentucky  40202. 

Continuing  Education  Programs 
On  TV  To  Be  Listed 

Beginning  with  this  issue.  The  Journal  will  begin 
publishing  on  the  Postgraduate  Opportunities  Page 
the  schedules  of  upcoming  medical  education  pro- 
grams distributed  by  the  Network  for  Continuing 
Medical  Education  (NCME). 

NCME  is  an  educational  television  service  for 
some  100,000  physicians  at  over  650  hospitals  and 
medical  centers  across  the  country.  Kentucky  hos- 
pitals served  by  NCME  are  as  follows: 

Hardin  Memorial  Hospital,  Elizabethtown 

Hopkins  County  Hospital  & Trover  Clinic,  Madisonville 

Jennie  Stuart  Memorial  Hospital,  Hopkinsville 

King's  Daughters'  Hospital,  Ashland 

Owensboro-Daviess  County  Hospital,  Owensboro 

St.  Claire  Medical  Center,  Morehead 

St.  Elizabeth  Hospital,  Covington 

University  of  Kentucky  Medical  Center,  Lexington 

St.  Anthony  Hospital,  Louisville 

These  programs,  predominantly  clinical  in  nature, 
are  approved  for  accreditation  by  the  American 
Medical  Association  and  the  American  Academy  of 
Family  Physicians. 

Supported  by  Roche  Laboratories,  NCME  provides 
programs  without  charge  in  videotape  formats.  As 
a supplement  to  its  regular  service,  the  NCME 
Master  Library  makes  some  600  programs  available 
on  a rental  or  purchase  basis.  For  further  informa- 
tion. contact  NCME,  15  Columbus  Circle,  New 
York.  N.Y.  10023. 
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A DOUBLE-DUTY  DIURETIC 

Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

GETS  THE  WATER  OUT 
IH  EDEMA 

BRINGS  DOWN  BLOOD  PRESSURE 
IN  HYPERTENSION* 

SPARES  POTASSIUM  IN  BOTH 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

*Indications:  Edema  associated  with  congestive  heart  failure, 
cirrhosis  of  the  liver,  the  nephrotic  syndrome;  steroid-induced 
and  idiopathic  edema;  edema  resistant  to  other  diuretic 
therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy,  particularly  in 
patients  with  suspected  or  confirmed  renal  insufficiency  (e.g., 
elderly  or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently  — both  can  cause 
potassium  retention  and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored).  Observe  patients  on 
‘Dyazide’  regularly  for  possible  blood  dyscrasias,  liver  damage 
or  other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f  ). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  the  thiazides.  Watch 
for  signs  of  impending  coma  in  acutely  ill  cirrhotics.  Thiazides 


are  reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible  haz- 
ards to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  determi- 
nations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  anti- 
hypertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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How  to  better  achieve  a smooth  "pill"response  •• 


A blueprint  for  introducir 

I.  If  one  "pill"  were  right  for 
every  woman,  we'd  make  it. 


Patient  need  for  contraception 
Medical  history,  physical  examination 
Past  pill  experience 
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he  piH"to  your  patient 


. Demuien,  3. 
a50-mcg. 
“low-estrogen"  pill, 
is  a logical 
first  choice. 


If  your  patient  requires 
a different  hormonal  balance- 
temporarily  or  for  the 
long  term- 

Searle  offers  you  alternatives. 


Fora'standard" 
50-mcg.  start 

Demuien* 

Vvailable  in  21-  and  28-pill  schedules, 
iach  white  tablet  contains:  ethynodiol 
iiacetate  1 mg. /ethinyl  estradiol  50  meg. 

:ach  pink  tablet  in  Demulen-28®  is  a 
rlacebo,  containing  no  active  ingredients. 

A moderately 
arogestogen-dominant 
:ombinatlon  with  low 
estrogenic  activity.* 

SEARLE I Product  of  Searle  S Co. 

I San  Juan.  Puerto  Rico00936 


When  slightly  more 
estrogenic  activity  is 
indicated 

Ovulen 

Available  in  20-,  21-  and  28-pill  schedules. 
Each  white  tablet  contains:  ethynodiol 
diacetate  1 mg. /mestranol  0.1  mg. 

<- 

Each  pink  tablet  in  Ovulen-28®  is  a placebo 
containing  no  active  ingredients. 

A centrally  balanced 

estrogen/progestogen 

combination* 

SEARLE  Product  of  S«arie  A Co. 

San  Juan.  Puerto  Rirn 



For  the  woman  who 
clearly  needs  more 
estrogen  or  is  sensitive 
to  other  progestogens 

Enovfd-E 

Available  in  20-  and  21-pill  schedules. 

Each  tablet  contains  norethynodrel  2.5 
mg  mestranol  0 1 mg 


An  estrogen-dominant 
combination  with  no 
androgenic  activity  * 


Product  of  Searle  Laboratories 
SEARLE  Division  of  G.D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 
Where  “ The  Pill’1  Began 
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Nmarily  on  animal  studies. 


/Vote;  Oral  contraceptives  are  complex  medications.  As  with  all  medications  they  should 
be  prescribed  with  discriminating  care,  and  only  alter  reference  to  lull  prescribing  information. 
For  brief  summary  ol  prescribing  information,  please  see  next  page. 


If  one  "pill"  were  right  for  every  woman,  we'd  make  it. 


OVUlen®  Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen®  Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain13  leading  to  this  conclusion,  and  one" 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll3  was  about  sevenfold, 
while  Sartwell  and  associates4  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam 
adequate  diagnostic  measures  are  indicated.  Patients  with  a his- 
tory of  psychic  depression  should  be  carefully  observed  and  the 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a sig- 
nificant percentage  of  patients  on  oral  contraceptives.  The  mech- 
anism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  or  Demulen 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fac- 
tor, although  treatment  with  Ovulen  or  Demulen  may  mask  the 
onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submit- 
ted. Susceptible  women  may  experience  an  increase  in  blood  pres- 
sure following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  ad- 
verse reactions:  thrombophlebitis,  pulmonary  embolism  and  cere- 
bral thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fol- 
lowing serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secre- 
tions, suppression  of  lactation  when  given  immediately  post  partum, 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pres- 
sure in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir 
sutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  ora1 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re 
tention  and  other  tests;  coagulation  tests:  increase  in  prothrombin 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  anc 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  up 
take  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con 
traception  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract 
13: 267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  In 
vestigation  of  Deaths  from  Pulmonary,  Coronary,  and  Cerebra 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R. 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  ant 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-65' 
(June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contracep 
tives:  An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem 
90: 365-380  (Nov.)  1969. 
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EnOVid-E®  Now  available  in  the  21-pill  schedule  in 
refutable  Compack®  and  three-cycle  Triopak™ 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions— Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  ou 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresse 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  th 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  an 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  appl 
cable  to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-I 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 

Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 


SEARLE 


In  iHemnrtam 


CLIFTON  D.  LAMM,  M.D. 

Bloomfield 

1932-1973 

Clifton  D.  Lamm,  M.D.,  40,  died  on  August  1, 
1973,  as  a result  of  a plane  crash.  Doctor  Lamm  was 
a 1962  graduate  of  the  University  of  Tennessee  Col- 
lege of  Medicine.  A family  physician,  he  had  been  a 
member  of  the  Nelson  County  Medical  Society,  the 
Kentucky  and  American  Medical  Associations. 


ELTON  R.  HOUSE,  M.D. 

Henderson 

1935-1973 

Elton  Rudolph  House,  M.D.,  38,  died  August  26, 
1973,  as  a result  of  a drowning  accident.  A 1961 
graduate  of  the  Howard  University  Medical  School, 
Doctor  House,  a surgeon,  belonged  to  the  Henderson 
County  Medical  Society,  the  Kentucky  and  American 
Medical  Associations. 


☆ ☆ ☆ ☆ 

Details  of  the  1973 
KMA  Annual  Meeting 

will  be  published  in  the 
NOVEMBER 

Journal  of  Kentucky  Medical  Association 


☆ ☆ ☆ ☆ 


PHYSICIANS  (2),  GENERAL  MEDI- 
CINE — For  Intermediate  Medical  Service 
and  Out-Patient  Clinic.  Full  time,  630  bed 
division  of  VA  General  Hospital  with  med- 
ical school  affiliation.  Salary  negotiable  de- 
pending on  qualifications.  Liberal  fringe 
benefits.  License  in  any  state  acceptable. 
Non-discrimination  in  employment.  Write: 
C.  I.  Schwartz,  M.D.,  Chief  of  Staff,  Vet- 
erans Administration  Hospital,  Leestown 
Division,  Lexington,  Kentucky  40507. 


' < 

General 

LEASING 

Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 

for  the  leasing  of 

cars  — all  makes  & models, 

Medical,  Surgical  & Laboratory 
Equipment 

and  Office  Furnishings. 

13  YEARS  EXPERIENCE 
IN  THIS  FIELD 

General  Leasing 

CORPORATION 

121  Bauer  Ave.  St.  Matthews 

(502)  896-0383 

v / 
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Recommendations1  on 
Combination  Live  Vims  Vaccines 


I 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 
of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 

+For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept., 

Merck  Sharp  & Dohme, 

West  Point,  Pa.  19486. 


United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  giver 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combinec 
products  occur  more  fre 
quently  or  are  more  seven 
than  known  reactions  to  th( 
individual  vaccines  (see  per 
tinent  ACIP  recommenda 
tions). 

• “The  obvious  convenienci 
of  giving  already  selecte( 
antigens  in  combined  forn 
should  encourage  considera 
tion  of  using  these  product 
when  appropriate.” 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

'Trademark  of  Merck  & Co..  I NC, 


For  a brief  summary  of  prescribing  information,  please  see  following  page. 


(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 


Single-dose  vials 


No  untoward  reactions  peculiar  to  the  combination 
vaccine  (M-M-R)  have  been  reported. 

Moderate  fever  (10H02.9  F)  occurs  occasionally.  High 
fever  (over  103  F)  occurs  less  commonly.  On  rare  occa- 
sions, children  who  develop  fever  may  exhibit  febrile 
convulsions.  Rash  (usually  minimal  and  without  gen- 
eralized distribution)  may  occur  infrequently. 

Since  clinical  experience  with  measles,  mumps,  and 
rubella  virus  vaccines  given  individually  indicates 
that  very  rarely  encephalitis  and  other  nervous  system 
reactions  have  occurred,  such  reactions  may  also  occur 
with  M-M-R.  A cause  and  effect  relationship,  however. 


has  not  been  established. 

Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  in- 
dividuals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Must  not  be  given  to  women  who  are  pregnant  or 
who  might  become  pregnant  within  three  months 
following  vaccination. 


Contraindications:  Pregnancy  or  possibility  of  preg- 
nancy within  three  months  following  vaccination;  in- 
fants less  than  one  year  old;  sensitivity  to  chicken  or 
duck,  chicken  or  duck  eggs  or  feathers,  or  neomycin; 
any  febrile  respiratory  illness  or  other  active  febrile 
infection;  active  untreated  tuberculosis;  therapy  with 
ACTH,  corticosteroids,  irradiation,  alkylating  agents, 
or  antimetabolites;  blood  dyscrasias,  leukemia,  lym- 
phomas of  any  type,  or  other  malignant  neoplasms 
affecting  the  bone  marrow  or  lymphatic  systems; 
gamma  globulin  deficiency,  i.e.,  agammaglobulinemia, 
hypogammaglobulinemia,  and  dysgammaglobulinemia. 
Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for 
immediate  use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or 
after  immunization  with  other  live  virus  vaccines; 
vaccination  should  be  deferred  for  at  least  six  weeks 
following  blood  transfusions  or  administration  of  more 
than  0.02  cc  immune  serum  globulin  (human)  per 
pound  of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a 
history  of  febrile  convulsions,  cerebral  injury,  or  any 
other  condition  in  which  stress  due  to  fever  should  be 
avoided.  The  physician  should  be  alert  to  the  tempera- 
ture elevation  which  may  occur  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from 
the  throat  has  occurred  in  the  majority  of  susceptible 
individuals  administered  the  rubella  vaccine.  There 
is  no  definitive  evidence  to  indicate  that  such  virus  is 
contagious  to  susceptible  persons  who  are  in  contact 
with  the  vaccinated  individuals.  Consequently,  trans- 
mission, while  accepted  as  a theoretical  possibility, 
has  not  been  regarded  as  a significant  risk. 
Attenuated  live  virus  measles  and  mumps  vaccines, 
given  separately,  may  temporarily  depress  tuberculin 
skin  sensitivity;  therefore,  if  a tuberculin  test  is  to  be 
done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 
Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 


Adverse  Reactions:  Fever,  rash;  mild  local  reactions 
such  as  erythema,  induration,  tenderness,  regional 
lymphadenopathy;  parotitis;  thrombocytopenia  and 
purpura;  allergic  reactions  such  as  urticaria;  arthritis, 
arthralgia,  and  polyneuritis. 

Occasionally,  moderate  fever  (101-102.9  F);  less  com- 
monly, high  fever  (above  103  F);  rarely,  febrile  con- 
vulsions. 

Encephalitis  and  other  nervous  system  reactions  that 
have  occurred  very  rarely  with  the  individual  vaccines 
may  also  occur  with  the  combined  vaccine. 

Transient  arthritis,  arthralgia,  and  polyneuritis  are 
features  of  natural  rubella  and  vary  in  frequency  and 
severity  with  age  and  sex,  being  greatest  in  adult  fe- 
males and  least  in  prepubertal  children.  Such  reac- 
tions have  been  reported  with  live  attenuated  rubella 
virus  vaccines.  Symptoms  relating  to  joints  (pain, 
swelling,  stiffness,  etc.)  and  to  peripheral  nerves  (pain, 
numbness,  tingling,  etc.)  occurring  within  approxi- 
mately two  months  after  immunization  should  be  con- 
sidered as  possibly  vaccine  related.  Symptoms  have 
generally  been  mild  and  of  no  more  than  three  days’ 
duration.  The  incidence  in  prepubertal  children  would 
appear  to  be  less  than  l°/o  for  reactions  that  would 
interfere  with  normal  activity  or  necessitate  medical 
attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vac- 
cine, containing  when  reconstituted  not  less  than 
1,000  TCIDso  (tissue  culture  infectious  doses)  of 
measles  virus  vaccine,  live,  attenuated,  5,000  TCID50  of 
mumps  virus  vaccine,  live,  and  1,000  TCIDS0  of  rubella 
virus  vaccine,  live,  expressed  in  terms  of  the  assigned 
titer  of  the  NIH  Reference  Measles,  Mumps,  and  Ru- 
bella Viruses,  and  approximately  25  meg  neomycin, 
with  a disposable  syringe  containing  diluent  and  fitted 
with  a 25-gauge,  5/e"  needle.  Also  in  boxes  of  10  single- 
dose vials  nested  in  a pop-out  tray 
with  a separate  box  of  10  diluent- 
containing  syringes. 

For  more  detailed  information,  con- 
sult your  MSD  representative  or  see 
full  prescribing  information.  Merck 
Sharp  £r  Dohme,  Division  of  Merck 
8r  Co.,  INC.,  West  Point,  Pa.  19486 


MSD 
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SHARPS 
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IHLORVYNOL) 

5f  Summary 


lion*— Placidyl  (ethchlorvynol)  Is  Indicated 
>rt-term  hyprfotic  therapy  in  the  management 
jmnia. 

ilndlcatlon*— Drug  hypersensitivity  and  por- 

ifl*— Not  recommended  during  the  first  and 
I trimester  of  pregnancy.  Caution  patients 
ssible  combined  exaggerated  effects  with 
I,  barbiturates,  tranquilizers  or  other  CNS 
sants.  Exaggerated  effects  might  result  in 
g of  vision,  paralysis  of  accommodation  and 
nd  hypnosis.  Caution  patients  concerning 
a motor  vehicle,  operating  machinery,  or 
lazardous  operations  requiring  alertness  af- 
ing  the  drug.  ADMINISTER  WITH  CAUTION 
TIENTS  WITH  SUICIDAL  TENDENCIES  AND 
)T  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
. Adjustment  of  the  dosage  of  oral  anticoag- 
might  be  necessary  when  beginning  ethchlor- 
therapy,  during  therapy,  or  after  stopping 
/.  This  drug  is  not  recommended  for  use  in 
n.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
IEVELOPMENT  OF  PSYCHOLOGICAL  AND 
CAL  DEPENDENCE.  INSTANCES  OF  SE- 
WITHDRAWAL  SYMPTOMS,  INCLUDING 
JLSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
TO  THOSE  SEEN  WITH  BARBITURATES, 
BEEN  REPORTED  IN  PATIENTS  TAKING 
.AR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
:NLY  DISCONTINUED.  PROLONGED  AD- 
TRATION  OF  THE  DRUG  IS  NOT  RECOM- 
ED.  Addiction-prone  patients  or  those  who 
sly  to  increase  dosages  of  the  drug  on  their 
itiative  should  be  observed  for  evidence  of 
or  symptoms  which  may  indicate  possible 
vithdrawal  or  abstinence  symptoms.  Signs 
mptoms  associated  with  withdrawal  and  ab- 
:e  include  unusual  anxiety,  tremor,  ataxia, 

) of  speech,  memory  loss,  perceptual  dis- 
5,  irritability,  agitation  and  delirium.  Other 
sll  defined  signs  and  symptoms,  not  neces- 
due  to  withdrawal  and  abstinence,  may  in- 
anorexia, nausea  or  vomiting,  weakness, 
ss,  sweating,  muscle  twitching  and  weight 
ibrupt  discontinuance  of  Placidyl  following 
jed  overdosage  may  result  in  convulsions 
lirium. 

tlon»— Toxic  amblyopia  has  been  reported 
>ng-term  continuous  use  of  ethchlorvynol. 
lent  visual  defects  have  been  observed,  al- 
amblyopia  has  improved  after  discontinua- 
the  drug.  Drug  dosage  should  be  limited 
srly  and  debilitated  patients  to  the  smallest 
e amount.  If  pain  is  present,  this  drug 
only  be  given  if  insomnia  persists  after 
controlled  with  analgesics.  Caution  is  ad- 
n prescribing  the  drug  for  patients  who  are 
treated  with  either  MAO  inhibitors  or  anti- 
sants.  Transient  delirium  has  been  reported 
e combination  of  Placidyl  and  amitryptyline. 
osage  should  be  reduced  if  prescribed  for 
s receiving  MAO  inhibitors  or  antidepres- 
Caution  should  be  exercised  in  patients 
ipaired  hepatic  or  renal  function.  Patients 
spond  unpredictably  to  barbiturates  or  alco- 
who  exhibit  excitement  and  release  of  inhi- 
in  association  with  such  agents,  may  also 
l this  way  to  Placidyl.  Rarely,  patients  may 
symptoms  suggestive  of  an  unusual  sus- 
iity  to  the  drug;  such  as  prolonged  hypnosis, 
id  muscular  weakness,  excitement,  hysteria, 
ope  without  marked  hypotension.  Transient 
ss  or  ataxia  may  occur. 

b Reactions— Hypotension,  nausea  or  vom- 
jastric  upset,  aftertaste,  blurring  of  vision, 
ss,  facial  numbness,  and  allergic  reaction 
by  urticaria  have  been  reported  following 
I administration.  Mild  "hangover"  and  symp- 
■f  mild  excitation  have  occurred  in  some 
:.  There  have  been  rare  reports  of  cholestatic 
e occurring  in  patients  taking  ethchlorvynol. 
cases  of  thrombocytopenia  have  been  re- 
in patients  receiving  ethchlorvynol.  306433 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him  a 
good  night’s  sleep. 

Insomnia  often  accompanies  a cardiovascular 
episode.  How  many  nights  does'he  lie  awake, 
awaiting  exactly  what  he  fears  most . . . another 
stroke,  another  heart  attack?  He  doesn’t  need  fear. 
He  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyl®  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Gantanol  (sulfamethoxazole)  and  th 


0.1  M.I.C. 
for  three  hours 

Similar  elongations 
occur  regardless  of 
antibacterial  used. 


1.0  M.I.C. 
for  three  hours 

Similar  midcell 
defects  seen  with 
increased  antibac- 
terial concentrations. 


10  M.I.C. 
for  three  hours 

Similar  spheroplast- 
like  forms  appear 
with  high 
concentrations  of 
the  antibacterials. 


E.  coli  + tetracycline 


E.  coli  + sulfamethoxazole 


The  Scanning  Electron  Microscope  (SEM)  reveals  the  effec 


The  in  vitro  experiment.  These  SEM  photomicro- 
graphs were  taken  as  part  of  a study  exploring  the 
effects  of  various  antibacterials  with  different  modes 
of  action  on  the  surface  morphology  of  bacteria. 

The  scanning  electron  microscope  was  used  because 
of  its  ability  to  show  three-dimensional  views  of 
organisms,  enabling  better  definition  and  apprecia- 
tion of  surface  morphology. 

For  this  portion  of  the  experiment,  E.  coli  were 
exposed  to  the  following  agents:  sulfamethoxazole, 
a chemical  drug  which  acts  by  interference  with  para- 


aminobenzoic  acid  utilization;  tetracycline,  which  inti  ■ 
feres  with  intracellular  protein  synthesis;  and  cepha- 
lothin  and  ampicillin,  which  are  cell-wall-active  drugs 

Strains  of  E.  coli,  each  susceptible  to  the  respective 
antibacterials,  were  exposed  for  15,  30,  60,  120  and 
1 80  minutes  and  1 8 hours  to  several  concentrations 
of  each  agent. 

Following  the  1 80-minute  or  three-hour  exposures 
to  the  antibacterials  at  0.1  M.I.C.,  1.0  M.I.C.  and 
10  M.I.C.,  photoscans  of  the  E.  coli  were  taken.  As 
shown  above,  regardless  of  the  antibacterial  agent 
used  or  its  mode  of  action,  the  changes  in  surface 
morphology  were  remarkably  similar . . . elongation 
at  low  drug  concentrations,  midcell  defects  at  higher 


hree-Dimensional  World  of  SEM 


E.  coli  + cephalothin 


E.  coli  + ampicillin 


c 


certain  antibacterials  on  bacterial  surface  morphology 


< ncentrations  and  ultimate  progression  to  sphero- 
I st-like  forms.1 

The  interpretation.  “At  present,  the  significance  of 
t:se  observations  in  clinical  infection  must  be  con- 
: ered  with  caution,  but  it  is  hoped  that  these  data 
’ II  stimulate  a reevaluation  of  present  concepts  of 
1 ; nature  and  role  of  morphological  variants  of  bac- 
t ia  exposed  to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  this  information  represents 
» ly  in  vitro  research.  No  clinical  significance  can 
I drawn  from  this  study  concerning  the  effective' 


ness  of  any  of  the  agents  discussed,  as  it  is  not  possible 
to  extrapolate  in  vitro  data  to  humans.  This  infor- 
mation is  presented  to  demonstrate  the  continuing 
research  activities  in  the  area  of  antibacterials,  par- 
ticularly modes  of  action  and  surface  morphology. 
’Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 
aAntimicrob.  Agents  Chemother.,  7:164,  1972. 

See  next  two  pages  for  product  information. 


ROCHE 


Roche  Laboratories 

Division  ol  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Observations  from 


■ Effective  control  of  primary  susceptible  bacterial  offenders  | 

Gantanol®  (sulfamethoxazole)  is  effective  against  susceptible  strains  of  E.  coli,  the  most  common 
cause  of  urinary  tract  infections.  It  is  also  highly  effective  against  other  susceptible  gram-negative 
and  gram-positive  organisms,  usually  Klebsiella- Aerobacter,  Staph,  aureus  and  Proteus  mirabilis. 

■ Prompt  antibacterial  blood  and  urine  levels— in  from  2 to  3 hours 

Antibacterial  levels  of  Gantanol  usually  appear  in  blood  and  urine  in  from  2 to  3 hours  after  the 
initial  2-Gm  adult  dose.  This  rapid  initiation  of  effective  antibacterial  activity  enables  prompt  treat- 
ment of  certain  nonobstructed  urinary  tract  infections  and  may  also  help  avert  possible  sequelae. 

■ Around-the-clock  coverage  for  14  days 

Mounting  evidence  in  current  medical  literature  suggests  a minimum  of  14  days’  continuous 
therapy  for  certain  urinary  tract  infections.*  Following  the  initial  2-Gm  adult  dosage  of  Gantanol 
each  1-Gm  dose  provides  up  to  12  hours  of  antibacterial  activity  during  the  treatment  period. 
When  urinary  tract  infection  is  more  severe,  t.i.d.  (q.  8 h.)  dosage  schedule  may  be  required. 
Both  regimens  provide  around-the-clock  therapy,  important  because  normal  urinary  retention 
during  sleep  tends  to  favor  bacterial  proliferation.  It  is  also  convenient  for  patients  not  to  have 
to  take  middle-of-the-night  medication. 

■ Also  effective  in  certain  nonobstructed  chronic  and  recurrent  urinary  tract  infection 

Nonobstructed  urinary  tract  infections,  such  as  cystitis  or  pyelonephritis— chronic  and/or  recur- 
rent—develop  more  commonly  in  the  elderly  and  debilitated,  and  response  to  Gantanol  is  often 
highly  satisfactory. 


E.  coli— Fluorescent  stain 


Klebsiella  sp.— Stain  to  define  capsular  envelope 

F 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis 
and  cystitis)  due  to  susceptible  organisms.  Note:  Carefully 
coordinate  in  vitro  sulfonamide  sensitivity  tests  with  bacte- 
riologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resist- 
ant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary 
tract  infections.  Measure  sulfonamide  blood  levels  as  vari- 
ations may  occur;  20  mg/ 100  ml  should  be  maximum  total 
level. 

Contraindications:  Sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period;  infants  less  than 
two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 
lished. Sulfonamides  should  not  be  used  for  group  A beta- 


hemolytic  streptococcal  infections  and  will  not  eradicate 
or  prevent  sequelae  (rheumatic  fever,  glomerulonephritis) 
of  such  infections.  Deaths  from  hypersensitivity  reactions 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasiae 
have  been  reported  and  early  clinical  signs  (sore  throat 
fever,  pallor,  purpura  or  jaundice)  may  indicate  seriou; 
blood  disorders.  Frequent  CBC  and  urinalysis  with  micro 
scopic  examination  are  recommended  during  sulfonamide 
therapy.  Insufficient  data  on  children  under  six  with  chronic 
renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impairec 
renalor  hepatic  function,  severe  allergy,  bronchial  asthma;  ir 
glucose-6-phosphate  dehydrogenase-deficient  individuals  ir 
whom  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglo 


dinical  practice 


§*u 


■K 


Enterobacter  sp  — Gram  stain  showing  characteristic 
gram-negative  rod 


Proteus  mirabilis— Flagella  stain 


Your  option:  tablets  or  suspension 

Gantanol  Tablets  or  the  pleasant-tasting,  cherry-flavored  Suspension  can  provide  dependable 
intibacterial  activity  to  control  susceptible  nonobstructed  cystitis  and  pyelonephritis.  Sympto- 
natic  improvement  usually  may  be  expected  to  begin  within  24  to  48  hours.  Usual  precautions 
vith  sulfonamide  therapy  should  be  observed,  including  adequate  fluid  intake.  Gantanol  is 
;enerally  well  tolerated,  with  relative  freedom  from  complications;  the  most  common  side  effects 
ire  nausea,  vomiting  and  diarrhea.  Frequent  c.b.c.’s  and  urinalyses  with  microscopic  examina- 
ion  are  recommended  during  therapy. 

Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


n nonobstructed  cystitis  due  to  susceptible  organisms 

Gantanol  b id. 

sulfamethoxazole) 

Basic  therapy 


nemia);  allergic  reactions  (erythema  multiforme,  skin 
uptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
'uritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
ariorbital  edema,  conjunctival  and  scleral  injection,  pho- 
sensitization,  arthralgia  and  allergic  myocarditis);  gastro- 
testinal  reactions  (nausea,  emesis,  abdominal  pains, 
jpatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis); 
VS  reactions  (headache,  peripheral  neuritis,  mental  de- 
ession,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
Uo  and  insomnia);  miscellaneous  reactions  (drug  fever, 
hills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
)dosa  and  L.  E.  phenomenon).  Due  to  certain  chemical 
milarities  with  some  goitrogens,  diuretics  (acetazolamide, 
iazides)  and  oral  hypoglycemic  agents,  sulfonamides 
we  caused  rare  instances  of  goiter  production,  diuresis 
id  hypoglycemia  as  well  as  thyroid  malignancies  in  rats 
mowing  long-term  administration.  Cross-sensitivity  with 
ese  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially, 
then  1 Gm  b.i.d  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs 
of  body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maxi- 
mum dose  should  not  exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspen- 
sion, 0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

OCTOBER 

26-27  Seminar**,  “Clinical  Aspects  of  Pain,”  De- 
partment of  Anesthesiology,  University  of 
Louisville  School  of  Medicine,  Advance  Reg- 
istration Requested  ($25  for  physicians); 
Health  Sciences  Center  Auditorium,  Louisville 

29-30  Annual  Yandell  Lecture,  Health  Sciences 
Center,  University  of  Louisville,  Speaker — 
D.  E.  Szilagyi,  M.D.,  Detroit. 

NOVEMBER 

Ninth  Annual  Louisville  Pediatric  Lecture,  by 
Melvin  Grumbach,  M.D.,  University  of 
Louisville  School  of  Medicine,  Health 
Sciences  Center  Auditorium,  Louisville 

8-9  Newborn  Symposium,  “Congenital  Defects  — 
Management  and  Outcome”,  Department  of 
Pediatrics,  University  of  Louisville  School  of 
Medicine,  Health  Sciences  Center  Auditorium. 
Louisville 

10-11  Scientific  Seminar,  Kentucky  Academy  of 
Family  Physicians,  Jenny  Wiley  State  Park, 
Prestonsburg 

17  Kentucky  Regional  Meeting,  American  Col- 
lege of  Physicians,  Stouffer’s  Inn,  Louisville 

IN  SURROUNDING  STATES 

OCTOBER 

19-20  Colloquium,  “The  Range  of  Normal  in  Human 
Behavior,”  Shriners  Burn  Institute  Auditorium, 
University  of  Cincinnati  Medical  Center,  Cin- 
cinnati 

21-25  Annual  Scientific  Assembly,  American  College 
of  Chest  Physicians,  Four  Seasons  Hotel,  To- 
ronto, Ontario,  Canada 

NOVEMBER 

7-8  Postgraduate  course,  “Pediatric  Endocrinol- 
ogy,” Cleveland  Clinic  Foundation,  Cleveland 

14-15  Postgraduate  course,  “Gastroenterology  for 
the  Practicing  Physician,”  Cleveland  Clinic 
Foundation,  Cleveland 


14-17  Seminar  on  “Life-Saving  Measures  for  the 
Critically  Injured,”  sponsored  by  the  American 
College  of  Surgeons  and  the  University  of 
Tennessee  College  of  Medicine,  Shrier  Audi- 
torium, Memphis 

DECEMBER 

1-5  Clinical  Convention,  American  Medical  Asso- 
ciation, Anaheim,  California 


SCHEDULE  OF  UPCOMING  NCME  PROGRAMS 

(See  story  in  Organization  Section) 

October  22-November  4 

LAPAROSCOPIC  STERILIZATION,  with  Thomas 
F.  Dillon,  M.D.,  Professor  of  Obstetrics  and  Gyne- 
cology, Columbia  University  College  of  Physicians 
and  Surgeons,  New  York  City. 

TRANSIENT  ISCHEMIC  ATTACK— THE  HIS- 
TORY, with  Clark  H.  Millikan,  M.D.,  Professor  of 
Neurology,  The  Mayo  Clinic,  Rochester,  Minnesota 

TRANSIENT  ISCHEMIC  ATTACK— THE  PHYSI- 
CAL, with  Clark  H.  Millikan,  M.D.,  Professor  of 
Neurology,  The  Mayo  Clinic,  Rochester,  Minnesota. 


November  5-November  18 

RADIOLOGIC  MANAGEMENT  OF  EARLY  CAN- 
CER OF  THE  LARYNX,  with  Alexander  D.  Crosett, 
Jr.,  M.D.,  Director,  Division  of  Radiation  Therapy 
and  Nuclear  Medicine  at  Overlook  Hospital,  Summit, 
New  Jersey;  and  Charles  E.  Langgaard,  M.D.,  At- 
tending Otolaryngologist,  Summit  Medical  Group, 
Summit,  New  Jersey. 

WHAT  CAROTID  ARTERIOGRAPHY  CAN  TELL 
YOU,  with  Michael  D.  F.  Deck,  M.D.,  Associate 
Professor  of  Radiology  at  Cornell  University  Medical 
Center  in  New  York. 

NATURAL  CHILDBIRTH,  with  Alfred  Tanz,  M.D., 
Assistant  Clinical  Professor,  New  York  Medical 
College,  New  York. 
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HERE 


When  parenteral  analgesia 
is  no  longer  required, 
Empirin  Compound  with 
Codeine  usually  provides  the 
relief  needed. 


Empirin  Compound  with 
Codeine  is  effective  for 
visceral  as  well  as  soft  tissue 
pain— provides  an  antitussive 
bonus  in  addition  to  its 
prompt,  predictable 
analgesia. 


€ prescribing  convenience: 

up  to  5 refills  in6months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Healing  nicely, 
but  it  still 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). -Warning- 
may  be  habit-forming.  Each 
tablet  also  contains:  aspirin 
gr.  3Y2,  phenacetin  gr.  2V2, 
caffeine  gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


COMPOUND 

C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  Vz 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


Tfel[bD@[fe500  mg 

Mintezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 ml,  in 
bottles  of  120  ml. 

For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 

Dohme.  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(e) 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

IVz 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


With  the  means  at  hand 
to  drastically  reduce  the  number 
of  deaths  each  year  from  uterine 
cancer,  we  have  embarked  on  a 
nationwide,  life-saving  program. 
Its  goal  is  a Pap  test  by  1976  for 
every  woman  20  years  or  older 
to  whom  the  test  is  applicable, 
and  for  younger  women  at  risk. 
An  ambitious  program,  doctor, 
and  one  which  can  only  be 
realized  with  your  help. 

We  are  faced  with  these 
facts:  only  53%  of  women  over 


20  have  ever  had  a Pap  test; 
only  20%  get  a Pap  test 
periodically;  each  year  about 
43,000  new  cases  are  diagnosed; 
this  year  12,000  women  in  this 
country  will  die  of  uterine  cancer. 
And  about  75%  of  these  deaths 
will  result  from  cervical  cancer— 
as  you  know,  almost  100% 
curable  when  diagnosed  early 
and  treated  promptly. 

We  hope  to  reach  women 
in  the  target  group  not  only 
with  the  message  about  the  vital 


Pap  test,  but  also  with  the 
urgency  of  including  it  in  the 
regular  health  checkup.  The 
mortality  rate  from  uterine 
cancer  could  thus  be 
dramatically  curtailed. 


Clearly  action  is 
called  for.  Coordinated 
action  — involving  the  doctor, 
the  patient,  the  American 
Cancer  Society  — a partner- 
ship for  life. 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER  AS  A PUBLIC  SERVICE 


when  manhood  ebbs... 

due  to  testicular  deficiency 

** « 


Halotestins  mg  tablets 

fluoxymesterone/  U(0john  oral  hormone  replacement 

; t it I I , ... 


"When  impotence  is  the  principal  com- 
plaint of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma."* 

Halotestin®  Tablets—  2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 
drogen deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 


advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1,  but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renal  or 
hepatic  derangement  may  retain  sodium  and 
water  thus  forming  edema.  Priapism  or  exces- 


ejaculatory  volume,  hypersensitivity  and  gyne- 
comastia may  occur.  When  any  of  these  ef- 
fects appear  the  androgen  should  be 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejacu- 
latory volume.  Gynecomastia.  Edema.  Hyper- 
sensitivity, including  skin  manifestations  and 
anaphylactoid  reactions.  Priapism.  Hypercal- 
cemia (especially  in  immobile  patients  and 
those  with  metastatic  breast  carcinoma).  Virili- 
zation in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular.  j- 3262  4 med  b-6-s  (mah) 

*Cecil-Loeb.  Textbook  of  Medicine,  Vol.  II,  ed.  13. 
Beeson,  P.  B.  and  McDermott,  W.  eds.  Philadelphia, 
W.  B.  Saunders  Co.,  1971,  p.  1816. 

®1973  by  The  Upjohn  Company 


Upjohn 


Where  do  you  stand  on  this 
Legislation? 

Test  Yourself: 


Pro 

Con 

□ 

□ 

Maternal  and  Child  Care  programs? 

□ 

□ 

Federal  funds  to  expand  medical 
schools? 

□ 

□ 

Federal  aid  to  medical  students? 

□ 

□ 

Expanded  nurse  training  programs? 

□ 

□ 

Expanded  physician’s  assistant  pro- 
grams? 

□ 

□ 

Restricted  experimentation  of 
HMO's? 

□ 

□ 

More  effective  occupational  health 
and  safety  laws? 

□ 

□ 

Nation-wide  program  of  community 
emergency  medical  services? 

□ 

□ 

Voluntary  national  health  insurance? 

□ 

□ 

National  health  insurance  plan  fed- 
eralizing all  healthandmedicalcare? 

If  you're  for  the  first  nine  but  against  the  tenth, 

you  stand  where  the  AMA  stands.  We  have 
vigorously  supported  virtually  all  recent  legis- 
lation to  provide  more  and  better  health  care 
for  the  public.  We  have  just  as  vigorously  op- 
posed any  plan  that  would  infringe  on  your  right 
to  practice  the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effec- 
tive and  influential  spokesman  that  we,  the 
profession,  have.  Together,  we  can  make  it  even 
more  effective  in  representing  ourselves,  and 
our  views. 

Join  us. 

We  can  do  much  more  together. 

American  Medical  Association 
535  N.  Dearborn  St./Chicago,  III.  60610 


maiaesic 


PAIN 


Usage:  Apply  where  it  hurts  with  gentle 
massage.  May  be  repeated  as  often  as 
necessary.  A first  aid  in  injuries,  reliev- 
ing pain  and  discouraging  infection.  Use- 
ful in  industrial  clinics — collegiate  and 
professional  athletic  training  programs. 

*You  may  request  a clinical  supply. 


Dispensed  in  4 oz.  bottles,  6 oz 
pint  and  half  gallon  bottles. 


Partalgesic, 

RELIEVES  PAIN 


CONTAINS:  (BT  WElG"t 

Oil  Of  WINTERGREEN.  ASPIRIN. 

CANPHOR  AND  MENTHOL r " 

“WUIENT  OILS  AND  COLOR 


q 

i 

Panalqesic 

RELIEVES  **  PAIN 


where  it  hurts  with  gentle  m3 
“y  be  repeated  as  often  as  neces 

N'd  \YT.  G oz.  . 

4l,tlp5  UNDER  PRESSURE  • SEE  CRUTION  MOI 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 


CONTAINS:  (BY  WEIGHT) 

OIL  OF  WINTERGREEN,  ASPIRIN, 
CAMPHOR  ANO  MENTHOL 

. . 64.1% 

EMOLLIENT  OILS  AND  COLOR  ... 

. 18.8% 

ALCOHOL . 

. . 17.1% 

USAGE 

Apply  where  «t  hurts  with  gentle  massage. 

May  be  repeated  as  often  as  necessary.  x . 

4 FLUID  OUNCES 

WM  P.  POYTHRESS  & CO.,  INC  . RICHMOND. VA. 23261 

UvmlKtufrt  lot  tht  Protossioo  Since  1B56 


RICHMOND,  VIRGINIA  23261 


SynthroicT 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy; 

Synthroid  is  T4.  5* 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison's  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds’s  Disease  (pan- 
hypopituitarism) or  Cushing's  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patier 
with  cardiovascular  disease;  development 
chest  pains  or  other  aggravations  of  cardiov; 
cular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myoc 
dial  infarction.  Side  effects:  The  effects  of  SVl 
THROID  (sodium  levothyroxine)  therapy  are  sl< 
in  being  manifested.  Side  effects,  when  they 
occur,  are  secondary  to  increased  rates  of  bo! 
metabolism;  sweating,  heart  palpitations  w I 
or  without  pain,  leg  cramps,  and  weight  lo 
Diarrhea,  vomiting,  and  nervousness  have  a : 
been  observed.  Myxedematous  patients  w I 
heart  disease  have  died  from  abrupt  increa:] 
in  dosage  of  thyroid  drugs.  Careful  observati 
of  the  patient  during  the  beginning  of  any  tl 
roid  therapy  will  alert  the  physician  to  any  1 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs,  L 2 


1 Synthroid  is  T4. 


o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.1-2 


1 n most  cases  with  side  effects,  a reduction  of 
dage  followed  by  a more  gradual  adjustment 
Award  will  result  in  a more  accurate  indication 
oie  patient’s  dosage  requirements  without  the 
a earance  of  side  effects. 


0 age  and  Administration:  The  activity  of 
a.l  mg.  SYNTHROID  (sodium  levothyroxine) 
T ;LET  is  equivalent  to  approximately  one  grain 
» oid,  U.S.P.  Administer  SYNTHROID  tablets 
as  single  daily  dose.  In  hypothyroidism  with- 
0 myxedema,  the  usual  initial  adult  dose  is 
0 mg.  daily,  and  may  be  increased  by  0.1  mg. 
ei'y  30  days  until  proper  metabolic  balance  is 
a ined.  Clinical  evaluation  should  be  made 
nithly  and  PBI  measurements  about  every  90 
d s.  Final  maintenance  dosage  will  usually 
r-  je  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
s ting  dose  should  be  0.025  mg.  daily.  The 


3t4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6 Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 

8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy; 

fcVt 


Ithroid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49:855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


EYES  RIGHT! 

.to  SOUTHERN  OPTICAL 


LOUISVILLE  Southern  Optical  Bldg.— 640  S.  4th 
Contact  Lenses  — 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

Professional  Arts  Bldg.,  1919  State  Street 
524  East  Main  Street 
Doctors  Bldg.,  1001  Center  Street 


NEW  ALBANY 
BOWLING  GREEN 
OWENSBORO 


CHARGE  ACCOUNTS 
INVITED 

BankAmericard 
Master  Charge 
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Banana-Flavored  Donnagel  PG 

The  civilized  solution  to  the  age-old  problem  of  diarrhea. 

The  evolution  of  DonnageB  PG:  Donnagel  PG 

„ Donnagel  with  paregoric  equivalent. 

Kaolin  and  pectin  to  provide  demulcent-detoxicant  effects.  Each  30cc.  contains: 

Belladonna  alkaloids  for  antispasmodic  benefits.  p'*'.’1-"  142  g 

Powdered  opium,  the  therapeutic  equivalent  of  paregoric— without  Hyoscyamine  sulfate  o.  k>37  mg. 

the  unpleasant  taste  -to  promote  the  production  of  formed  stools  and  ^Scme  hVrobromide .' . o ooes  mg’ 

lessen  the  urge.  Powdered  opium,  USP 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

And  a delicious  banana  flavor  good  enough  for  the  most  discriminating  (warning:  may  be  habit  forming) 

tastes  Sodium  benzoate 

(preservative) 60.0  mg. 

All  together  in  the  evolutionary  discovery  that’s  the  best-tasting  way  Alcohol,  5% 

u ......  (v  Available  on  oral  prescription  or  without  prescription 

yet  to  treat  acute,  non-specitic  diarrheas.  in  compliance  with  applicable  state  and  local  law. 

/PH-f^OBINS 

Chimp  courtesy  of  Ringling  Brothers &Bamum& Bailey  Combined  Shows,  Inc  A.  H.  Robins  Company,  Richmond,  Virginia  23220 


» 


The  coughing  season  is  here  again.  Time  to 
rely  on  the  four  Robitussins  and  Cough 
Calmers  to  help  clear  the  lower  respiratory 
tract.  All  contain  glyceryl  guaiacolate,  the 
efficient  expectorant  that  works  systemically 
to  help  increasethe  output  of  lower  respiratory 
tract  fluid.  The  enhanced  flow  of  less  viscid 
secretions  soothes  the  tracheobronchial  mu- 
cosa, promotes  ciliary  action,  and  makes  thick, 
inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN  A-C®  @ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate ioo  mg. 

Codeine  phosphate iq.O  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 

Alcohol,  1.4% 


ilect  the  Robitussin^ 
lear-Tract”  Formulation 
lat  Treats  Your  Patient’s  ^ 
dividual  Coughing 
;eds: 


.o*V° 


)BITUSSIN® 

)BITUSSIN  A-C® 

)BIT(JSSIN-DM® 

)BITUSSIN-PE® 

)UGH  CALMERS 

P this  handy  chart  as  a guide  In  selecting  the  formula  that  provides  the  benefits  you  want  for  your  pallent. 
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Robitussin-DM  in  solid  form  for  “coughs  on  the  go” 


COUGH  CALMERS® 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 7.5  mg. 


Relieves  cough,  clears  sinuses  and  nasal  passages — 
keeps  them  “drip-dry”  but  not  bone  dry 


ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


/l-H-f^OBINS 

A.  H.  Robins  Company,  Richmond,  Virginia  23220 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Libriurri 25  mg 

(chlordiazepoxide  HCI) 


' i 


The  achievement  of  desired  therapeutic 
results  is  often  a function  ol  the  dosage 


strength  as  well  as  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  2 5 -mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxietyfaction  with  a 
minimum'of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

J . c \ 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  has  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 


basic  support 
in  severe  anxiety 

Librium®  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin 
ery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy 
lactation,  or  in  women  of  childbearing  age  require 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors! 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulatioi 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  anc 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions 
edema,  minor  menstrual  irregularities,  nausea  an 
constipation,  extrapyramidal  symptoms,  increasec 
and  decreased  libido-all  infrequent  and  generall 
controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  1 0 mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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The  Nitroblue  Tetrazolium  Dye  Test: 

A New  Counterstaining  Technique 

Martin  J.  Raff,  M.D.  and  John  T.  Braun 

Ruptured  Mycotic  Aneurysms  of  the  Abdominal  Aorta 

Gordon  L.  Hyde,  M.D.,  David  A.  Hull,  M.D.  and  John  M.  Stoeckinger,  M.D. 
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Most  people  can  handle  this  tension. 


Everybody  experiences  psychic  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
)lan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
ind,  if  so,  what  his  response  has 
>een.  Along  with  the  medical  and 
;ocial  history,  this  information  can 
lelp  you  determine  initial  dosage, 
he  possibility  of  side  effects  and 
he  ultimate  prospects  of  success 
>r  failure. 

While  Valium  can  be  a most 
lelpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
v hen  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
re  followed,  Valium  is  well 
olerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
>atients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
lazardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  ol  Hoffmann-La  Roche  Inc. 

Nutley,  N.J  07110 


Before  presciibing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
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MESSAGE 
FROM  THE 
PRESIDENT 


I WISH  to  commend  those  who  served  as  delegates  to  our  recent  Annual  Meet- 
ing and  especially  those  who  served  on  our  reference  committees.  We  were 
faced  with  more  major  decisions  than  I can  recall  in  recent  times.  A wide 
range  of  views  on  all  of  them  was  introduced  in  the  form  of  resolutions,  etc., 
but  the  final  action  of  the  House  of  Delegates  was  a considered,  reasoned,  and 
wise  position  which  deserves  the  appreciation  of  all  members. 

As  anticipated,  we  are  already  receiving  requests  for  information  relative  to 
abortion  guidelines.  All  response  which  I have  had  to  the  position  which  the 
House  of  Delegates  took  on  the  abortion  issue  has  been  most  favorable. 

Understandably  and  justifiably,  there  exists  throughout  the  state  great  appre- 
hension about  PSRO.  Through  the  able  efforts  of  our  Kentucky  Foundation  for 
Medical  Care  President,  David  A.  Hull,  M.D.,  Kentucky  is  in  an  enviable  position. 
I know  of  no  other  state  who  has  enjoyed  more  support  and  cooperation  from 
allied  health  groups  and  state  governmental  agencies  than  we.  Whereas  in  other 
states,  PSRO  has  been  allowed  to  drive  a deep  wedge  between  medicine  and 
allied  groups.  The  reverse  is  true  in  Kentucky.  We  have  done  our  part  in  planning. 
Now,  the  next  move  must  come  from  the  “Fed.” 

All  physicians  may  be  well  assured  that  we  shall  observe  closely  and  with  a 
microscopic  view  all  developments  in  the  immediate  future  on  PSRO.  and  we 
shall  proceed  slowly  and  with  every  precaution.  Should  there  be  any  unexpected 
change  in  plans,  you  may  be  assured  that  every  physician  will  be  given  the 
opportunity  to  express  his  views  and  present  recommendations. 

It  doesn’t  require  a crystal  ball  for  one  to  visualize  the  most  difficult  year 
Kentucky  medicine  has  had  for  a long  time.  As  if  the  issues  with  which  we  dealt 
at  our  Annual  Meeting  were  not  enough,  the  next  session  of  the  Kentucky  Legisla- 
ture is  only  weeks  away  and  here,  too,  I would  predict  the  most  difficult  and 
toughest  session  we  have  faced  in  several  years.  I urge  all  physicians  to  maintain 
close  liaison  with  their  legislators. 

In  summary,  it  is  relatively  easy  to  conclude  that  now  is  a time  when  we  must 
stand  united  as  one,  dedicated  to  maintaining  a system  of  care  with  which  we 
and  our  patients  can  live.  I solicit  your  active  participation,  support,  and  guidance 
on  all  issues  and  will  be  pleased  to  hear  from  you. 


From  the  files  of  the 


COMMITTEE  FOR  THE 

STUDY  OF  MATERNAL  MORTALITY 


THIS  26-year-old  married,  white  gravida 
I,  para  I was  seen  initially  by  her  physi- 
cian on  2/22/71  complaining  of  pain  in 
the  lower  abdomen  for  three  days.  Her  LMP 
was  1/25/71.  She  had  been  seen  in  the  emer- 
gency room  of  another  hospital  on  2/20/71 
and  treated  for  pelvic  inflammatory  disease. 

She  was  admitted  to  the  hospital  on  2/24/71 
because  of  continued  pain,  nausea,  vomiting, 
and  abdominal  tenderness.  Her  admission  lab- 
oratory values  were  as  follows:  hemoglobin 
9.9,  hematocrit  29,  WBC  16,800,  86  neutro- 
phils, 9 lymphocytes,  3 monocytes.  She  re- 
ceived 600,000  units  penicillin  every  six  hours, 
intravenous  fluids,  and  Numorphan  1 mg.  every 
4-6  hours  for  pain.  A gynecologist  examined 
the  patient  on  2/26/71.  Physical  examination 
revealed  a tender  abdomen  with  abdominal 
guarding.  The  cervix  was  tender  to  palpation 
and  there  were  bilateral  4-5  cm  adnexal  masses. 
The  admitting  diagnosis  was  acute  pelvic  in- 
flammatory disease  and  anemia.  The  suggested 
treatment  was  antibiotics  and  nasogastric  suc- 
tion. Surgery  was  deferred  until  the  adnexal 
abscess  could  be  drained  vaginally.  On  2/26/- 
71  at  8 a.m.,  the  patient’s  laboratory  values 
were  as  follows:  hemoglobin  4.6,  hematocrit  13, 
WBC  10,000,  86  neutrophils,  11  lymphocytes, 
2 monocytes.  There  was  no  evidence  of  ex- 
ternal vaginal  bleeding,  but  her  abdomen  was 
more  distended.  Culdocentesis  was  performed 
at  3:45  p.m.  on  2/26/71  and  unclotted  blood 
was  obtained.  The  diagnosis  of  an  ectopic 
pregnancy  was  made.  She  was  typed  and  cross- 
matched  for  four  units  of  blood. 

She  was  given  four  units  whole  blood  and 
was  taken  to  the  operating  room  at  5:30  p.m. 
on  2/26/71.  At  the  time  of  exploratory  lapa- 
rotomy, a right  tubal  pregnancy  was  found  with 
approximately  2,000  cc  blood  and  old  clots  in 
the  abdomen.  The  blood  was  removed  and  he- 
mostasis was  obtained.  Her  preoperative  hema- 
tocrit was  23.  She  received  a total  of  four  units 


of  whole  blood  in  the  operating  room  and  re- 
covery room.  Three  thousand  cc  D-5  Ringers 
Lactate  was  ordered  to  follow  at  125  cc  per 
hour  within  10  million  units  of  penicillin  added 
to  each  liter  and  0.5  grams  Chloromycetin. 
Her  blood  pressure  at  11:35  p.m.  on  2/26/71 
was  10.3  and  her  hematocrit  was  29. 

At  4:15  a.m.,  2/27/71,  the  resident  gyne- 
cologist was  called  to  see  the  patient  because 
of  difficulty  in  breathing.  She  was  having  severe 
respiratory  distress  and  was  cyanotic.  Her 
blood  pressure  was  160/80  and  her  pulse  rate 
was  136.  She  was  given  1.5  mg  digoxin  intra- 
venously, 1 ml.  Mercuhydrin  intramuscularly 
and  transferred  to  the  Intensive  Care  Unit.  Her 
right  pupil  was  noted  to  be  larger  than  her  left 
pupil,  and  the  patient  was  thought  to  have  had 
a cerebral  vascular  accident.  She  received  20 
mg.  Furosemide  intravenously.  A chest  x-ray 
was  obtained  and  was  compatible  with  conges- 
tive heart  failure.  At  4:30  a.m.  on  2/28/71 
her  hemoglobin  was  10.9  and  her  hematocrit 
32.  At  8 a.m.  her  color  was  described  as  poor 
and  her  chest  was  congested.  Her  central  ven- 
ous pressure  was  8. 

She  had  received  6,000  ml  of  fluid  during 
the  preceding  26  hours,  and  8 units  of  whole 
blood.  Laboratory  values  were  as  follows:  So- 
dium 139,  potassium  4.2,  chloride  104,  C02 
28,  pH  7.41,  pC02  45,  P02  36,  C02  28, 
platelet  count  208,000,  fibrinogen  322  mg.  %. 
She  was  placed  on  a pressure  respirator,  and 
hourly  urine  output.  Her  central  venous  pres- 
sure was  kept  between  5 and  10.  Her  pupils 
remained  unequal  and  her  optic  disc  suggested 
increased  cerebral  pressure. 

She  remained  comatose,  unresponsive,  and 
had  no  voluntary  respiration.  Both  pupils  were 
dilated  and  fixed,  and  there  was  no  eye  move- 
ment. A lumbar  puncture  was  done.  The  open- 
ing pressure  was  170  and  the  cerebrospinal 
fluid  was  clear. 

She  was  given  200  mg  Solucortef  intraven- 
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ously  initially,  followed  by  100  mg  Solucortef 
every  four  hours.  Armine  was  required  to  main- 
tain her  blood  pressure.  She  failed  to  respond 
and  became  anuric.  An  EEG  at  1:25  p.m.  on 
3/1/71  revealed  no  cerebral  activity. 

An  autopsy  showed  massive  pulmonary  ede- 
ma with  superimposed  bronchial  pneumonia, 
acute  renal  tubular  necrosis,  and  central  nerv- 
ous system  petechial  hemorrhages  with  necro- 
sis. 

Comment 

The  Committee  classified  this  death  as  a 
direct  obstetrical  death  in  that  there  was  a 
delay  in  diagnosis.  Pelvic  inflammatory  disease 
can  mimic  ectopic  pregnancy  and  whenever 
the  possibility  of  an  ectopic  pregnancy  exists 
the  immediate  procedures  must  be  carried  out 
to  establish  a diagnosis.  Culdocentesis  should 
have  been  done  much  earlier.  There  was  cer- 
tainly an  overload  of  both  blood  and  intra- 
venous fluids,  so  that  congestive  heart  failure 
resulted  with  mass  pulmonary  edema  and  su- 
perimposed bronchial  pneumonia  and  acute 
tubular  necrosis  as  revealed  by  autopsy.  This 
case  illustrates  again  the  tremendous  variability 
in  the  clinical  course  of  ectopic  pregnancy 
which  is  one  of  the  most  difficult  conditions  to 
diagnose  but  can  be  catastrophic  when  not 
properly  cared  for. 


PHYSICIANS  (2),  GENERAL  MEDI- 
CINE — For  Intermediate  Medical  Service 
and  Out-Patient  Clinic.  Full  time,  630  bed 
division  of  VA  General  Hospital  with  med- 
ical school  affiliation.  Salary  negotiable  de- 
pending on  qualifications.  Liberal  fringe 
benefits.  License  in  any  state  acceptable. 
Non-discrimination  in  employment.  Write: 
C.  I.  Schwartz,  M.D.,  Chief  of  Staff,  Vet- 
erans Administration  Hospital,  Leestown 
Division,  Lexington,  Kentucky  40507. 


Letter  to  the  Editor 


Dear  Editor: 

As  the  primary  provider  of  comprehensive 
physical  medicine  and  rehabilitation  care  for 
the  spinal  cord  injured  patients  of  Kentucky, 
we  are  in  complete  agreement  with  Doctors 
Norrell  and  Brocklehurst  (in  The  Journal  of 
KMA,  September,  1973,  “Spinal  Injuries  in 
Kentucky”)  for  the  need  of  comprehensive 
rehabilitation  care  for  the  spinal  cord  injured 
patient.  We  are  also  in  agreement  with  the 
need  for  the  provision  of  such  care  in  Lex- 
ington. 

In  Louisville,  close  cooperation  of  neurologic 
and  orthopedic  surgeons  with  the  Institute  of 
Physical  Medicine  and  Rehabilitation  provides 
comprehensive  rehabilitative  services  for  the 
spinal  cord  injured  patients  of  this  catchment 
area.  The  total  number  treated  at  the  Institute 
since  1970  (184  patients  with  significant  neuro- 
logical involvement)  approximates  the  number 
seen  at  the  University  of  Kentucky  Medical 
Center  (189  patients)  during  the  reported  eight- 
year  period.  The  Institute  provides  the  services 
of  two  physiatrists;  rehabilitation  nursing;  phy- 
sical, occupational  and  speech  therapies;  social 
service,  and  psychology  in  a 34-bed  specialty 
hospital  setting.  In  addition  to  the  acute  re- 
habilitation care,  the  Institute  also  provides 
long-term  follow-up  services  on  an  out-patient 
basis. 

The  major  problem  at  present  is  not  the 
availability  of  care  for  these  patients  in  the 
Commonwealth,  but  rather:  1.  availability  of 
comprehensive  care  in  Eastern  Kentucky;  2. 
availability  of  financial  support — both  state  and 
federal  for  early  care  of  these  patients;  3.  avail- 
ability of  financial  support  for  training  pro- 
grams for  both  medical  and  paramedical  per- 
sonnel who  could  treat  these  patients. 

Thomas  A.  Kelly,  Jr.,  M.D. 

Medical  Director 
Institute  of  Physical  Medicine 
and  Rehabilitation 
Louisville,  Kentucky 
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Continuing  Educational  Opportunities 

From  The 

KMA  Postgraduate  Medical  Education  Office 


IN  KENTUCKY 

NOVEMBER 

17  Kentucky  Regional  Meeting,  American  Col- 
lege of  Physicians,  Stouffer’s  Inn,  Louisville 

19  “The  Killers”  series  on  “Heart  Disease,”  KET 
television  stations,  8 p.m.,  EST 

DECEMBER 

7-8  Mid-America  College  Health  Association  An- 
nual Meeting,  Executive  Inn,  Louisville 

17  “The  Killers”  series  on  “Genetic  Defects,” 
KET  television  stations,  8 p.m.,  EST 

JANUARY 

14  “The  Killers”  series  on  “Pulmonary  Disease,” 
KET  television  stations,  8 p.m.,  EST 

16-17  Northern  Kentucky  Seminar,  Kentucky  Acad- 
emy of  Family  Physicians,  Ft.  Mitchell 


IN  SURROUNDING  STATES 

NOVEMBER 

12-15  Southern  Medical  Association  Annual  Meet- 
ing, San  Antonio 

DECEMBER 

1-5  Clinical  Convention,  American  Medical  Asso- 
ciation, Anaheim,  California 

5-6  Postgraduate  course,  “Advances  in  Ophthal- 
mology,” Cleveland  Clinic  Foundation,  Cleve- 
land 


You  Might  Want  to  Mark 
These  Dates  On  Your  Calendar 

May  15-18  Annual  Assembly,  Kentucky  Academy 
of  Family  Physicians,  Ramada  Inn,  Louisville 

lune  13-14  Emergency  Health  Care  Seminar,  Ra- 
mada Inn,  Louisville 

September  23-26  KMA  Annual  Meeting,  Ramada 
Inn,  Louisville 


FEBRUARY 

1-3  AMA  Council  on  Medical  Education  Con- 
gress, Palmer  House,  Chicago 


SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 

(For  listing  of  stations,  see  October  issue,  page  676) 

November  19-December  2 

HEARING  LOSS:  A THREAT  AT  ANY  AGE, 
Merrill  Goodman,  M.D.,  Director  of  Otolaryngology 
at  Long  Island  Jewish — Hillside  Medical  Center,  N.Y. 

TIBETAN  MEDICINE:  A THOUSAND-YEAR- 
OLD  PRACTICE,  Donald  G.  Dawe,  Th.D.,  Profes- 
sor of  Theology,  Union  Theological  Seminary,  Rich- 
mond; and  James  L.  Mathis,  M.D.,  Professor  and 
Chairman  of  the  Department  of  Psychiatry,  Medical 
College  of  Virginia;  William  Regelson,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Psychiatry, 
Medical  College  of  Virginia;  William  Stepka,  Ph.D., 
Professor  of  Pharmacognosy,  School  of  Pharmacy,  all 
of  Virginia  Commonwealth  University,  Richmond,  Va. 

NUCLEAR  MEDICINE  AND  THE  COMMUNITY 
HOSPITAL,  Alexander  D.  Crosett,  Jr.,  M.D.,  Direc- 
tor, Division  of  Radiation  Therapy  and  Nuclear 
Medicine  at  Overlook  Hospital,  Summit,  N.J. 

December  3-December  16 

EMERGENCY  CLOSED  TUBE  THORACOSTOMY, 
produced  by  the  Center  for  Continuing  Medical  Ed- 
ucation, Ohio  State  University  College  of  Medicine 
in  Columbus,  Ohio. 

DIAGNOSING  AND  TREATING  STRABISMUS, 
Virginia  Lubkin,  M.D.,  Ophthalmologist  and  Clinical 
Assistant  Professor  of  Ophthalmology  at  Mt.  Sinai 
School  of  Medicine,  New  York,  N.Y. 

DRUG  INTERACTION:  THE  CASE  OF  THE 
PUSHY  ANTIBIOTIC,  Harold  C.  Neu,  M.D.,  Chief, 
Infectious  Diseases,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York,  N.Y. 
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acute  arthritic  inflammation... heat  that  freezes 


In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Rememberthat Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It's  summarized  below. 

Tandearil*  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 

gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion, hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  Including  dosage, 
please  see  lull  prescribing  Information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-weex  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
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your  choice  of  sleep  medicatbn 
is  wisely  based  on  more  than 
sleep-inducing  potential 

Sleep  Wlin  Chronic  tolerance  studies  have  confirmed  the  relative  safety  of  Dalnl 

I i.  r I (flurazepam  HCI);  no  depression  of  cardiac  or  respiratory  fun<  | 

reletive  SclTO  lV  was  noted  in  patients  ad  ministered  recommended  or  higherd 

J for  as  long  as  90  consecutive  nights. 

In  most  instances  when  adverse  reactions  were  reported,  they  were  mild,  infrequent  and  seldorl 
quired  discontinuance  of  therapy.  Morning  hang-over’’  with  Dalmane  has  been  relatively  infrequent.  1 1 
ness,  drowsiness,  lightheadedness  and  the  like 

sleep  for  7 to  8 hou 
without  need  to 

repeat  dosage  No  sleep  r I 

cation  has  been  as  rigorously  evaluated  in  the  sleep  research  laboratory  as  Dalmane.  Insomnia  pa 
given  one  30-mg  capsule  of  Dalmane  at  bedtime,  on  average:  fell  asleep  within  1 7 minutes,  had  fewer  r 
time  awakenings,  spent  less  time  awake  after  sleep  onset,  and  slept  for  7 to  8 hours  with  no  need  to  r<| 
dosage  during  the  night. 


have  been  the  side  effects  noted  most  f req  uently, 
particularly  in  the  elderly  and  debilitated.  (An 
initial  dose  of  Dalmane  15  mg  should  be  pre- 
scribed for  these  patients.] 


leep  with 
onsistency 


Dalmane  has  been  shown  to  be  con- 
sistently effective  even  during  con- 
secutive nights  of  administration, 
with  no  need  to  increase  dosage. 

Dalmane  (flurazepam  HCI)  is  a distinctive  sleep  medication— a 
izodiazepine  specifically  indicated  for  insomnia.  It  is  not  a bar- 
irate  or  methaqualone,  nor  is  it  related  chemically  to  any  other 
ilable  hypnotic. 

When  your  evaluation  of  insomnia  indicates  the  need  for  a sleep 
dication,  consider  Dalmane— a single  entity  nonnarcotic,  non- 
biturate  agent  proved  effective  and  relatively  safe  for  relief  of 
omnia. 


DALMANE 

(flurazepam  HCI) 

When  restful  sleep 
is  indicated 

One  30-mg  capsule  h.s.  —usual  adult  dosage 
( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  —initial  dosage  for  elderly  or 
debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in  acute 
or  chronic  medical  situations  requiring  restful 
sleep.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants  Caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving)  Use  in 
women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains, 
body  and  joint  pains  and  GU  complaints. 

There  have  also  been  rare  occurrences  of 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e g.. 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may 
suffice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is 
determined- 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI 


ROCHE  LABORATORIES 
Div.,  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 

The  American  Academy  of  Dermatolog; 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 

The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 
The  American  College  of  Allergists 
The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 

The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatk 

The  Executive  Committee  of  the 
National  Association  of  Retail 
Druggists 

The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 

The  National  Wholesale  Druggists' 
Association 


lint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
affirm  the  support  of  the  participat- 
I g organizations  for  the  laws,  regula- 
bnsand  professional  traditions  which 
I ohibit  the  unauthorized  substitution 
drug  products. 

Traditionally,  physicians,  den- 
its and  pharmacists  have  worked 
^operatively  to  serve  the  best  inter- 
ns of  patients.  Productive  coopera- 
)n  has  been  achieved  through 
utual  respect  as  well  as  a common 
incern  for  the  ideals  of  public 
;rvice.  This  mutual  respect  has  been 
fleeted,  in  part,  by  joint  support 
'er  the  years  for  the  adoption  and 
lforcement  of  laws  and  regulations 
lecifically  prohibiting  unauthorized 
ibstitution  and  encouraging  joint 
scussion  and  selection  of  the 
urce  of  supply  of  drug  products. 
ie  basic  principles  of  medical,  den- 
I and  pharmacy  practice  are  thus 
ilized  and  preserved  in  the  interest 
patient  welfare. 

The  antisubstitution  laws  have 
T obstructed  enhancement  of  the 
ofessional  status  of  pharmacy  any 
are  than  they  have  in  and  of  them- 
: Ives  guaranteed  absolute  protec- 
t n from  unsafe  drugs,  or  freed 
ysicians,  dentists  and  pharmacists 
■>m  their  responsibilities  to  patients. 
I a practical  matter,  however,  such 
vs  and  regulations  encourage  inter- 
: ofessional  communications  regard- 
■ l drug  product  selection  and  assure 
« ch  profession  the  opportunity  to 
• ercise  fully  its  expertise  in  drug 
lage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
I urged  to  increase  the  frequency 
i d regularity  of  their  contacts  with 
I armacists  in  selection  of  quality 
:jg  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
cians and  dentists  in  serving  their 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


ROCHE  announces 

new 


BACTRIM 


Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 


a new  type  of  antibacterial 
for  a two-pronged  attack 
against  chronic  urinary 
tract  infections  due  to 
susceptible  organisms 


Bactrim  is  highly  effective  in  the  treatment  of  these 
infections- primarily  pyelonephritis,  pyelitis  and  cystitis — 
when  due  to  susceptible  organisms.  This  efficacy  is 
related  to  the  unique  mode  of  action  against  bacteria  (see 
illustration),  an  action  that,  in  effect,  makes  Bactrim  a new 
type  of  antibacterial. 


interruptions  occur  because  sulfamethoxazole 
and  trimethoprim  resemble  naturally  existing 
substrates.  By  competitive  replacement 
of  these  substrates,  they  inhibit  further 
synthesis. 


Bactrim  interrupts  the 

susceptible 

bacteria 


Unique  mode  of  action  interrupts  the  life  cycle 
at  two  important  points,  thereby  impeding 
the  production  of  nucleic  acids  and  proteins 
essential  to  these  bacteria.  These  consecutive 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 

Before  prescribing,  please  see  complete  product  information  on  last  page  of  advertisement. 


Excellent  clinical  response 
in  chronic  urinary  tract 
infections  even  with 
obstructive  complications 

A multiclinic,  double-blind  study*  of  response  to  a 
ten-day  course  of  therapy  in  47T'  patients  with 
chronic  urinary  tract  infections  demonstrated  the 
superiority  of  Bactrim.  On  the  10th  day  after  initia- 
tion of  therapy,  91.7%  (of  168  patients)  showed 
significant  bacteriological  response  to  Bactrim, 
compared  with  81.2%  (of  144  patients)  to  tri- 
methoprim and  64.5%  (of  155  patients)  to  sulfa- 
methoxazole. More  than  half  of  these  patients  had 
obstructive  complications. 

Excellent  response 
maintained 

Bactrim  proved  equally  impressive  in  maintain- 
ing this  bacteriological  response.  In  the  above  study, 
after  a ten-day  course  of  therapy  with  Bactrim, 
68.4%  of  patients  with  chronic  urinary  tract  infec- 
tions maintained  response  for  up  to  42  consecu- 
tive days,  compared  with  59.7%  with  trimethoprim 
and  44.4%  with  sulfamethoxazole.  These  results 
are  particularly  noteworthy  considering  the  number 
of  patients  with  obstructive  complications  — cases 
regarded  as  being  notoriously  difficult  to  treat. 


Prescribing  considerations 

Clinical  Limitations:  Currently,  the  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of  the 
usefulness  of  all  antibacterial  agents,  especially 
in  the  treatment  of  chronic  and  recurrent  urinary 
tract  infections.  Not  recommended  for  children 
under  twelve. 

Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides.  Pregnancy  and  during  the  nurs- 
ing period. 

Warnings  and  Precautions:  Both  sulfamethoxazole 
and  trimethoprim  have  been  reported  to  interfere 
with  hematopoiesis.  Complete  blood  counts  should 
be  done  frequently.  If  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  Bactrim 
should  be  discontinued.  Bactrim  should  be  given 
with  caution  to  patients  with  impaired  renal  or 
hepatic  function,  possible  folate  deficiency,  severe 
allergy  or  bronchial  asthma.  Maintain  adequate 
fluid  intake.  Urinalyses  with  careful  microscopic 
examination  and  renal  function  tests  should  be 
performed  during  therapy,  particularly  for  those 
patients  with  impaired  renal  function. 

Adverse  Effects:  Among  the  most  common  side 
effects  are  nausea,  vomiting,  rash,  leukopenia  and 
elevations  in  SGOT  and  creatinine. 

Usual  adult  dosage:  two  tablets  every  twelve  hours 
for  10  to  14  days;  no  loading  dose  required. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 
T 4 patients  not  available  for  evaluation  at  day  10. 


BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 

for  chronic  urinary  tract  infections 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


Before  prescribing,  please  consult  complete  product  information  on  facing  page. 


Complete  Product  Information: 

Description:  Bactrim  is  a synthetic  antibacterial  combination  prod- 
uct, available  in  scored  light-green  tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole. 

Trimethoprim  is  2,4-diamino-5-(3,4,5-trimethoxybenzyl)  pyrimidine. 
It  is  a white  to  light-yellow,  odorless,  bitter  compound  with  a molec- 
ular weight  of  290.3. 

Sulfamethoxazole  is  /V’-(5-methyl-3-isoxazolyl)sulfanilamide.  It  is 
an  almost  white  in  color,  odorless,  tasteless  compound  with  a mo- 
lecular weight  of  253.28. 

Actions:  Microbiology:  Sulfamethoxazole  inhibits  bacterial  synthesis 
of  dihydrofolic  acid  by  competing  with  para-aminobenzoic  acid. 
Trimethoprim  blocks  the  production  of  tetrahydrofolic  acid  from  di- 
hydrofolic acid  by  binding  to  and  reversibly  inhibiting  the  required 
enzyme,  dihydrofolate  reductase.  Thus,  Bactrim  blocks  two  con- 
secutive steps  in  the  biosynthesis  of  nucleic  acids  and  proteins 
essential  to  many  bacteria. 

In  vitro  studies  have  shown  that  bacterial  resistance  develops  more 
slowly  with  Bactrim  than  with  trimethoprim  or  sulfamethoxazole 
alone. 

In  vitro  serial  dilution  tests  have  shown  that  the  spectrum  of  anti- 
bacterial activity  of  Bactrim  includes  the  common  urinary  tract 
pathogens  with  the  exception  of  Pseudomonas  aeruginosa.  The  fol- 
lowing organisms  are  usually  susceptible:  Escherichia  coli,  Kleb- 
siella-Enterobacter,  Proteus  mirabilis  and  indole-positive  proteus 
species. 


Representative  Minimum  Inhibitory  Concentration  Values 
for  Bactrim-Susceptible  Organisms 

(MIC— meg/  ml) 

Trimeth- 

oprim 

Sulfameth- 

oxazole 

TMP/SMX  (1:20) 

Bacteria 

alone 

alone 

TMP 

SMX 

Escherichia 

coli 

0.05-1.5 

1.0  -245 

0.05-0.5 

0.95-  9.5 

Proteus  spp. 
indole  positive 

0.5  -5.0 

7.35  -300 

0.05-1.5 

0.95-28.5 

Proteus 

mirabilis 

0.5  -1.5 

7.35  - 30 

0.05-0.15 

0.95-  2.85 

Klebsiella- 

Enterobacter 

0.15-5.0 

0.735-245 

0.05-1.5 

0.95-28.5 

Human  Pharmacology:  Bactrim  is  rapidly  absorbed  following  oral 
administration.  The  blood  levels  of  trimethoprim  and  sulfamethoxa- 
zole are  similar  to  those  achieved  when  each  component  is  given 
alone.  Peak  blood  levels  for  the  individual  components  occur  one 
to  four  hours  after  oral  administration.  The  half-lives  of  sulfameth- 
oxazole and  trimethoprim,  10  and  16  hours  respectively,  are  rela- 
j tively  the  same  regardless  of  whether  these  compounds  are  admin- 
] istered  as  individual  components  or  as  Bactrim.  Detectable 
1 amounts  of  trimethoprim  and  sulfamethoxazole  are  present  in  the 
blood  24  hours  after  drug  administration.  Free  sulfamethoxazole 
and  trimethoprim  blood  levels  are  proportionately  dose-dependent. 
On  repeated  administration,  the  steady-state  ratio  of  trimethoprim 
to  sulfamethoxazole  levels  in  the  blood  is  about  1:20. 
Sulfamethoxazole  exists  in  the  blood  as  free,  conjugated  and  pro- 
tein-bound forms;  trimethoprim  is  present  as  free,  protein-bound 
and  metabolized  forms.  The  free  forms  are  considered  to  be  the 
therapeutically  active  forms.  Approximately  44  percent  of  trimeth- 
oprim and  70  percent  of  sulfamethoxazole  are  protein-bound  in  the 
blood.  The  presence  of  10  mg  percent  sulfamethoxazole  in  plasma 
decreases  the  protein  binding  of  trimethoprim  to  an  insignificant 
degree;  trimethoprim  does  not  influence  the  protein  binding  of 
sulfamethoxazole. 

Excretion  of  Bactrim  is  chiefly  by  the  kidneys  through  both  glomer- 
ular filtration  and  tubular  secretion.  Urine  concentrations  of  both 
sulfamethoxazole  and  trimethoprim  are  considerably  higher  than 
are  the  concentrations  in  the  blood.  When  administered  together 
as  in  Bactrim,  neither  sulfamethoxazole  nor  trimethoprim  affects 
the  urinary  excretion  pattern  of  the  other. 

Indications:  Chronic  urinary  tract  infections  (primarily  pyelonephri- 
tis, pyelitis  and  cystitis)  due  to  susceptible  organisms  (usually 
£.  coli,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and,  less  fre- 
quently, indole-positive  proteus  species). 

Important  note:  Currently,  the  increasing  frequency  of  resistant  organ- 
isms is  a limitation  of  the  usefulness  of  all  antibacterial  agents,  espe- 
cially in  the  treatment  of  chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period  (see  Reproduction 
Studies). 

Warnings:  Deaths  associated  with  the  administration  of  sulfonamides 
have  been  reported  from  hypersensitivity  reactions,  agranulocyto- 
sis, aplastic  anemia  and  other  blood  dyscrasias.  Experience  with 
trimethoprim  alone  is  much  more  limited,  but  it  has  been  reported 
to  interfere  with  hematopoiesis  in  occasional  patients.  In  elderly 
patients  concurrently  receiving  certain  diuretics,  primarily  thia- 
zides, an  increased  incidence  of  thrombopenia  with  purpura  has 
been  reported. 


The  presence  of  clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indications  of  serious  blood  dis- 
orders. Complete  blood  counts  should  be  done  frequently  in  pa- 
tients receiving  Bactrim.  If  a significant  reduction  in  the  count  of 
any  formed  blood  element  is  noted,  Bactrim  should  be  discontinued. 
At  the  present  time,  there  is  insufficient  clinical  information  on  the 
use  of  Bactrim  in  infants  and  children  under  12  years  of  age  to 
recommend  its  use. 

Precautions:  Bactrim  should  be  given  with  caution  to  patients  with 
impaired  renal  or  hepatic  function,  to  those  with  possible  folate 
deficiency  and  to  those  with  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemoly- 
sis may  occur.  This  reaction  is  frequently  dose-related.  Adequate 
fluid  intake  must  be  maintained  in  order  to  prevent  crystalluria  and 
stone  formation.  Urinalyses  with  careful  microscopic  examination 
and  renal  function  tests  should  be  performed  during  therapy,  par- 
ticularly for  those  patients  with  impaired  renal  function. 

Adverse  Reactions:  For  completeness,  all  major  reactions  to  sul- 
fonamides and  to  trimethoprim  are  included  below,  even  though 
they  may  not  have  been  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblastic 
anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 

Allergic  reactions:  Erythema  multiforme,  Stevens-Johnson  syn- 
drome, generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis. 

Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis. 

C.N.S.  reactions:  Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  ap- 
athy, fatigue,  muscle  weakness  and  nervousness. 

Miscellaneous  reactions:  Drug  fever,  chills,  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa  and  L.  E.  phenomenon 
have  occurred. 

The  sulfonamides  bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypogly- 
cemic agents.  Goiter  production,  diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Cross-sensitivity 
may  exist  with  these  agents.  Rats  appear  to  be  especially  suscepti- 
ble to  the  goitrogenic  effects  of  sulfonamides,  and  long-term  ad- 
ministration has  produced  thyroid  malignancies  in  the  species. 
Dosage  and  Administration:  Not  recommended  for  use  in  children 
under  12  years  of  age. 

The  usual  adult  dosage  is  two  tablets  every  12  hours  for  10  to  14 
days. 


For  patients  with  renal  impairment: 


Creatinine  Clearance 
(ml/min) 

Recommended  Dosage 
Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

How  Supplied:  Tablets,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  100  and  500;  Tel-E-Dose@  packages 
of  1000;  Prescription  Paks  of  40,  available  singly  and  in  trays  of  10. 
Imprint  on  tablets:  ROCHE  50. 

Reproduction  Studies:  In  rats,  doses  of  533  mg/ kg  sulfamethoxazole 
or  200  mg/ kg  trimethoprim  produced  teratological  effects  mani- 
fested mainly  as  cleft  palates.  The  highest  dose  which  did  not  cause 
cleft  palates  in  rats  was  512  mg/kg  sulfamethoxazole  or  192  mg/  kg 
trimethoprim  when  administered  separately.  In  two  studies  in  rats, 
no  teratology  was  observed  when  512  mg/ kg  of  sulfamethoxazole 
was  used  in  combination  with  128  mg/ kg  of  trimethoprim.  How- 
ever, in  one  study,  cleft  palates  were  observed  in  one  litter  out  of 
9 when  355  mg/ kg  of  sulfamethoxazole  was  used  in  combination 
with  88  mg/ kg  of  trimethoprim. 

In  rabbits,  trimethoprim  administered  by  intubation  from  days  8 to 
16  of  pregnancy  at  dosages  up  to  500  mg/ kg  resulted  in  higher 
incidences  of  dead  and  resorbed  fetuses,  particularly  at  500  mg/ kg. 
However,  there  were  no  significant  drug-related  teratological  effects. 

BACTRIM 

Each  tablet  contains  80  mg  trimethoprim  and  400  mg  sulfamethoxazole. 
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The  Nitroblue  Tetrazolium  Dye  Test: 
A New  Counterstaining  Technique! 

Martin  J.  Raff,  M.D.*  and  John  T.  Braun 
Louisville,  Kentucky 


The  nitroblue  tetrazolium  (NBT)  dye 
test  is  a histochemical  technique  useful 
in  the  evaluation  of  granulocyte  function. 
A new  counterstaining  technique  which 
minimizes  the  problems  encountered 
with  use  of  Wright’s  stain  has  been 
developed  and  is  presented. 

THE  nitroblue  tetrazolium  (NBT)  dye 
test  is  a histochemical  technique  useful 
in  the  evaluation  of  neutrophil  function. 
In  the  presence  of  infection,  granulocytes  in- 
volved in  phagocytosis  and  intracellular  killing 
of  bacteria  take  up  this  dye.  Activated  nico- 
tinamide-adenine-dinucleotide (NADH)  oxi- 
dase systems  cause  the  reduction  of  NBT  to  a 
blue-black  intracellular  diformazan  precipitate. 
An  NBT  positive  neutrophil  is  one  in  which 
deposits  of  diformazan  can  be  seen.  The  per- 
centage NBT  positive  cells  of  100  consecutive 
neutrophils  is  referred  to  as  the  NBT  dye  test 
score. 

In  the  normal  host,  a small  fraction  of 
neutrophils  are  constantly  in  the  process  of 
phagocytosis  and  therefore  stimulated  to  re- 
duce NBT.  Patients  with  chronic  granulo- 
matous disease  (CGD)  have  defective  neutro- 


t From  the  Section  of  Infectious  Diseases,  University 
of  Louisville  School  of  Medicine,  Louisville 
*Reprint  requests  to:  Martin  J.  Raff,  M.D.,  University 
of  Louisville  School  of  Medicine,  Louisville,  Kentucky 
40201. 

Itucky  Medical  Association  • November  1973 


phils,  incapable  of  killing  intracellular  bac- 
teria and  reducing  NBT1'3.  In  patients  with 
normal  granulocyte  function,  bacterial  infec- 
tion will  result  in  a significant  increase  in  the 
percentage  of  NBT  positive  neutrophils4'8.  In- 
creases over  normal  values,  or  positive  NBT 
dye  tests,  have  been  reported  in  patients  with 
active  tuberculosis8'10.  Positive  tests  are  also 
found  in  patients  with  systemic  fungal  infec- 
tions4. Normal  or  near  normal  NBT  dye  tests 
are  found  in  patients  with  viral  infections4  7'11. 
False-negative  and  false-positive  NBT  dye 
tests  may  occur6'10-12,  due  to  the  wide  variance 
in  the  functional  capacities  of  leukocyte  popu- 
lations. 

The  NBT  dye  test  is  simple  to  perform, 
utilizing  blood  films.  These  films  are  usually 
Wright-stained.  The  technique  described  below 
is  a counterstain  modification  designed  to 
eliminate  sources  of  error  inherent  in  the  use 
of  Wright’s  stain. 

Materials  and  Method 

Nitroblue  tetrazolium  dye  is  prepared  by  dis- 
solving 20  mg  of  NBT  powder  (Sigma  Chemi- 
cal Company,  St.  Louis,  Mo.)  in  10  ml  of 
0.9%  saline  plus  10  ml  of  0.15  molar  phos- 
phate buffered  saline,  pH  1.2*.  After  mixing 
for  15  minutes  at  room  temperature,  the  0.1% 
solution  is  filtered  through  a 0.20  micron  Milli- 
pore  filter  (Nalge,  Rochester,  N.Y.)  to  remove 
crystals  or  other  impurities13.  The  dye  is  pre- 
pared fresh  each  week  and  kept  at  4°C  to  in- 
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hibit  growth  of  contaminants. 

Counterstain  is  prepared  by  adding  70  mg 
of  fast  green  FCF,  50  mg  of  neutral  red,  and 

10  mg  of  eosin  Y (Eastman  Organic  Chemi- 
cals, Rochester,  N.Y.)  to  20  ml  of  95%  etha- 
nol. After  mixing  in  a closed  container  for  15 
minutes,  the  counterstain  is  filtered  through  a 
0.20  micron  Millipore  filter  to  remove  particu- 
late matter. 

Venous  blood  is  collected  in  tubes  contain- 
ing sufficient  heparin  to  provide  a final  con- 
centration of  10  units/ml  of  blood14.  For 
example,  4.5  ml  of  blood  is  collected  into 
“vacutainer”  tubes  (Becton,  Dickinson  & Co., 
Rutherford,  N.J.)  containing  50  units  of 
heparin  U.S.P.  (Upjohn  Co.,  Kalamazoo, 
Mich.)  in  0.5  ml  of  0.9%  saline. 

A volume  of  0.1  ml  of  the  NBT  dye  is 
pipetted  into  the  center  well  of  the  cap  from 
a #2006  polypropylene  tube  (Falcon,  Oxnard, 
Calif.)  and  0.1  ml  of  blood  is  added15.  After 
thorough  mixing  by  agitation  it  is  placed 
in  a petri  dish  and  humidified  with  a pad  of 
moist  gauze.  The  dish  is  closed  and  incubated 
for  15  minutes  at  37°C  followed  by  15  min- 
utes at  room  temperature. 

Using  a Pasteur  pipette  the  blood-dye  mix- 
ture is  again  mixed  thoroughly,  and  a small 
drop  allowed  to  rapidly  run  down  a dry  slide 
precleaned  with  ethanol15. 

The  blood  film  is  stained  and  fixed  by  cov- 
ering with  the  counterstain  for  15  minutes.  The 
slide  is  then  washed  with  distilled  water,  air 
dried,  and  examined  microscopically  under  the 

011  immersion  lens. 

This  technique  produces  neutrophils  with 
red  nuclei  and  light  green  granular  cytoplasm. 
Eosinophils  and  basophils  have  the  same 
staining  pattern  as  neutrophils  but  can  be 
identified  by  the  larger,  darker  green  staining 
granules.  Erythrocytes  are  brown  to  gray-green 
in  color.  Monocytes  have  red  nuclei  but  little  or 
no  cytoplasmic  staining.  Lymphocytes  have  red 
nuclei  and  no  cytoplasmic  staining.  Contrast 
may  be  enhanced  through  use  of  a blue  filter. 

The  number  of  neutrophils  containing  blue- 
black  diformazan  deposits  out  of  the  first  100 
consecutive  neutrophils  counted  is  the  per- 
centage of  NBT  positive  cells  or  NBT  dye  test 
score.  Monocytes  and  platelets  may  also  reduce 
NBT  and  should  not  be  counted.  Aggregations 
of  cells  and  debris  will  often  have  extracellular 


deposits  of  diformazan  present  and  must  be 
differentiated  and  excluded  from  the  count. 

Results 

Normal  healthy  controls  have  been  found 
to  have  a mean  of  7.7  ± 6.97%  NBT  positive 
neutrophils  in  this  laboratory.  Patients  with 
untreated  bacterial  infection  show  a range  of 
values  from  14  to  47%  with  a mean  of 
26.5  ± 14.3%.  Therefore  the  range  of  NBT 
dye  test  positive  scores  which  is  considered 
normal  using  this  technique  is  0 to  14%. 
Freeman  and  King15  in  a series  of  approxi- 
mately 2,000  patients  have  found  that  11% 
is  a reliable  upper  limit  to  the  normal  range. 
Any  value  above  the  normal  range  may  be 
considered  indicative  of  the  possible  presence 
of  bacterial,  tuberculous,  or  systemic  fungal 
infection  and  should  tend  to  rule  out  viral  in- 
fection. In  addition  to  infections,  some  hema- 
tologic disorders1718  and  acute  myocardial 
infarction19  have  been  found  to  give  positive 
NBT  dye  tests.  It  is  apparent  that  any  con- 
dition which  stimulates  phagocytosis  may 
stimulate  reduction  of  NBT  dye. 

Discussion 

A new  counterstaining  technique  for  use 
with  the  NBT  test  is  described.  Whereas 
Wright’s  stain  results  in  neutrophils  having 
dark  blue  nuclei,  the  stain  described  here  pro- 
duces neutrophils  with  red  nuclei  on  a pale 
green  cytoplasm.  This  tends  to  obviate  several 
difficulties  encountered  with  the  use  of  Wright’s 
stain.  It  becomes  relatively  easy  to  distinguish 
between  nuclear  chromatin  and  diformazan 
deposits.  Extracellular  formazan  can  be  dif- 
ferentiated from  intracellular  deposits  with 
facility.  In  addition,  cellular  aggregates  and 
debris  do  not  stain  dark  blue  as  in  Wright’s 
stain  and  are  therefore  not  misinterpreted  as 
NBT  positive  cells. 

As  mentioned  above,  although  the  test  is 
generally  positive  in  bacterial  and  tuberculosis 
infections  and  negative  in  viral  infections, 
there  are  false-positives  and  false-negatives 
6,9,12,20-22.  Examples  of  false-positive  NBT  dye 
tests,  other  than  the  hematologic  disorders17'18 
and  myocardial  infarction19  mentioned  above, 
are  malaria6’23-20,  other  parasitic  infections6’23'26, 
osteogenesis  imperfecta27,  and  viral  meningitis 
28.  False-negative  NBT  dye  tests  have  been  re- 
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ported  in  CGD2  4,  tuberculosis4  6 26,  chronic 
cryptococcosis26,  kwashiorkor29,  untreated 
bacterial  infections12,  streptococcal  pharyn- 
gitis30, and  bacterial  meningitis31. 

The  NBT  dye  test  cannot  be  used  in  pre- 
mature and  newborn  infants  since  the  percent- 
age of  NBT  reducing  neutrophils  in  these 
patients  is  elevated  in  the  absence  of  any  in- 
fection39'32. The  effect  of  steroids  on  the  NBT 
test  is  controversial  and  conflicting  results 
have  been  reported612-15'33'35.  Most  authors 
have  found  that  steroids  reduce  the  percent  of 
NBT  positive  cells12  33'36.  Antibiotic  therapy 
instituted  prior  to  obtaining  an  NBT  dye  test 
will  also  reduce  the  percentage  of  NBT  re- 
ducing neutrophils5’6.  The  clinical  response  of 
patients  receiving  antibiotic  therapy  may  be 
followed  through  the  use  of  serial  NBT  tests, 
effective  therapy  producing  decreasing  percent- 
ages of  NBT  positive  neutrophils6'8'37'38.  Serial 
NBT  dye  tests  have  also  been  used  in  patients 
at  risk  of  infection  37'38  and  are  therefore  useful 
both  as  diagnostic  and  prognostic  indices. 


Summary 

A new  technique  for  the  counterstaining  of 
NBT  dye-test  smears  is  described.  The 
methodology,  the  basis  for  the  reaction  and 
the  potential  utility  of  the  test  is  reviewed  and 
discussed.  The  full  range  of  applicability  of 
this  technique  remains  unclear  and  will  re- 
quire further  study. 


References 

1.  Baehner,  R.L.,  and  Nathan,  D.G.:  Leukocyte  oxidase: 

Defective  activity  in  chronic  granulomatous  disease.  Science 
15-5:835-836,  1967. 

2.  Baehner,  R.L. , and  Nathan,  D.G. : Quantitative  nitroblue 
tetrazolium  test  in  chronic  granulomatous  disease.  NEJM 
278:971-976,  1968. 

3.  Park,  B.H.,  Holmes,  B.M.,  Rodey,  G.E.,  and  Good, 
R.A.:  Nitroblue-tetrazolium  test  in  children  with  fatal  granu- 
lomatous disease  and  newborn  infants.  Lancet  1:157,  1969 

4.  Park,  B.H.,  Fikrig,  S.M.,  and  Smithwick.  E.M.:  Infection 
and  nitroblue-tetrazolium  reduction  by  neutrophils.  A diagnostic 
aid.  Lancet  2:5-32-534.  1968. 

5.  Feigin,  R.D.,  Shackelford,  P.G.,  Choi,  S.C.,  Flake, 

K.K.,  Franklin,  F.A.,  and  Eisenberg,  C.S. : Nitroblue  tetra- 

zolium dye  test  as  an  aid  in  the  differential  diagnosis  of 
febrile  disorders.  J.  Pediat.  78:230-237,  1971. 

6.  Manila,  G.,  and  Paterson,  P.Y.:  Spontaneous  in  vitro 
reduction  of  nitroblue  tetrazolium  by  neutrophils  of  adult 
patients  with  bacterial  infection.  NEJM  283:311-317,  1971. 


• November  1973 


7.  Humbert,  J.R.,  Marks,  M.I.,  Hathaway,  W.E.,  and 

Thoren,  C.H.:  The  histochemical  nitroblue  tetrazolium  reduction 
test  in  the  differential  diagnosis  of  acute  infections.  Pediatrics 
48:259-267.  1971. 

8.  Fikrig,  S.M.,  Sumner.  B.,  Emmett,  S.M.,  and  Gordon, 
C.:  Nitroblue  tetrazolium  dye  test  and  differential  diagnosis  of 
meningitis.  J.  Pediat.  82:855-857,  1973. 

9-  Park,  B.H.:  The  use  and  limitations  of  the  nitroblue 
tetrazolium  test  as  a diagnostic  aid.  J.  Pediat.  78:376-378,  1971. 

10.  Mandell,  G.L.,  and  Fuller,  L.F.:  Nitroblue  tetrazolium 
dye  test:  A diagnostic  aid  in  tuberculosis.  Amer.  Rev.  Retp.  Dis. 
105:  123-125,  1972. 

11.  Bellanti,  J.A.,  Krasner,  R.I.,  Bartelloni,  P.J.,  Yang, 

M.C.  and  Beisel,  W.R.:  Sandfly  fever:  Sequential  changes  in 
neutrophil  biochemical  and  bactericidal  functions.  ]■  Immunol. 
108:142-15.1,  1972. 

12.  Ng,  N.P.,  Chan,  T.K.,  and  Todd,  D.:  N.B.T.  test— 
false-negative  and  false-positive  results.  Lancet  1:1341-1342, 
1972. 

13.  Chretien,  J.H.,  and  Garagusi,  U.F.:  Corticosteroid  effect 
on  phagocytosis  and  NBT  reduction  by  human  polymorpho- 
nuclear neutrophils.  J.  of  the  RES  11:358-367,  1972. 

14.  Hellam,  K.B.,  and  Solberg,  C.O. : Influence  of  anti- 
coagulants on  the  nitroblue  tetrazolium  test.  Scandav.  J.  Infect. 
Dis.  5:67-70,  1973. 

15-.  Wollman,  M.R.,  David,  D.S.,  Brennan,  B.L.,  Lewy, 

J.E.,  Stenzel,  K.H.,  Rubin,  A.L.,  and  Miller,  D.R:  The 
nitroblue-tetrazolium  test.  Usefulness  in  detecting  bacterial  in- 
fections in  uraemic  and  immunosuppressed  renal  transplant 
patients.  Lancet  2:289-292,  1972. 

16.  Freeman,  R.,  and  King,  B.:  N.B.T.  test.  Lancet  2:380, 
1972. 

17.  Liakakos,  D.,  and  Vlachos,  P. : NBT  test  in  thalassemia. 

J.  Pediat.  82:352-353,  1973. 

18.  Tan,  C.U.,  Rosner,  F.,  and  Feldman,  F.:  Nitroblue 
tetrazolium  dye  reduction  in  various  hematologic  disorders.  N.Y. 
State  J.  Med.  73:952-95 6,  1973. 

19.  Lauter,  C.B.,  Rhatib,  MR.,  Rising,  J.A.,  and  Robin, 
E.:  The  nitroblue  tetrazolium  test  and  acute  myocardial  infarction. 
Ann.  Intern.  Med.  79:5-9-62,  1973. 

20.  Feigin,  R.D.:  NBT  test  in  the  diagnosis  of  febrile 
patients.  NEJM  285:347-348,  1971. 

21.  Editorial:  Lancet  2:909-910,  1971. 

22.  Fames,  P.,  Barker,  B.E.,  and  Forman,  E.N.:  The 

nitroblue  tetrazolium  (NBT)  test  in  clinical  medicine  — 
some  current  views.  R.L  Med.  J.  56:109-113  & 132,  1973. 

23.  Cretein,  J.H.  and  Garagusi,  U.F.:  N.B.T.  test  in  para- 
sitic disease  Lancet  2:549,  1971. 

24.  Pujol-Moix,  M.N.:  N.B.T.  test  in  malaria.  Lancet 
2:871-872,  1971. 

25.  Anderson,  B.R.:  N.B.T.  test  in  malaria.  Lancet  2:317, 
1971. 

26.  Rubin,  B.E.,  and  Tramont,  E.C. : The  nitroblue  tetra- 
zolium dye  test.  Med.  Ann.  D.C.  41:422-426,  1972. 

27.  Humbert,  J.R.,  Solomon,  C.C.,  and  Oh,  J.E.:  Increased 
oxidation  metabolism  by  leukocytes  of  patients  with  osteogenesis 
imperfecta  and  of  their  relatives.  J.  Pediat.  78:648-653,  1971. 

28.  Elgefors,  B.,  and  Oiling,  S.:  N.B.T.  test  in  viral  menin- 
gitis. Lancet  1:967,  1972. 

29.  Shousha,  S.,  and  Kamel,  K. : Nitro  blue  tetrazolium  test 
in  children  with  kwashiorkor  with  a comment  on  the  use 
of  latex  particles  in  the  test.  J.  Clin.  Path.  25:494-497,  1972. 

30.  Esposito,  R.,  and  DeLalla,  F. : N.B.T.  test  in  bacterial 
meningitis.  Lancet  1:747-748,  1972. 

31.  Shapera,  R.M.,  and  Matsen,  J.M.:  Nitroblue  tetrazolium 
dye  reduction  by  neutrophils  from  patients  with  streptococcal 
pharyngitis.  Pediatrics  5-1:  284-288,  1973. 

32.  Humbert,  J.R.,  Kurtz,  M.L.,  and  Hathaway,  W.E.:  In- 
creased reduction  of  nitroblue  tetrazolium  by  neutrophils  of 
newborn  infants.  Pediatrics  45:125-128,  1970. 

33.  Cretein,  J.H.  and  Garagusi,  U.F.:  N.B.T.  test  and 
steroid  therapy.  Lancet  2:65-3-654,  1972. 

34.  Mandell,  G.L.,  Rubin,  W.,  and  Hook,  E.W. : The  effect  of 
an  NADH  oxidase  inhibitor  ( hydrocortisone)  on  polymorpho- 
nuclear leukocyte  bacterial  activity.  J.  Clin.  Invest.  49:1381- 
1388,  1970. 

3 5.  Cretein,  J.H.:  and  Garagusi,  U.F. : Suppressed  reduction 
of  nitroblue  tetrazolium  by  polymorphonuclear  neutrophils  from 
patients  receiving  steroids.  Experientia  27:1343,  1971. 

36.  Manila,  G.,  and  Paterson,  P.Y. : N.B.T.  tests  in  a patient 
on  steroids.  Lancet  1:803-804,  1971. 

37.  Sullivan,  J.F.,  Dolan,  T.F.,  Meyers,  A.,  and  Treat. 

K. :  Use  of  the  nitroblue  tetrazolium  dye  test.  An  aid  in 
managing  patients  with  cystic  fibrosis.  Amer.  J.  Dis.  Child. 
125:702-704,  1973. 

38.  Freeman,  R.,  King,  B.,  and  Kite,  P. : Serial  nitroblue 
tetrazolium  tests  in  the  management  of  infection.  J.  Clin.  Path. 
26:57-5-9,  1973. 


727 


iitucky  Medical  Association 


Ruptured  Mycotic  Aneurysms 
of  the  Abdominal  Aorta  t 

Gordon  L.  Hyde,  M.D.,  David  A.  Hull,  M.D.  and  John  M.  Stoeckinger,  M.D. 

Lexington,  Kentucky 


Mycotic  aneurysms  of  the  aorta  fortu- 
nately are  quite  rare.  However,  these  do 
present  serious  problems  to  the  surgeons 
as  evidenced  by  the  extremely  poor  sur- 
vival rate  of  patients  with  mycotic 
aneurysms  of  the  aorta 1,2 . 

TO  this  time  there  have  been  only  six 
reported  patients  who  have  survived 
abdominal  aorta  resection  and  graft  re- 
placement in  the  face  of  a mycotic  aneurysm. 
None  of  these  patients  had  a ruptured  ab- 
dominal aneurysm.  It  is  the  purpose  of  this 
paper  to  present  a case  of  a ruptured  mycotic 
aneurysm  of  the  aorta  which  was  resected, 
grafted  and  subsequently  developed  an  aorto- 
duodenal  fistula  that  was  successfully  managed 
with  removal  of  the  aortic  graft  and  insertion 
of  bilateral  axillary  femoral  grafts.  Although 
the  patient  was  fortunate  to  survive,  some  of 
the  problems  encountered  are  discussed  which 
could  possibly  be  averted  in  the  future  man- 
agement of  this  problem. 

Case  Report 

CM.  is  a 57-year-old  man  who  was  initially 
seen  on  May  11,  1969,  with  a ruptured  ab- 
dominal aortic  aneurysm.  History  revealed  that 
he  had  had  a carcinoma  of  the  bladder  re- 
sected several  months  previously  and  had  re- 
current urinary  tract  infections.  Two  weeks 
prior  to  admission  he  had  left  back  pain  and 
abdominal  pain,  being  admitted  on  the  urologic 
service.  At  that  time  he  had  a large  palpable 
abdominal  pulsatile  mass — 12  to  15  cms  in 
size — extending  far  out  into  the  left  flank.  His 
temperature  was  104;  hemoglobin,  9 grams; 
hematocrit,  31.  The  white  blood  count  was 
reported  as  33,000  with  a shift  to  the  left,  with 
93  PMN’s.  The  patient  was  immediately  pre- 
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pared  for  surgery,  and  on  exploration  was 
found  to  have  a very  large  ruptured  “sealed” 
retroperitioneal  aneurysm.  Upon  entering  the 
retroperitoneal  area,  a very  foul-smelling,  fecal- 
like  odor  was  encountered.  There  was  also 
some  purulent  drainage  in  this  area,  as  evi- 
denced upon  opening  the  aneurysm  itself  after 
control  had  been  obtained.  This  was  cultured 
and  after  bleeding  was  controlled  as  well  as 
debridement  and  irrigation  with  1%  Kanamy- 
cin  solution,  a 19  mm  Dacron  knitted  graft 
was  sutured  to  the  end  of  the  aorta  about  one- 
half  inch  below  the  renal  vessels  and  to  the 
common  iliac  vessels  bilaterally  as  a bifurca- 
tion graft.  Blood  which  was  present  in  the 
retroperitoneal  space  exuded  of  the  foul-smell- 
ing odor  and  was  very  dark  and  partially  lysed, 
suggesting  a rather  long  duration  hemorrhage. 
A sleeve  of  graft  was  placed  over  the  anasto- 
mosis and  a flap  of  the  aneurysm  was  pre- 
served and  sutured  over  the  sleeve.  This  was 
then  covered  with  omentum  and  the  retro- 
peritoneal space  was  closed. 

Postoperatively,  the  patient  did  extremely 
well  with  no  problems.  He  had  excellent  pulses 
in  his  feet.  His  cultures  grew  out  Proteus, 
which  was  sensitive  to  Keflin,  Streptomycin 
and  Kanamycin.  He  was  treated  with  12  grams 
of  Keflin  intravenously  daily  for  14  days.  At 
that  time,  he  had  had  no  complications  and 
was  ready  to  go  home,  even  though  we  were 
very  fearful  of  infection  in  the  retroperitoneal 
area  around  the  graft.  He  was  extremely  de- 
sirous of  dismissal  and  was  discharged.  Blood 
cultures  had  been  obtained  and  were  negative 
after  antibiotics  had  been  stopped.  He  was 
dismissed  on  the  18th  postoperative  day. 

We  continued  to  follow  the  patient  at  week- 
ly intervals.  White  blood  count  and  tempera- 
ture were  observed.  At  no  time  did  he  reveal 
any  evidence  of  complications.  He  gained 
weight  and  was  thought  to  be  doing  exceeding- 
ly well. 

Because  of  the  fear  of  infection  in  the  graft 
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site,  it  was  anticipated  to  obtain  a translumbar 
aortogram  to  see  whether  or  not  pseudo- 
aneurysm formation  might  be  occurring.  Ar- 
rangements were  made  for  the  patient  to  have 
this  done  in  early  August,  1969,  and  suddenly 
on  July  29,  1969,  the  patient  developed  mas- 
sive upper  gastrointestinal  bleeding  and  was 
met  in  the  emergency  room  and  taken  im- 
mediately to  the  X-ray  Department,  while 
blood  was  being  obtained.  AP  and  lateral  trans- 
lumbar aortography  were  carried  out,  revealing 
pseudo-aneurysm  formation  at  the  proximal 
anastomosis  with  a questionable  leak  from  the 
left  side  of  the  anastomosis.  However,  it  was 
still  presumed  that  he  had  an  aorto-duodenal 
fistula  and  he  was  taken  immediately  to  the 
operating  room.  On  exploration,  the  patient 
was  found  to  have  an  indurated  mass  in  the 
retroperitoneal  area  and  the  pylorus  was 
opened.  Blood  was  found  to  be  coming  from 
the  distal  duodenum.  By  palpation  of  the 
duodenum  one  could  feel  an  ulcerated  area  just 
over  the  aorta  in  the  duodenum.  Finger  con- 
trol was  obtained  here  and  the  chest  was 
opened  to  obtain  proximal  control  of  the 
thoracic  aorta.  The  graft  was  then  freed  up 
and  found  to  be  floating  with  clots  around  it 
and  pseudo-aneurysm  formation  was  found  ex- 
tending around  the  graft  up  to  the  proximal 
anastomosis  with  extension  into  the  duodenum. 
The  graft  was  removed  and,  with  good  proxi- 
mal control,  blood  loss  was  kept  at  a minimum. 
At  this  time,  however,  there  was  a great  deal  of 
difficulty  in  suturing  the  very  friable  aortic 
stump.  The  stump  was  finally  sutured  with  four 
layers  of  staples,  utilizing  the  American  stapling 
device  just  below  the  renal  vessels.  Adequate 
hemostasis  was  obtained  in  this  manner  and 
the  area  appeared  dry.  The  common  iliacs 
were  then  stapled  bilaterally  and  the  entire 
graft  was  removed.  The  area  was  then  debrided 
very  carefully  and  irrigated  with  copious 
amounts  of  Kanamycin  solution.  The  duo- 
denum was  closed  in  three  layers  with  cat  gut. 
Because  of  some  constriction  in  this  area, 
anterior  gastroenterostomy  was  also  performed. 
Multiple  sump  drains  were  inserted  and 
Heparin  was  given  in  the  distal  extremities. 

The  patient  was  closed  and,  following  this 
procedure,  was  transferred  to  another  operat- 
ing room  where  he  was  re-prepped  and  re- 
draped. An  8 mm  knitted  Dacron  graft  was 
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sutured  to  both  axillary  arteries  and  taken  to 
the  common  femorals  with  immediate  restora- 
tion of  pulses  in  the  feet.  The  patient  tolerated 
this  portion  of  the  procedure  very  well  and  did 
amazingly  well  in  the  postoperative  period. 
However,  on  the  seventh  postoperative  day, 
he  developed  bile-stained  drainage  from  the 
retroperitoneal  sump  drains.  On  injection  of 
the  sumps,  this  proved  to  be  a duodenal  fistula 
and  he  was  placed  NPO  (nothing  by  mouth) 
and  started  on  intravenous  hyperalimentation 
through  a subclavian  catheter3.  Over  a period 
of  eight  days,  the  fistula  slowed  and  spon- 
taneously stopped  draining.  Drains  were  then 
removed  and  he  was  placed  on  a normal  diet, 
being  dismissed  on  the  17th  postoperative  day 
doing  very  well,  with  good  pulses  in  his  feet 
and  no  evidence  of  infection  at  that  time. 

Forty-eight  hours  following  discharge,  the 
patient  awoke  at  8 a.m.  with  a numb,  white 
and  pulseless  right  foot,  at  which  time  the 
right  limb  of  the  graft  could  not  be  felt.  He 
returned  to  the  hospital  and  was  again  taken 
to  the  operating  room  where  a thrombectomy 
was  performed  with  the  thrombus  filling  the 
entire  size  of  the  graft  being  removed.  The 
arteriotomy  was  closed  and  the  patient  im- 
mediately developed  pulses  in  the  foot  again. 
He  was  placed  on  Heparin  and,  surprisingly, 
the  pulse  remained  present.  He  was  then 
switched  to  prothrombin  depressants  (Couma- 
din), and  has  remained  on  anti-coagulant 
therapy  since  that  time,  continuing  to  have  good 
pulses  in  his  feet.  The  wounds  have  all  healed 
up  and  he  is  now  doing  exceedingly  well  four 
years  and  five  months  postoperative  with  no 
evidence  of  sepsis  and  no  further  complications. 

Discussion 

As  far  as  can  be  ascertained,  this  is  the 
first  patient  to  have  survived  a ruptured 
mycotic  abdominal  aortic  aneurysm1 ’2.  Be- 
cause this  appeared  primarily  as  a problem  of 
sepsis,  the  diagnosis  was  certainly  delayed. 
The  point  is  emphasized  by  Szilagyi4  that  the 
“sealed”  abdominal  aortic  aneurysm  may  pre- 
sent itself  in  an  insidious  fashion  and  that  the 
diagnosis  is  frequently  delayed  until  rupture 
or  leakage  occurs,  as  it  did  in  this  instance. 
Surgery  is  almost  always  performed  in  the  con- 
taminated field  and  placement  of  the  graft  is 
frequently  associated  with  failure5.  The  patient 
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initially  appeared  septic  and  it  is  presumed 
that  his  aneurysm  ruptured  two  to  three  weeks 
previous  to  admission  and  “sealed”.  It  is  also 
presumed  that,  from  recurrent  urinary  tract  in- 
fections, his  sepsis  secondarily  involved  the 
ruptured  aneurysm  and  hematoma. 

Once  the  aneurysm  was  encountered,  it  was 
obvious  that  sepsis  was  present,  in  view  of  the 
odoriferous  area  and  the  frank  purulent  drain- 
age encountered  upon  cutting  through  the  wall 
of  the  aneurysm  itself.  Cultures  subsequently 
did  confirm  Proteus.  We  were  faced  at  that 
time  with  the  dilemma  as  to  whether  or  not  to 
ligate  the  aorta  and  place  axillary  femoral 
grafts  or  to  bypass  this  in  some  other  fashion, 
as  has  been  recommended  in  various  forms. 
We  elected  to  clean  the  area  and  debride  it, 
with  irrigation  and  antibiotics.  Following  this, 
an  aortic  bifurcation  graft  was  placed.  The 
patient  did  extremely  well  with  this. 

Because  of  subsequent  events — namely,  that 
of  development  of  aortic  duodenal  fistula  de- 
spite all  attempts  to  avoid  this — our  judgment 
was  obviously  incorrect.  We  were  faced  with 
the  problem  again  and  it  was  recommended  that 
the  patient  have  a definite  ligation  of  his  aorta 
and  primary  axillary  femoral  grafts  as  initially 
suggested  by  Blaisdell6.  Also,  the  possibility  of 
using  autogenous  vena  cava,  as  recently  re- 
ported by  Keitzer  and  DeWeese7,  might  well 
have  been  entertained.  If  either  of  these  pro- 
cedures had  been  employed  at  the  time  the 
initial  infection  was  found  in  the  aneurysm,  it 
is  unlikely  that  the  patient  would  have  de- 
veloped a subsequent  aorta  duodenal  fistula. 
However,  because  we  were  alert  to  such  a 
possibility  when  he  developed  massive  gastro- 
intestinal bleeding,  he  was  brought  immediately 
to  the  hospital  and  prepared  for  the  operating 
room  promptly  after  aortography  was  carried 
out.  This  did  reveal  pseudo-aneurysm  formation 
shown  on  x-ray,  but  did  not  reveal  any  frank 
leakage  into  the  duodenum.  As  has  been  re- 
ported, fortunately  not  all  aortoenteric  fistulae 
do  bleed  massively  and  may  present  themselves 
in  an  insidious  fashion  such  as  this. 

Because  of  previous  experience  of  obtaining 
proximal  control  in  the  area  in  which  the  graft 
had  been  previously  placed,  control  was  ob- 
tained through  the  chest  and  we  feel  this  was 
of  great  importance  in  keeping  blood  loss  at  a 
minimum,  although  this  can  now  be  satisfac- 


torily accomplished  with  the  Fogarty  aortic 
balloon.  Also,  another  technical  point  which  is 
of  great  importance  in  view  of  previous  exper- 
ience in  trying  to  ligate  the  aortic  stump  was  the 
innovation  of  using  the  stapling  device  to  con- 
trol the  very  friable  aortic  tissue  which  is  ex- 
tremely difficult  to  suture.  In  utilizing  the  stap- 
ling device,  however  this  was  completely  closed 
with  no  difficulty. 

It  is  also  felt  that  long-term  patency  rate  of 
the  axillary  femoral  grafts  is  yet  to  be  proven, 
and  that  this  particular  patient  may  require 
some  form  of  re-vascularization  with  auto- 
genous materials  at  a later  date.  However,  at 
this  time — four  years  and  five  months  post- 
operative— he  is  doing  very  well.  Why  the  pa- 
tient’s prosthetic  graft  thrombosed  and  re- 
mained patent  while  on  anti-coagulant  therapy 
is  pure  conjecture. 

Summary 

This  is  the  first  patient  to  survive  a ruptured 
mycotic  abdominal  aortic  aneurysm.  If  the  sit- 
uation arises  again,  it  is  recommended  that 
either  primarily  ligating  the  aorta  and  inserting 
axillary  femoral  grafts  at  that  time  or  possibly 
using  vena  cava  as  autogenous  replacement  be 
performed  as  treatment.  In  this  particular  case, 
we  violated  the  concept  of  placing  a prosthetic 
graft  in  an  obviously  infected  area.  Comment  is 
further  made  that  if  aorto-duodenal  fistula  is 
encountered,  control  should  be  obtained 
through  the  chest  or  with  the  Fogarty  balloon 
and  the  stapling  device  is  recommended  for 
control  of  the  aortic  stump. 

Nonproprietary  and  Trade  Names  of  Drugs 

Coumadin — Sodium  Warfarin 
Keflin — Sodium  Cephalothin 
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Ano-Rectal  Surgery  Following 
Vaginal  Procedurest 

Mauricio  Salazar,  M.D. 

Louisville,  Kentucky 


Seventy-seven  cases  of  combined  ano-rec- 
tal and  vaginal  surgery  are  presented. 
Advantages  of  undertaking  the  procedure 
are  discussed  with  emphasis  on  hospital 
stay,  a growing  problem  in  today’s  health 
care. 

MULTIPLE  surgical  procedures  under 
the  same  anesthetic  have  been  per- 
formed since  the  early  days  of  “safe” 
surgery.  Especially  in  abdominal  surgery,  the 
surgeon  has  tended  to  combine  such  procedures 
and  incidental  appendectomy  is  almost  routine 
whenever  pelvic  or  abdominal  laparotomy  is 
undertaken.  There  is  little  doubt  that  the  addi- 
tion of  a second  procedure,  even  through  the 
same  incision,  does  add  some  degree  of  risk  to 
the  operation.  Most  surgeons,  it  is  safe  to  say, 
feel  that  the  slight  added  risk  is  minimal  as 
compared  to  the  overall  advantages  to  the 
patient. 

The  combination  of  ano-rectal  surgery  with 
vaginal  procedures  has  not  been  widely  prac- 
ticed, however  and  there  are  many  gynecolo- 
gists who  strongly  disapprove  of  it.  In  search- 
ing for  the  reasons  underlying  the  refusal  to 
consider  the  combined  procedures  even  when 
demonstrated  pathology  indicates  the  need  for 
both,  one  usually  hears  as  reasons  (1)  the  in- 
crease in  morbidity,  (2)  the  danger  of  infection 
and  (3)  the  myth  of  “painful  rectal  surgery.” 
The  study  presented  today,  we  believe,  will 
disprove  these  contentions  and  hopefully,  will 
encourage  others  to  give  serious  consideration 
to  the  combined  operation  when  indicated. 
There  has  been  no  demonstrable  increase  in  the 
morbidity  of  cases  submitted  to  major  vaginal 
surgery  when  the  ano-rectal  operation  was 
added;  there  has  been  no  incident  of  vaginal 
infection  attributable  to  the  ano-rectal  opera- 
tion; and  there  has  been  no  evidence  that  the 
addition  of  the  ano-rectal  surgery  has  resulted 
in  the  increased  use  of  postoperative  narcotics 


in  patients  having  major  vaginal  surgery.  There 
is  no  doubt  that  improved  techniques  in  the 
past  20  years  have  resulted  in  a marked  dim- 
inution of  postoperative  rectal  pain.  It  is  re- 
grettable that  so  many  physicians  continue  to 
lend  credence  to  that  myth. 

The  combination  of  vaginal  and  ano-rectal 
procedures  has  been  done  with  some  regularity 
at  St.  Joseph  Infirmary  in  Louisville  for  the 
past  15  years.  The  primary  impetus  came  from 
both  the  proctologist  and  the  gynecologist.  It 
is  obviously  difficult  to  obtain  a good  functional 
result  following  hemorrhoidectomy  in  the  pa- 
tient who  has  a prolapse  of  the  uterus  and  a 
large  rectocele.  It  is  also  not  unusual  following 
hysterectomy  and  anterior-posterior  repair  in 
the  multiparous  woman  for  the  hemorrhoids  to 
prolapse  and  become  thrombosed  in  the  imme- 
diate postoperative  period.  These  observations 
prompted  the  combination  of  the  two  proce- 
dures, sporadically  at  first  and  more  frequently 
as  time  passed  and  more  gynecologists  recog- 
nized its  advantages  to  the  patient.  In  no  in- 
stance has  a patient  expressed  regret  at  having 
had  both  operations  at  the  same  time. 

This  study  relates  to  a six-year  period,  1965 
through  1970,  during  which  77  patients  were 
submitted  to  the  combined  procedures. 

Table  1 lists  the  gynecologic  procedures  in- 
volved in  these  cases.  Six  patients  underwent 
abdominal  hysterectomy  and  were  arbitrarily 
included  in  this  study  since  they  did  not  signi- 
ficantly alter  any  of  the  statistics  to  be  subse- 
quently shown.  Most  of  the  patients  (55)  under- 
went a vaginal  hysterectomy  and  anterior-pos- 
terior repair.  Sixteen  patients  had  various  minor 
gynecologic  procedures. 

The  ano-rectal  procedures  (Table  2)  included 
hemorrhoidectomy,  fissurectomy,  fistulectomy, 
proctoplasty,  sphincteroplasty  or  a combination 
of  two  or  more  of  these  procedures. 

There  was  no  change  in  the  technical  aspects 
of  either  surgical  procedure.  As  a rule,  the 
vaginal  operation  was  done  first  and  the  patient 
then  redraped  for  the  proctological  procedure 
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Table  1 

GYNECOLOGIC  PROCEDURES 


Vaginal  Hysterectomy  and  AP  Repair 55 

Abdominal  Hysterectomy  6 

Anterior-Posterior  Repair 2 

Posterior  Repair 5 

Vulvectomy  1 

Removal  of  Cervix  and  AP  Repair 1 

D & C and  Conization 3 

D 8.  C 3 

Excision  of  Bartholin  Cyst 1 


also  done  in  the  lithotomy  position. 

The  postoperative  care  was  essentially  the 
same  as  required  for  vaginal  surgery  alone  ex- 
cept for  topical  rectal  medications  and  delaying 
the  sitz  baths  until  the  second  postoperative 
day.  In  a few  instances  there  was  a slight  in- 
crease in  the  frequency  of  narcotic  injections 
in  the  first  24  to  36  hours  after  surgery  but,  as 
a rule,  the  demand  for  pain  medication  during 
this  period  was  no  greater  than  when  either 
procedure  was  done  alone.  After  the  first  48 
hours,  the  need  for  a narcotic  appeared  to  be 
related  to  the  vaginal  surgery  and  was  at  a level 
usually  seen  following  these  operations. 

Most  of  the  gynecologists  in  this  area  recom- 
mend a six-week  period  of  disability  following 
major  vaginal  surgery  for  patients  employed 
outside  the  home.  There  has  been  no  instance 
where  disability  has  been  prolonged  for  reasons 
attributable  to  the  added  rectal  surgery. 

Table  2 


PROCTOLOGIC  PROCEDURES 

Hemorrhoidectomy  56 

Hemorrhoidectomy  and  Fissurectomy  9 

Hemorrhoidectomy  and  Fistulectomy  2 

Hemorrhoidectomy  and  Proctoplasty  6 

Sphincteroplasty  1 

Fissurectomy  1 

Excision  of  Skin  Tags  1 

Hemorrhoidectomy;  Fistulectomy;  Sphincteroplasty  ...  1 


There  remains  then  the  question:  Does  the 
combination  of  major  vaginal  and  ano-rectal 
surgical  procedures  result  in  prolongation  of 
hospitalization?  With  the  steadily  increasing 
cost  of  health  care  a matter  of  interest  to  every- 
one, and  the  impact  of  hospital  care  on  that 
escalation  a well  recognized  fact,  we  should  be 
concerned  with  measures  which  will  help  con- 
trol those  costs — so  long  as  we  do  not  jeop- 
ardize the  high  quality  care  of  our  patients. 

In  our  proctologic  practice,  the  average  un- 


complicated ano-rectal  surgical  case  is  hos- 
pitalized for  five  days. 

In  the  series  presented  here,  with  combined 
gynecologic  and  ano-rectal  procedures,  (Table 
3)  the  77  patients  were  hospitalized  for  a total 
of  950  days,  an  average  of  12.3  days.  The  short- 
est hospital  stay  was  five  days,  for  five  patients, 
and  the  longest  was  for  28  days  for  a patient 
who  experienced  a prolonged  period  of  inability 
to  void. 

Table  3 

COMBINED  PROCEDURES 


Total  Number  of  Patients  77 

Total  Hospital  Days  950 

Average  Days  Per  Patient  12.3 

Longest  Hospitalization  (One  Patient)  28 

Shortest  Hospitalization  (Five  Patients)  5 


Table  4 shows  that  12  patients  with  limited 
vaginal  procedures  were  hospitalized  an  average 
of  only  6.9  days,  and  if  we  consider  only  the 
D & C,  with  or  without  conization  (Table  5), 
the  hospital  stay  averaged  5.1  days. 

The  larger  group  of  patients  who  underwent 
vaginal  hysterectomy  and  anterior  and  posterior 
repair,  and  the  ano-rectal  procedure  (Table  6) 
were  confined  a total  of  756  days — an  average 
of  13.7  days  per  patient.  Invariably,  the  longer 
hospitalization  appeared  to  be  related  to  the 
patient’s  inability  to  void,  a problem  common 
to  vaginal  hysterectomy  and  anterior  repair 
when  performed  alone,  and  usually  attributed 
to  trauma  to  the  uretha  and  bladder.  There  is 
no  evidence  that  the  rectal  surgery  contributed 
to  the  urinary  problem.  The  length  of  hospital- 
ization of  these  55  patients  varied  little,  if  any, 
from  the  average  for  vaginal  hysterectomy  and 
anterior-posterior  repair  alone. 

Table  4 

LIMITED  VAGINAL  PROCEDURES 


Posterior  Repair  5 

Excision  of  Bartholin  Cyst  1 

D & C 3 

D & C and  Conization  3 

Total  Patients  12 

Total  Hospital  Days  83 

Average  Days  Per  Patient 6.9 


Table  5 

HOSPITAL  STAY 


D & C 3 

D & C and  Conization  3 

Total  Patients 6 

Total  Hospital  Days 31 

Average  Days  Per  Patient  5.16 
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Table  6 

MAJOR  VAGINAL  PROCEDURES 
(Vaginal  Hysterectomy  and  AP  Repair) 


Total  Patients 55 

Total  Hospital  Days 756 

Average  Days  Per  Patient 13.7 


Since  the  preparation  of  the  material  for  this 
study  there  have  been  15  additional  patients 
submitted  to  the  combined  gynecologic  and 
ano-rectal  operative  procedures  (during  1971). 
These  patients  were  hospitalized  a total  of  148 
days,  for  an  average  of  9.8  days  per  patient. 

The  reduction  of  the  average  hospital  stay 
from  12.3  days  to  9.8  days,  we  believe,  can 
be  attributed  to  the  use  of  the  suprapubic 
cysto-catheter — which  has  resulted  in  the  earlier 
re-establishment  of  normal  bladder  function. 


Summary 

In  summary,  we  believe  that  the  combination 
of  major  vaginal  and  ano-rectal  surgical  pro- 
cedures, when  indicated,  deserves  careful  con- 
sideration by  both  the  proctologist  and  the  gyn- 
ecologist. By  correcting  both  problems  at  the 
same  time,  there  is  greater  assurance  of  a good 
functional  result;  the  patient  is  submitted  to 
the  risk  of  only  one  anesthetic;  there  is  no  ap- 
preciable increase  in  postoperative  pain,  in 
morbidity,  or  in  disability;  and  no  appreciable 
increase  in  hospitalization  over  major  vaginal 
surgery  alone — while  obviating  the  necessity 
of  a second  hospitalization  for  the  rectal 
procedure. 
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readership. 

Footnotes  and  bibliographies  should  conform  to 
the  style  of  the  Quarterly  Cumulative  Index  Medicus 
published  by  the  American  Medical  Association.  This 
requires  in  the  order  given  name  of  author,  title  of 
article,  name  of  periodical,  with  volume,  page,  month 
— day  of  month  if  weekly — and  year.  The  Journal  of 
the  KMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 
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All  scientific  material  appearing  in  The  Journal  is 
reviewed  by  the  Board  of  Consultants  on  Scientific 
Articles.  The  editors  may  use  up  to  six  illustrations 
with  the  essayist  bearing  the  cost  of  all  over  three 
one-column  halftones. 

Arrangements  for  reprints  of  an  article  should  be 
made  directly  with  the  publisher  of  The  Journal, 
Gibbs-lnman  Printing  Company,  817  W.  Market  St., 
Louisville,  Ky. 

The  bylaws  of  the  Kentucky  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read 
before  the  KMA  Annual  Meeting  shall  be  referred 
to  the  KMA  Journal  for  consideration  for  publication. 
The  bylaws  further  state  that  the  editor  or  the  as- 
sociate editor  may  accept  or  reject  these  papers  as  it 
appears  advisable  and  return  them  to  the  author  if 
not  considered  suitable  for  publication. 

Please  mail  your  scientific  articles  to  The  Journal 
of  the  Kentucky  Medical  Association,  3532  Ephraim 
McDowell  Drive,  Louisville,  Kentucky  40205. 
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The  University  of  Kentucky  College  of  Medicine 

This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 


Intestinal  Fistulae^ 


MANAGEMENT  of  intestinal  fistulae 
poses  perplexing  surgical  problems. 
Such  patients  account  for  a dispropor- 
tionate number  of  hospital  bed-days  with  con- 
comitant high  patient  costs  and  present  diverse 
challenges  requiring  a multidisciplined  ap- 
proach. An  example  of  such  a problem  will  be 
discussed  today. 

Case  Presentation 

D.  M. — This  36-year-old  male  was  admitted 
to  U.K.M.C.  on  May  22,  1973,  with  a diag- 
nosis of  a duodenal  stump  fistula.  The  patient 
had  a long  history  of  peptic  ulcer  disease  com- 
plicated by  bleeding  and  gastric  outlet  obstruc- 
tion. Eight  weeks  prior  to  admission  vagotomy 
and  antrectomy  with  Bilroth  II  reconstruction 
was  performed  at  another  hospital.  One  week 
postoperatively  a right  upper  quadrant  fistula 
developed  which  was  treated  by  insertion  of 
drains  at  the  site.  Five  weeks  following  his  orig- 
inal procedure  the  patient  was  dismissed  from 
the  hospital  with  the  fistula  draining  a moderate 
amount.  Two  weeks  following  discharge,  the 
patient  became  markedly  febrile  and  was  re- 
admitted. Local  drainage  of  a right  upper  quad- 
rant abscess  was  performed.  Because  of  per- 
sistence of  the  fistula  he  was  transferred  to 
U.K.M.C. 

Upon  admission  to  U.K.M.C.  physical  exam- 
ination revealed  an  emaciated,  dehydrated  male 
with  normal  vital  signs  and  rectal  temperature 
of  100  degrees.  Abdominal  distention  and  hy- 
poactive  bowel  sounds  were  noted.  A right  up- 
per quadrant  fistula  was  draining  small  bowel 
contents.  Admission  laboratory  data  document- 
ed an  hematocrit  of  43%;  WBC  17,900;  BUN 


t From  the  Department  of  Surgery,  University  of  Ken- 
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7;  Sodium  126;  Potassium  3.4;  Chloride  73; 
CO2  35.  The  initial  week  of  his  hospitaliza- 
tion was  characterized  by  intermittent  hypoten- 
sion, renal  failure,  and  sepsis.  On  May  29, 
1973,  the  patient  underwent  celiotomy  with 
drainage  of  pelvic  and  bilateral  flank  abscesses. 
The  pelvic  abscess  required  partial  excision 
necessitating  segmental  small  bowel  resection. 
The  moribund  state  of  the  patient  precluded 
definitive  treatment  of  the  fistula. 

By  June  5,  1973,  he  weighed  85  pounds  and 
was  begun  on  oral  feedings  with  an  elemental 
diet  (Vivonex).  In  mid-June  intravenous  hy- 
peralimentation was  begun  and  continued  for 
the  next  six  weeks.  His  weight  gradually  in- 
creased to  100  pounds.  The  output  of  the  fis- 
tula continued  to  range  from  800  cc  to  2800  cc 
daily.  On  August  6,  1973,  the  definitive  oper- 
ation was  performed.  Retained  gastric  antrum 
was  identified.  The  fistula  exited  from  the 
stump  of  antrum,  functioning  as  a blown  duo- 
denal stump.  The  residual  antrum  and  the  pro- 
ximal duodenum  were  resected  and  the  duo- 
denal stump  was  closed.  The  remainder  of  the 
abdominal  examination  was  normal.  The  pa- 
tient’s subsequent  hospital  course  was  unevent- 
ful. Since  discharge  from  the  hospital  the  pa- 
tient has  gained  weight  slowly  to  100  pounds. 
He  is  eating  a regular  diet  without  restrictions, 
and  is  completely  asymptomatic. 

Discussion 

When  investigating  the  etiology  of  intestinal 
fistulae  one  finds  that  the  great  majority  of 
them  are  sequelae  of  previous  operative  pro- 
cedures. Review  of  the  literature  documents 
that  70%  to  98%  of  fistulae  are  secondary  to 
previous  operations.  This  has  certainly  been 
our  experience  at  U.K.M.C. 
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The  causative  factor  most  commonly  cited 
is  either  intentional  or  unintentional  entero- 
tomy.  The  list  of  operative  procedures  pre- 
ceding development  of  fistulae  encompasses  a 
wide  range  of  abdominal  procedures.  Parti- 
cularly prominent  are  gynecologic  operations 
performed  on  previously  irradiated  patients. 
Among  infrequent  non-operative  causes  of  in- 
testinal fistulae  are  inflammatory  bowel  dis- 
ease, particularly  diverticulitis  and  regional  en- 
teritis; trauma,  and  neoplasm. 

Diagnosis  of  gastrointestinal  fistulae  is  us- 
ually easy.  Drainage  of  intestinal  contents 
through  incisions  or  drain  sites  is  prima  facie 
evidence  of  a fistula. 

Complications  of  intestinal  fistulae  can  be 
placed  into  four  major  categories:  (1)  Fluid 
and  electrolyte  depletion.  Fluid  derangement 
can  be  quite  marked.  The  patients  may  lose  as 
much  as  8,000  cc  of  body  fluid  daily,  leading 
to  marked  dehydration  and  severe  electrolyte 
imbalance.  (2)  Inanition.  Patients  with  long 
standing  intestinal  fistulae  suffer  marked  weight 
loss  and  have  significant  serum  protein  defi- 
cits. Negative  nitrogen  balance  is  compounded 
by  preoperative  and  postoperative  starvation, 
plus  increased  energy  requirements  during  the 
postoperative  period.  (3)  Sepsis.  Sepsis  may 
be  secondary  to  peritonitis,  intra-abdominal 
abscesses,  urinary  tract  infections,  or  pulmon- 
ary infections.  Renal  failure  and  gastrointes- 
tinal bleeding  are  complications  which  frequent- 
ly accompany  sepsis.  (4)  Skin  digestion.  A 
major  challenge  is  managing  skin  breakdown 
which  often  poses  a severe  problem  in  the 
management  of  the  fistula  itself  and  in  the  plan- 
ning of  subsequent  abdominal  procedures. 

As  a general  rule,  the  more  proximal  a fis- 
tula is  in  the  gastrointestinal  tract,  the  more 
difficult  it  is  to  manage.  This  results  from  the 
greater  fluid  and  electrolyte  loss  and  the  great- 
er digestive  capacity  of  the  drainage  from  the 
fistula  and  the  increased  difficulty  in  excluding 
the  higher  portions  of  the  GI  tract.  In  addition, 
the  loss  of  the  proximal  absorptive  surface 
makes  oral  feeding  less  feasible. 

The  basic  management  of  intestinal  fistu- 
lae has  been  outlined  by  Dunphy  and  his  as- 
sociates in  1964  and  again  in  1971.  This  has 
been  divided  into  four  major  priorities.  The 
first  of  these  should  be  undertaken  in  the  ini- 
tial 24  hours  of  the  patient’s  hospitalization 
and  involves  several  steps.  Control  of  the  fis- 
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tulous  drainage  and  protection  of  the  skin 
should  be  obtained  by  whatever  mechanical 
means  are  necessary.  This  may  require  simple 
insertion  of  local  sump  drains  into  the  area  of 
the  fistulous  tract,  or  it  may  necessitate  elab- 
orate devices  and  diligent  nursing  care.  Also, 
during  this  period  of  time,  the  initial  evalua- 
tion of  the  patient’s  fluid  and  electrolyte  status 
and  hematologic  picture  should  be  obtained; 
initial  steps  are  begun  to  correct  any  deficits 
present.  Invariably  these  patients  are  chroni- 
cally anemic  and  require  blood  transfusion  des- 
pite laboratory  values  which  are  within  normal 
limits.  Readily  accessible  abscesses  should  be 
drained,  preferably  under  local  anesthesia. 

Over  the  next  few  days  the  second  priority 
of  management  should  be  undertaken.  This 
constitutes  continued  correction  of  fluid  and 
electrolyte  derangements  and  the  initiation  of 
hyperalimentation  via  a central  venous  cathe- 
ter. Some  clinicians  feel  that  hyperalimenta- 
tion should  not  be  begun  if  the  patient  is  sep- 
tic; others  feel  that  the  benefits  outweigh  the 
potential  risks. 

The  third  priority  in  management  as  out- 
lined by  Dunphy  is  delineation  of  the  anatomy 
of  the  fistula.  This  is  to  be  accomplished  only 
when  the  patient  is  able  to  undergo  the  neces- 
sary diagnostic  studies.  This  usually  requires 
radiographic  studies  of  the  stomach,  duodenum, 
small  bowel,  and  colon.  Injection  of  contrast 
material  into  fistula  tracts  greatly  aids  localiza- 
tion. Because  of  the  complex  nature  of  many  of 
these  fistulae  and  because  of  the  adjacent  intra- 
abdominal inflammatory  processes,  x-ray  stud- 
ies may  have  to  be  repeated  on  several  occa- 
sions in  order  to  obtain  the  information  desired. 
Documentation  of  the  presence  or  absence  of 
bowel  obstruction  distal  to  the  fistula  is  of  para- 
mount importance.  The  presence  of  obstruction 
necessitates  prompt  surgical  intervention.  Pro- 
longed conservative  management  is  discouraged 
in  such  a setting.  During  this  period  of  time,  if 
feasible,  feedings  of  an  elemental  diet  should  be 
started  via  oral  ingestion  or  tubes  into  the  GI 
tract.  Wolfe  has  demonstrated  that  the  volume 
of  fistulous  drainage  from  the  distal  small  in- 
testine of  a patient  on  an  elemental  diet  is  ap- 
proximately 20%  of  that  of  a patient  on  a regu- 
lar diet.  Even  greater  decrease  may  be  realized 
in  patients  maintained  on  parenteral  alimenta- 
tion. Maintenance  of  adequate  nutrition  with  a 
goal  of  at  least  3,000  calories  daily  is  attempt- 
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ed.  In  the  management  of  these  patients  the  nu- 
tritional status  correlates  directly  with  eventual 
success.  A retrospective  analysis  of  patients 
with  intestinal  fistulae  documents  that  mainte- 
nance of  high  caloric  intake  is  the  most  out- 
standing characteristic  distinguishing  surviving 
from  non-surviving  patients.  Survival  and  heal- 
ing in  the  well-nourished  patient  is  approxi- 
mately three  times  more  common  than  in  those 
in  whom  high  caloric  intake  cannot  be  main- 
tained. If,  at  any  phase  during  treatment,  the 
patient  is  septic,  in  spite  of  what  is  felt  to  be 
adequate  drainage,  operative  exploration  is 
indicated  to  identify  and  drain  occult  abscesses. 

If,  in  spite  of  optimal  management,  drain- 
age persists,  one  must  always  consider  the  clas- 
sic explanations  for  persistence  of  fistulous 
tracts:  (1)  distal  obstruction;  (2)  foreign 
body,  such  as  a stitch,  sponge,  or  fecalith;  (3) 
neoplasm,  either  previously  recognized  or  un- 
discovered; (4)  epithelialization  of  the  fistu- 
lous tract;  and  (5)  infection,  such  as  an  adja- 
cent pyogenic  or  fungal  abscess.  Recognition  of 
any  of  these  factors  or  lack  of  improvement 
under  careful  management  indicate  the  need  for 
operative  intervention. 

Reports  in  the  literature  vary  widely,  but  it 
appears  that  approximately  one  third  of  all  fis- 
tulae will  respond  to  conservative  management 
and  close  spontaneously.  Since  no  two  cases 
are  identical,  the  specific  operative  procedure 
should  accommodate  the  problem  which  is  en- 
countered. Several  helpful  principles  of  opera- 
tive technique  deserve  mention.  Enter  the  ab- 
dominal cavity  at  a point  away  from  the  fistula 
and  surround  and  isolate  the  fistula  before 
attacking  it  directly.  This  may  require  an  en 
bloc  resection  of  a large  area  of  bowel  or  may 
require  painstaking  delineation  of  uninvolved 
areas  of  intestine  before  approaching  the  pri- 
marily involved  segments.  If  contrast  studies 
have  been  anatomically  specific  it  is  sometimes 
beneficial  to  leave  previously  placed  tubes  in 
place  as  identification  landmarks. 

The  results  of  treatment  of  intestinal  fistu- 
lae vary  somewhat  in  several  reports,  with  mor- 
tality ranging  from.  15%  to  40%.  There  is  gen- 
eral agreement  that  conservative  non-opera- 
tive management  carries  a higher  mortality 
than  operative  management.  This  discrepancy 
may  reflect  the  moribund  condition  of  some 
patients  precluding  operative  intervention.  A 
striking  impact  has  been  made  in  the  last  ten 


years  in  the  management  of  these  patients  by 
widespread  employment  of  parenteral  alimen- 
tation. This  is  emphasized  by  a comparison  of 
the  patients  in  Dunphy’s  two  series  seven  years 
apart,  with  a mortality  of  15%  in  the  more  re- 
cent series  compared  to  45%  in  his  previous 
report.  Sepsis  is  by  far  the  most  common  cause 
of  death,  and  sepsis  due  to  fungal  organisms 
is  assuming  increased  importance  in  these  pa- 
tients. Other  causes  of  death  frequently  en- 
countered are  renal  failure,  malnutrition,  hem- 
orrhage, and  liver  failure. 

Because  of  the  important  role  played  by  the 
use  of  parenteral  alimentation  in  patients  with 
intestinal  fistulae,  a few  pertinent  points  de- 
serve emphasis  concerning  the  insertion  and 
management  of  central  venous  catheters.  Be- 
cause of  an  excellent  safety  record  in  the  hands 
of  personnel  at  this  hospital,  we  recommend  the 
placement  of  the  central  venous  catheter  into 
the  internal  jugular  vein  rather  than  the  sub- 
clavian vein  as  advocated  by  others.  Complica- 
tions related  to  the  central  venous  lines  can  be 
divided  into  those  related  to  placement  of  the 
line  and  those  related  to  subsequent  manage- 
ment of  the  catheters.  The  former  category  in- 
cludes formation  of  local  hematomas,  induc- 
tion of  pneumothorax  or  pleural  effusion,  air 
embolism,  arterial  laceration  or  penetration, 
and  embolization  of  a portion  of  the  catheter. 
Among  complications  attributable  to  manage- 
ment of  indwelling  catheters  are  sepsis,  air  em- 
bolism, catheter  embolization,  intracardiac  veg- 
etations, pericardial  tamponade,  and  throm- 
bosis of  major  venous  channels. 

Several  useful  steps  to  prevent  these  com- 
plications should  be  observed:  (1)  meticulous 
surgical  preparation  of  the  puncture  site  prior 
to  insertion  of  the  catheter;  (2)  use  of  topical 
antibiotic  solution  at  the  puncture  site;  (3) 
careful  dressing  to  the  puncture  site  every  other 
day;  (4)  removal  of  the  central  venous  cathe- 
ter when  fever  is  unexpected  or  positive 
blood  cultures  are  obtained;  (5)  prevention  of 
catheter  embolization  by  not  withdrawing 
the  catheter  through  the  placement  needle; 
(6)  maintenance  of  a closed  system  to  prevent 
air  embolization;  (7)  employment  of  radio- 
paque catheters  with  routine  chest  x-rays  to 
confirm  position  of  the  catheter;  (8)  exclusive 
use  of  the  catheter  for  nutritional  purposes, 
and  (9)  use  of  commercially  available  in-line 
filters. 
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We  hope  this  brief  review  of  intestinal  fis- 
tulae  and  their  management  is  helpful  to  all 
surgeons  who  encounter  such  challenging  prob- 
lems. 

Mike  Daugherty,  M.D. 

Kimball  I.  Maull,  M.D. 

Calvin  B.  Ernst,  M.D. 


f 

General 
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The  Insurance  Commissionerf 

Robert  E.  Rinehimer* * 


IN  my  address  before  the  Blue  Shield  An- 
nual Program  Conference  in  Los  Angeles 
last  year,  I reported  that  there  appears  in 
our  local  paper  a daily  column  called,  “The 
Cynic’s  Corner”.  One  day  an  article  appeared 
therein:  “We  note  that  Blue  Shield  received 
32  guidelines.  Its  business  must  be  becoming 
exceedingly  more  complex  than  life  because 
God  gave  man  only  10!”  Indeed,  our  life  has 
become  more  complex! 

I would  like  to  report  to  you  today  that 
since  that  time  we  have  received  additional 
guidelines — now  we  are  up  to  approximately 
50.  Just  as  there  are  all  styles  of  management, 
there  are  all  types  of  regulations  governing  the 
Blue  Shield  Plans  and  all  sorts  of  commis- 
sioners supervising  them.  In  some  areas,  the 
commissioners  are  low  key,  but  nevertheless 
truly  effective.  You  all  heard  your  Insurance 
Commissioner,  Harold  McGuffey,  mention 
yesterday  about  the  action  which  he  took  when 
he  learned  of  a fly-by-night  company  that  sold 
10,000  policies  within  10  days.  He  could  have 
issued  many  news  releases  of  what  a great  job 
he  had  done;  yet  you  and  I know  that  it  is  not 
the  publicity  that  counts  but  rather  the  results 
of  what  action  he  takes.  In  other  areas,  it  is  a 
different  story.  Recently  one  commissioner  in  a 
New  England  state  became  so  irate  with  the 
local  Plan  over  its  Board  composition  that  he 
invited  a Plan  operating  in  another  state  to 
come  across  the  state  lines  and  do  business.  In 
another  state,  the  commissioner  is  intrigued 
with  the  idea  that  a Plan  should  have  no  re- 
serves. When  the  Plan  got  nine  million  dollars 
in  the  black,  it  was  ordered  to  reduce  its  re- 
serves by  making  more  benefits  available  or 
having  an  open  enrollment  period. 


t Presented  at  the  1973  KM  A Interim  Meeting,  March 
30,  Lake  Barkley  State  Park,  Cadiz 

*Camp  Hill,  Pennsylvania.  President,  Pennsylvania 
Blue  Shield. 


In  our  own  state  of  Pennsylvania,  I am  sure 
you  have  heard  or  read  much  about  Commis- 
sioner Herbert  S.  Denenberg.  He  has  ap- 
peared on  the  “Today”  show  two  times.  When 
he  appeared  the  second  time,  Barbara  Walters 
said  that  the  show  had  not  been  able  to  catch 
up  with  the  number  of  letters  it  received  as  a 
result  of  his  first  appearance.  He  has  also  ap- 
peared on  the  CBS  “60  Minutes”  show. 
Throughout  our  state,  he  has  appeared  on 
many  local  television  stations.  Last  week,  in 
Western  Pennsylvania,  there  were  four  dif- 
ferent tapes  shown  on  the  TV  stations,  each 
running  15  minutes.  Thus,  he  had  an  exposure 
of  one  hour.  He  is  frequently  called  to  Wash- 
ington, D.  C.  to  testify  before  various  Con- 
gressional committees.  The  title  of  his  latest 
remarks  given  before  Senator  Ribicoff’ s Senate 
Subcommittee  on  Government  Operations  was 
“The  Consumer  Protection  Agency:  On  the 
Merits  of  Governmental  Cat  Fights,  Admini- 
strative Guerrilla  Warfare,  Bureaucratic  Bar- 
bells, a Federal  Circus  Maximus,  Foxes  in  the 
Federal  Henhouse,  Adversary  Advocate,  Wave 
Making  and  Boat  Rocking.” 

Throughout  his  speeches  and  testimonies 
runs  the  theme,  “More  protection  for  the 
consumer.”  He  has  said  repeatedly  that  every 
Insurance  Commissioner  should  not  hesitate 
to  use  the  power  of  his  office,  the  power  of 
the  press  (or  other  public  media)  to  give  the 
consumer  a fair  shake  in  the  field  of  health 
coverages  and  insurances.  There  have  been  44 
news  releases  about  Pennsylvania  Blue  Shield 
since  he  came  into  office.  His  theme  is:  “Pop- 
ulous Iamdudum  Defutatus  Est”  — freely 
translated:  “The  Consumer  Has  Been  Screwed 
Long  Enough.”  He  has  reiterated  that  the 
legislative  process  is  too  slow.  Therefore,  an 
insurance  commissioner  can  expedite  things  by 
taking  action  administratively  if  he  has  public 
support. 
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With  the  aim  of  waking  up  the  public  and 
gaining  its  support,  he  has  issued  many  shop- 
per’s guides:  “How  to  Avoid  Unnecessary 
Surgery”,  a “Guide  to  Life  Insurance”,  and  the 
latest  one  being  a “Shopper’s  Guide  to  Den- 
tistry”. There  are  others  as  well.  He  has 
hounded,  especially,  certain  commercial  in- 
surance companies  for  misleading  advertise- 
ments and  the  issuance  of  gimmicky  policies. 
Some  of  the  policies  have  already  been  with- 
drawn from  the  market.  He  has  issued  guides  to 
both  the  Blue  Cross  Plans  of  Pennsylvania  and 
to  us  for  making  reforms,  all  of  which  have 
stirred  controversy  in  various  quarters. 

What  is  a Plan  (which  serves  8,000,000 
people)  to  do  that  comes  under  the  supervision 
of  an  insurance  commissioner  who  is  flam- 
boyant, arrogant,  smart,  incisive,  and  astute? 
To  put  things  in  perspective,  I think  you  should 
know  that  our  own  Plan  in  Pennsylvania, 
according  to  our  Enabling  and  Regulatory 
Acts,  comes  under  the  supervision  of  both  the 
Secretary  of  Health  and  the  Insurance  Com- 
missioner. With  respect  to  the  latter,  the  Com- 
missioner has  jurisdiction  over  all  rates  which 
we  charge  to  subscribers,  the  form  and  con- 
tent of  all  of  our  contracts,  all  the  methods 
and  rates  of  payment  which  we  make  to  doc- 
tors, all  acquisition  costs  in  procuring  sub- 
scribers, and  the  reserves  to  be  maintained.  If 
we  were  to  go  out  of  business,  he  would  even 
preside  over  the  dissolution.  We  can  hardly 
do  anything  without  his  stamp  of  approval. 

Although  according  to  such  Acts,  we  can 
in  no  way  interfere  with  the  diagnosis  and 
method  of  treatment  of  subscribers  by  doctors; 
yet,  on  the  other  hand,  there  is  a provision  in 
our  Acts  that  all  services  provided  by  or 
through  Blue  Shield  shall  be  in  accordance  with 
the  best  medical  practices  in  the  community  at 
the  time.  This  particular  provision  is  now 
beginning  to  receive  more  attention  as  the 
public  begins  to  focus  more  on  the  aspect  of 
the  quality  of  health  care.  Blue  Shield,  in  other 
words,  thus  becomes  a vehicle  through  which 
the  Commissioner  hopes  to  effect  reforms  as 
he  sees  them. 

One  of  the  reforms  he  would  like  to  see  is  an 
all-consumer  Board  of  Directors.  This  has  led 
to  all  sorts  of  legal  snarls  and  to  a donnybrook 
between  him  and  the  medical  profession.  Under 
our  original  Act,  there  was  a requirement  that 
the  majority  of  the  members  of  the  Board  had 
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to  be  doctors  of  medicine.  This  was  only 
logical  since  the  doctors  spearheaded  the  or- 
ganization of  Pennsylvania  Blue  Shield  in  1939. 
This  provision  drew  little  attention  over  the 
years  until  the  wave  of  criticism  began  to  come 
along.  In  the  latter  part  of  1971,  our  State 
Legislature  passed  a bill  which  removed  the 
requirement  that  the  majority  had  to  be  doctors 
of  medicine.  The  bill  passed  the  Senate  unani- 
mously and  the  House  by  180  to  16.  It  was 
not  mandatory  but  rather  permissive  in  nature. 
Nevertheless,  the  Commissioner  asked  us  what 
we  were  going  to  do  about  it. 

After  an  examination  of  the  situation  by 
our  Special  Study  and  Planning  Committee, 
our  Board  recommended  to  the  Corporation 
that  the  By-laws  and  our  Charter  be  changed 
to  allow  us  to  add  additional  laymen.  Our  aim 
was  to  provide  a Board  composition  of  50% 
doctors  and  50%  laymen.  At  the  annual  meet- 
ing of  our  Corporation  last  year,  the  matter 
came  up  for  a vote.  Sixty  per  cent  were  in 
favor  of  the  change;  however,  our  Charter  has 
a requirement  that  approval  of  three-fourths  of 
the  entire  membership  is  necessary  to  make 
such  a change.  There  were  not  enough  mem- 
bers present  to  make  the  change;  consequently, 
a mail  ballot  was  taken.  But  the  requirement 
that  three-fourths  of  the  membership  had  to 
approve  was  not  met.  Prior  to  the  annual  meet- 
ing, the  Medical  Society  had  urged  all  our 
Corporate  members  to  object  to  the  proposed 
change.  Frankly,  I believe  the  Medical  Society 
was  not  so  mad  about  the  proposed  change, 
per  se,  but  was  mad  about  the  Commissioner, 
who  they  felt  had  been  vilifying  or  pillorying 
the  entire  profession  in  the  press  because  of 
the  actions  of  a few  bad  apples. 

After  our  week-long  public  hearing  last  fall 
where  all  of  this  was  aired,  the  Board  of 
Trustees  authorized  the  Pennsylvania  Medical 
Society  to  write  an  open  letter  to  the  Governor 
demanding  the  ouster  of  the  Commissioner. 
This  action  put  Denenberg  somewhat  in  a 
martyr  role. 

Now  we  come  to  the  irony  of  life.  During 
our  hearing  there  was  a consummation  of 
some  legislative  activity.  The  Pennsylvania  Bar 
Association’s  Law  Research  group  had  been 
preparing  a 300-page  document  which  pro- 
posed to  codify  or  consolidate  various  non- 
profit corporation  laws  into  one  package.  The 
laws  governing  Blue  Shield  were  included  in 
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this  package  which  was  identified  as  S-891. 
When  this  bill  came  out  of  Conference  com- 
mittee before  the  election  recess  last  year, 
back  in  the  bill  was  the  requirement  that 
the  majority  of  our  Board  members  had  to 
be  doctors  of  medicine.  In  November,  the 
Governor  announced  that  he  had  signed  this 
bill,  making  it  Pennsylvania  Act  No.  271. 
Thus,  at  the  very  moment,  we  are  right  back 
where  we  started.  Consequently,  now  back  in 
the  Legislative  hopper  is  another  bill  which 
seeks  to  eliminate  again  such  requirement.  It 
is  still  in  Committee.  When  it  will  come  out, 
I have  no  idea. 

In  spite  of  the  Commissioner’s  statement  that 
all  Blue  Shield  members  should  be  consumers, 
we  still  adhere  to  the  position  that  an  all-con- 
sumer Board  is  not  feasible.  On  the  other  hand, 
I do  think,  in  this  date  and  age  when  our  health 
care  delivery  system  is  involved  with  many 
economic,  social  and  political  issues,  it  is  in- 
deed advisable  to  have  input  from  laymen. 
Moreover,  as  I have  watched  the  laymen  who 
are  already  on  our  Board  become  exposed  to 
the  problems  with  which  you  doctors  in  Blue 
Shield  must  deal,  they  have  become  the 
staunchest  allies  of  the  profession.  It  is  my 
understanding  that  some  time  ago  your  very 
Association  urged  Kentucky  Blue  Shield  to 
move  toward  a Board  composition  having  50% 
doctors  and  50%  laymen.  In  my  opinion,  this 
was  excellent  foresight  upon  the  part  of  the 
Association.  If  action  is  not  taken  to  gain 
more  input  from  laymen,  or  consumers,  then 
you  can  be  sure  there  will  be  more  input  from 
the  government  sector. 

Tied  in  to  this  matter  of  Board  composition 
has  been  our  request  for  a general  rate  in- 
crease. We  haven’t  had  one  since  1961.  Our 
underwriting  losses  last  year  amounted  to  about 
10  million  dollars.  If  we  get  no  rate  relief,  we 
project  that  we  could  well  lose  17  to  18  mil- 
lion dollars  during  this  calendar  year.  In  view 
of  the  Insurance  Commissioner’s  regulatory 
powers  which  I have  cited  to  you,  you  can  see 
that  a stalemate  can  easily  occur.  The  Com- 
missioner says,  “You  make  the  reforms  as  I 
have  directed  in  my  guidelines,  then  I’ll  con- 
sider a rate  increase.  If  you  don’t,  then  you 
don’t  get  one  nickel.”  So  this  is  the  crunch 
in  which  we  find  ourselves. 

Amidst  a highly  emotional  climate,  the  doc- 
tors on  our  Board  have  acted  with  dignity 


and  restraint.  The  rhetoric  was  peeled  away  and 
the  guidelines  were  examined  for  whatever 
merit  they  might  have.  Since  our  rate  request 
was  rejected  last  year,  we  again  “set  to”  to 
develop  another  filing  requesting  rate  relief. 
Last  week  we  submitted  our  filing  along  with 
our  responses  to  the  guidelines.  Let  me  cite  a 
few  of  the  guidelines  and  our  responses: 

a.  Immediate  changes  in  all  committees  of 
the  board:  Until  such  time  as  the  by-laws 
and  articles  are  changed  to  allow  sub- 
scribers a voice  in  operations,  committees 
of  the  board  should  have  greater  consumer 
representation,  or  majority  control. 

At  a meeting  of  the  PBS  Board  of  Directors 
on  February  7,  1973,  it  was  agreed  that  the 
Executive  Committee  of  the  Board  would  be 
expanded  by  adding  three  laymen  so  that  such 
Committee  will  henceforth  consist  of  equal 
numbers  of  professional  and  lay  members. 

It  was  further  agreed  that  all  standing  com- 
mittees of  the  PBS  Board  of  Directors  would 
be  expanded  so  that  each  such  Committee  will 
henceforth  include  at  least  two  laymen. 

I might  point  out  that  even  before  we  had 
this  guideline,  the  composition  of  our  Com- 
mittees was  structured  in  a manner  depending 
upon  their  purpose.  For  example,  for  a long 
time  our  Finance  Committee  has  had  six  lay- 
men and  one  doctor;  our  Medical  Policy  Com- 
mittee has  had  all  doctors.  Prior  to  this  guide- 
line, we  had  added  a layman  to  our  Dental 
Review  Committee  and  to  our  Physicians’  Re- 
view Committee.  It  was  felt  advisable  that  the 
laymen  on  our  Corporation  and  Board  should 
have  an  opportunity  to  directly  experience  the 
problems  with  which  doctors  wrestle  in  utiliza- 
tion review  committees. 

b.  Blue  Shield  should  require  all  participating 
physicians  and  dentists  to  obtain  a mini- 
mum of  hours  of  retraining  each  year  to 
retain  the  right  to  participate.  Similar  re- 
quirements are  now  being  developed  for 
membership  in  the  Pennsylvania  Medical 
Society.  This  should  be  extended  to  Blue 
Shield  participating  doctors.  It  should  also 
be  made  mandatory  for  licensing  in  Penn- 
sylvania. 

Pennsylvania  Blue  Shield  is  not  a licensing 
or  certifying  body.  Such  a requirement  lies 
within  the  province  of  the  licensing  societies 
which  are  in  a better  position  than  Blue  Shield 
to  identify  the  educational  needs  and  to  pro- 
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vide  remedial  programs  for  both  participating 
and  non-participating  doctors. 

c.  Blue  Shield  should  not  pay  for  doctors 
who  perform  surgery  for  which  they  aren’t 
qualified.  Blue  Shield  should  not  pay  any 
doctor  who  performs  surgery  for  which 
he  is  not  qualified.  For  example,  opera- 
tions of  any  complexity  should  be  per- 
formed only  by  board  certified  surgeons, 
unless  geographic  shortages  or  emergency 
situations  would  prevent  this. 

According  to  the  Regulatory  Act,  PBS  can- 
not be  a certifying  agency  inasmuch  as  it 
cannot  interfere  with  a choice  of  a physician 
by  a subscriber-patient,  or  with  the  diagnosis 
and  treatment  of  such  patient.  However,  if 
Blue  Shield  were  able  to  make  a determination 
and  not  pay,  the  subscriber  would  lose  a bene- 
fit to  which  he  is  rightly  entitled  since  he 
would  have  to  bear  the  cost  of  the  service 
which  had  been  performed.  This  responsibility, 
to  determine  professional  qualifications,  rests 
with  the  professional  staffs  of  hospitals  with, 
perhaps,  assistance  from  the  professional  so- 
cieties to  foster  education  programs.  PBS  would 
be  able  to  assist  the  committees  by  providing 
certain  data  on  incidence  of  performance  of 
surgical  procedures  by  staff  members  and  we 
could  assist  in  the  educational  programs. 

d.  Generic  prescription  of  drugs:  Blue  Shield 
should  require  participating  physicians  to 
prescribe  drugs  generically  where  the 
potency  and  the  adequacy  of  the  generic 
equivalent  is  assured. 

Section  8 (b)  of  our  Regulatory  Act  provides 
that  PBS  shall,  “.  . . impose  no  restrictions  on 
the  doctors  of  medicine,  doctors  of  dental 
surgery,  doctors  of  osteopathy  or  doctors  of 
podiatry  who  administer  to  its  subscribers  as 
to  methods  of  diagnosis  or  treatment.” 

The  prescribing  of  drugs  is  certainly  a clear 
part  of  “treatment”  and  we  feel  that  to  require 
participating  doctors  to  prescribe  only  in  gen- 
eric terms  would  be  a violation  of  this  Act. 

The  supposition  seems  to  be  that  the  phar- 
macist is  cognizant  of  and  interested  in  cost 
control  to  the  consumer,  and  that  upon  filling 
a prescription  he  will  automatically  select  the 
least  expensive  brand  of  a given  generic  com- 
pound. Another  supposition  is  that  chemical 
formulations  of  the  same  compound  are  equal 
in  their  physiological  effect  and,  therefore, 
the  patient  is  spared  unnecessary  cost  and  will 
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receive  the  same  therapeutic  benefit  if  the 
pharmacist  is  the  one  who  makes  the  final 
selection. 

There  are  differences  between  brands  of 
the  same  generic  compound  relative  to  ab- 
sorption and  side  effects.  The  physician  should 
be  responsible  for  recognizing  these  differences 
in  medications  which  he  prescribes  because  he 
has  a chance  to  get  both  objective  and  sub- 
jective feedback  from  his  patients. 

e.  Professional  societies  should  encourage 
membership  in  Blue  Shield.  The  Penn- 
sylvania Medical  Society,  the  Pennsylvania 
Osteopathic  Association,  the  Pennsylvania 
Podiatry  Association  and  the  Pennsylvania 
Dental  Association  should  actually  encour- 
age members  to  participate  in  Blue  Shield. 
These  organizations  have  often  been  silent 
on  participation  or  have  actually  discour- 
aged it. 

It  would  be  helpful  if  all  professional  so- 
cieties would  encourage  their  members  to  be- 
come participating  doctors  of  PBS,  and  we  will 
approach  professional  societies  to  enlist  their 
help. 

(I  might  add  here  that  we  already  have  more 
than  18,000  participating  doctors.) 

/.  Blue  Shield  should  survey  subscribers.  In 
the  interest  of  innovative  and  cost  saving 
methods  of  financing  health  care,  Blue 
Shield  should  survey  subscribers  to  de- 
termine problem  areas  and  the  best  method 
of  bringing  about  needed  change.  Blue 
Shield  should  also  systematically  survey 
those  who  use  covered  medical  services 
to  measure  subscriber  satisfaction  or  dis- 
satisfaction. 

We  will  continue  our  efforts  to  survey  our 
subscribers  with  respect  to  problems.  We  would 
like  to  point  out,  however,  at  present  we  are 
receiving  feedback  from  our  subscribers  as  a 
result  of  the  following: 

(1)  Subscriber  Service  Departments  at  Camp 
Hill  and  in  the  Agent  Plans  through  telephone 
calls,  letters  and  personal  interviews; 

(2)  The  PBS  Subscriber  Advisory  Council, 
an  all-consumer  group  representing  such  bodies 
as  labor,  management,  small  and  large  Blue 
Shield  groups,  and  the  general  public; 

(3)  Reports  from  our  professional  relations 
and  utilization  representatives; 

(4)  Our  Ombudsman  (Director  of  Consum- 
er Relations)  will  devote  full-time  to  insure 

741 


Insurance  Commissioner  — Rinehimer 


that  any  subscriber  will  have  free  access  to  a 
person  concerned  with  resolving  questions  from 
and  problems  of  our  subscribers.  Our  Ombuds- 
man has  been  working  closely  with  the  staff 
of  the  Insurance  Department  with  respect  to 
improving  on-going  educational  efforts  with 
our  subscribers. 

(5)  Questionnaires  sent  out  by  our  Internal 
Audit  Department  on  a sampling  basis;  and 

(6)  The  subscriber  Notice  of  Payment  sent 
out  on  every  paid  claim. 

g.  Strict  monitoring  of  physicians’  fee  pro- 
grams: Blue  Shield  should  strictly  monitor 
physicians’  profiles  under  the  prevailing 
fee  program : 

(1)  using  physician  records  of  subscrib- 
ers in  developing  new  profiles; 

(2)  checking  office  records  of  partici- 
pating physicians  to  see  if  the  doc- 
tor’s claims  to  Blue  Shield  match  his 
office  records; 

(3)  requiring  justification  for  increased 
charges  rather  than  accepting  re- 
quests for  increases  automatically; 

(4)  checking  board  certified  doctors  to 
see  if  they  confine  their  practice  to 
their  specialty,  in  cases  where  this 
may  have  fee  implications. 

Ever  since  the  inception  of  the  Prevailing 
Fee  Program  we  recognized  the  need  for  moni- 
toring. In  connection  with  this  effort,  we  have 
taken  the  following  steps: 

(1)  Instituted  the  Charge/Payment  Index; 

(2)  Developed  a Profile  Monitoring  System; 

(3)  Accomplished  prospective  and  retro- 
spective payout  studies  to  determine  the  im- 
pact of  updating  profiles; 

(4)  In  addition,  we  will  reinstitute  the  prac- 
tice of  showing  the  doctor’s  charge  along  with 
Blue  Shield  payment  on  the  subscriber. 

At  the  PBS  Board  meeting  on  February  7, 
1973,  it  was  agreed  to  amend  the  Blue  Shield 
Participating  Doctor  Rules  and  Regulations  to 
require  a participating  doctor  to  substantiate 
his  usual  charges  of  record  as  the  most  frequent 
charges  to  all  patients  by  examining  the  doctor’s 
office  records.  Further,  if  the  examination  of 
the  doctor’s  records  indicates  that  changes  in 
his  usual  charges,  established  through  his  re- 
ported charges  on  PBS  claims,  are  not  valid, 
the  information  obtained  during  the  examina- 
tion of  office  records  may  be  used  to  determine 
his  usual  charges  of  records  at  PBS. 


h.  Broader  utilization  review  on  a prepay- 
ment basis:  Blue  Shield  should  move  quick- 
ly to  do  more  of  its  utilization  review  on 
a prepayment  basis.  It  is  considerably 
easier,  less  expensive  and  more  effective 
to  withhold  payments  to  physicians  when 
in  question  than  to  request  refunds.  Cur- 
rently this  is  done  for  Medicare  and  should 
be  expanded  as  quickly  and  thoroughly  as 
possible  to  regular  business. 

It  appears  to  us  that  the  Department  has  re- 
ceived the  impression  that  prepayment  in  reg- 
ular business  has  not  been  pursued  as  vigorous- 
ly as  that  in  Medicare.  Actually,  prepayment 
under  Fee  Schedule  programs  has  existed  for  a 
long  time  but  in  different  form:  maximums 
were  set  for  frequently  performed  procedures 
such  as  arthrocentesis  and  sigmoidoscopy.  Also, 
there  is  a provision  under  Fee  Schedule  pro- 
grams which  states  that  a proctoscopy  will  not 
be  paid  for  when  it  is  performed  within  30 
days  following  an  operation.  However,  the 
advent  of  the  Prevailing  Fee  Program  with  its 
broader  scope  of  coverage  and  the  elimination 
of  many  restrictive  factors  found  under  the 
Fee  Schedule  programs,  shifted  the  burden 
to  a type  of  prepayment  review  similar  to  that 
used  under  Medicare.  It  must  be  pointed  out 
that  prepayment  review  is  a viable  program; 
parameters  are  instituted.  After  parameters  are 
instituted,  there  must  be  a continual  monitor- 
ing of  their  effectiveness  which  determines 
their  retention  or  deletion,  the  need  for  further 
revision  or  the  establishment  of  new  ones. 

Prepayment  utilization  review  is  performed 
in  regular  business  as  well  as  the  Medicare 
Program,  and  claims  are  reviewed  before  the 
physician  is  paid.  For  the  quarter  July-Septem- 
ber  1972,  denials  were  as  follows: 


Regular 

Business  Medicare 


Claimant  Ineligible 
Services  Not  Covered 
Medical  Necessity  Denials 


$ 901,771  $ 264,596 

3,203,516  1,220,041 

330,875  897,377 


Total  Denials 


$4,436,162  $2,382,014 


i .  Explore  alternate  methods  of  reimbursing 
doctors:  The  Insurance  Department  Hear- 
ing on  Health  Care  brought  criticism  of 
both  the  present  Blue  Shield  Plan  A and 
B fee  schedule  and  the  Prevailing  Fee 
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Insurance  Commissioner  — Rinehimer 


Program.  Blue  Shield  should  consider  the 
possibility  of  an  alternate  to  these  two 
methods  of  reimbursement  such  as  a per- 
iodically negotiated  fee  schedule  as  sug- 
gested by  Mrs.  Anne  R.  Somers  of  the 
New  Jersey  College  of  Medicine  and  Den- 
tistry at  Rutgers. 

We  are  glad  to  have  this  endorsement,  and 
we  are  exploring  alternate  methods,  including 
but  not  limited  to  the  following: 

(1)  Health  Maintenance  Organizations;  e.g., 
Geisinger  Health  Plan. 

(2)  The  concept  of  the  Primary  Care  Pro- 
gram. 

(3)  Payment  by  diagnosis. 

(4)  New  fee  schedule;  e.g.,  the  one  currently 


being  used  for  the  Bell  Telephone  Company. 

As  you  can  see  from  all  the  foregoing,  we 
have  an  entirely  new  setting  — much  of  which 
is  attributable  to  an  insurance  commissioner. 
The  national  publicity  which  he  has  received 
has  resulted  in  Pennsylvania  Blue  Shield  re- 
ceiving national  publicity.  I anticipate  that 
there  will  be  national  focus  on  any  forthcoming 
public  hearing  that  may  be  held  by  our  In- 
surance Commissioner  to  discuss  our  request 
for  a rate  increase  and  our  responses  to  his 
guidelines.  In  spite  of  the  hot  rhetoric  to 
which  we  have  been  subjected,  he  nevertheless 
points  out  that  commercial  companies  can’t 
hold  a candle  to  Blue  Cross  and  Blue  Shield; 
but  he  does  expect  us  to  be  better  performers 
than  what  we  are. 


Dues  Time 


Like  you, 

your  County  Society  Secretary 
is  a busy  man. 

He  will  appreciate  your 
cooperation  in 
paying  your 
County, 

KMA,  and 
AMA  dues. 


Due 

January  1,  1974 
Delinquent 
April  1,  1974 

Kentucky 

Medical  Association 
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NHI— One 

How  would  you  feel  about  a federally  funded 
health  insurance  that: 

a)  covers  95%  of  our  population  with  “cat- 
astrophic” benefits,  beginning  at  60  days’  hos- 
pitalization or  $2,000  medical  expense,  and 

b)  replaces  Medicaid  with  comprehensive, 
uniform  medical  benefits,  for  low  income  fami- 
lies only,  and 

c)  establishes  a “certification  program”  for 
private  health  insurance,  to  encourage  develop- 
ment of  policies  with  adequate  coverage,  eligi- 
bility, availability  and  reasonable  pay-out  ratio, 
and 

d)  requires  “co-payment”  of  $3.00  for  each 
out-patient  physician  visit,  under  the  low  in- 
come portion  of  the  plan,  to  control  utilization, 
and 

e)  limits  reimbursements  to  “reasonable 
cost”  to  institutions,  and  “reasonable  charges” 
to  practitioners,  and 

f)  costs  about  $9  billion  dollars  per  year? 

S 2513,  the  Catastrophic  Health  Insurance 
and  Medical  Assistance  Act  of  1973,  has  been 
introduced  by  Senators  Long  (D-La)  and  Ribi- 
coff  (D-Conn)  together  with  13  co-sponsors, 
and  embodies  the  above  features.  The  concept, 
it  would  seem,  has  much  to  recommend  it.  It 
appears  designed  to  help  the  poor  with  most  of 
their  medical  bills,  and  to  help  the  rest  of  us 
obtain  good  coverage  for  our  private  insurance 
dollars.  For  those  failing  to  obtain  private  in- 
surance, or  for  those  unfortunate  enough  to 
run  up  large  medical  obligations,  the  spectre 
of  economic  disaster  would  be  obliterated  by 
the  “catastrophic”  features  of  the  plan.  This 
feature  alone  would  do  much  to  lessen  further 


Possibility 

legislative  pressure  for  a Kennedy-type  (“let 
Uncle  do  it  all”)  health  plan,  I believe. 

Such  a plan  (S  2513)  should  be  acceptable 
to  those  of  us  who  believe  each  citizen  should 
care  for  himself  to  the  extent  of  his  ability,  with 
government  aid  for  only  those  in  need.  We  hear 
much  these  days  of  a “Partnership  for  Health,” 
and  it  is  important  that  all  of  us,  professionals 
and  patients  alike,  understand  the  need  for  us 
all  to  be  involved  in  obtaining  the  health  that 
we  seek.  In  planning,  in  financing,  in  execu- 
tion of  any  health  plan,  the  patient  himself  has 
to  bear  (as  he  always  has  borne)  a major  share 
of  the  responsibility  for  his  own  well-being. 
Although  many  attempts  are  being  made  to 
“sell”  health  as  a political  entity,  none  of  these 
“total”  programs  can  ultimately  succeed.  The 
government  cannot  create  health,  no  matter 
how  severely  it  regulates  physicians.  Physicians 
cannot  create  health,  no  matter  how  shrill  the 
voices  demanding  we  do  so.  Management  can- 
not buy  health  (for  labor),  no  matter  how  sweet 
a contract  is  drawn.  Health  is,  to  a large  extent, 
a matter  determined  by  each  individual.  Any 
attempt  on  his  part  to  shift  that  responsibility 
to  others  (i.e.,  physicians,  government)  is  bound 
to  fail. 

S 2513,  by  assigning  to  the  average  patient 
the  responsibility  for  financing  his  own  health 
care,  recognizes  and  reinforces  a basic  principle 
of  a “Partnership” — that  both  partners  need  to 
contribute,  toward  a common  goal.  Some  flaws 
it  may  have,  but  in  the  light  of  some  of  the 
other  NHI  legislation  currently  proposed,  S 
2513  certainly  merits  our  consideration,  and 
quite  possibly  our  qualified  support. 

WIHj 
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The  Nitroblue  Tetrazolium  Dye  Reduction  Test 


THE  NBT  reduction  test  as  described  in 
the  current  issue  of  The  Journal  is  a 
simply  performed  test  having  as  its  main 
indication  the  differentiation  of  bacterial  in- 
fection from  non-bacterial  diseases.  As  Morse1 
points  out  it  seems  possible  that  any  phenom- 
enon which  will  induce  phagocytosis  or  activa- 
tion of  oxidative  metabolism  by  neutrophils  will 
result,  to  some  degree,  in  an  increased  NBT 
reduction. 

Conversely,  metabolic  abnormalities  interfer- 
ing with  oxidation  metabolism  (chronic  gran- 
ulomatous disease,  severe  glucose-6-phosphate 
dehydrogenase  deficiency,  myeloperoxidase  de- 
ficiency) or  medications  and  chemicals  inter- 
fering with  phagocytosis  or  oxidative  metab- 
olism, will  result  in  a reduced  capacity  of  the 
neutrophil  to  reduce  NBT. 

It  has  been  stated  that  the  NBT  test  in  both 
adults  and  children  has  a greater  capacity  to 
distinguish  bacterial  infection  from  non-bac- 
terial inflammatory  disease  than  such  tradi- 
tional indexes  as  temperature  and  white-cell 


count.  Interpretation  of  the  test  may  be  diffi- 
cult if  the  patient  is  already  on  antibiotic 
therapy  in  that  a negative  result  may  occur 
after  a few  days  of  effective  antibiotic  therapy. 

A not  uncommon  problem  is  the  differentia- 
tion of  the  lymphomata  from  bacterial  infec- 
tion in  instances  of  FUO.  It  has  been  reported 
that  a positive  test  may  be  seen  in  Hodgkin’s 
Disease  rendering  the  test  of  questionable  value 
when  this  problem  exists.  Additional  occasional 
reports  of  positivity  in  acute  hepatitis,  malaria, 
and  systemic  fungal  infection  indicate  that  in- 
terpretation requires  caution  on  the  clinician’s 
part. 

Helpful  modifications  in  the  technical  aspects 
of  the  test  as  presented  by  Raff  and  Brown 
are  of  benefit  to  laboratory  personnel  and 
indirectly  to  the  clinician. 

Edward  J.  Fadell,  M.D. 


1 Morse , Edward  E.:  CCE  Check  Sample  Program  in 
Hematology,  No.  H-62,  (1973),  American  So- 
ciety of  Clinical  Pathologists. 


Notice  To  Contributors 

Members  of  the  Kentucky  Medical  Association  reading  papers  before  other 
organizations  are  asked  to  submit  their  papers  to  The  Journal  for  consideration  by 
the  Editors  for  publication.  Detailed  instructions  to  contributors  appear  in  the 
Scientific  Section  of  The  Journal  under  Manuscript  Memos.  Please  forward  any 
papers  to: 

Charles  C.  Smith,  Jr.,  M.D.,  Scientific  Editor 
The  Journal  of  the  Kentucky  Medical  Association 
3532  Ephraim  McDowell  Drive 
Louisville,  Kentucky  40205 
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ORGANIZATION  SECTION 


KMA  House  Names  Dr.  Gardner, 
Dr.  Payne  to  Top  Offices 

Hoyt  D.  Gardner,  M.D.,  Louisville,  was  named 
KMA  President-Elect  for  the  1973-74  Associational 
year  by  the  House  of  Dele- 
gates at  its  September  19  ses- 
sion. Elected  as  Vice-President 
was  Gabe  A.  Payne,  Jr.,  M.D., 
Hopkinsville. 

KMA  President,  Fred  C. 
Rainey,  M.D.,  Elizabethtown, 
took  the  oath  of  office  during 
the  President’s  Luncheon  on 
September  19.  He  succeeds  Lee 
C.  Hess,  M.D.,  Florence. 

A general  surgeon.  Doctor  Gardner  has  been  very 
active  in  KEMPAC  and  AMPAC,  having  served  as 
Chairman  of  the  Board  of  Directors  of  both  organi- 
zations. He  is  currently  Chairman  for  National  Af- 
fairs of  the  KMA  Legislative  Activities  Committee 
and  was  a member  of  the  Building  Committee  and 
Senior  Day  Committee.  In  addition  to  his  duties 
with  the  Association,  he  is  President  of  the  Medical 
Alumni  Association  at  the  University  of  Louisville. 


Doctor  Gardner 


Doctor  Payne,  a pediatrician,  is  the  immediate 
past  Chairman  of  the  KMA  Judicial  Council.  He 
served  on  the  Board  of  Trustees 
from  the  Third  District  from 
1962  to  1968  and  served  as  its 
Vice-Chairman  in  1962-63.  A 
clinical  instructor  in  pediatrics 
at  Vanderbilt  University,  Doc- 
tor Payne  is  a former  member 
of  the  KMA  Legislative  Ac- 
tivities Committee.  He  is  Vice- 
Chairman  of  the  Pennyrile 
Area  Comprehensive  Health 
Planning  Council  and  a member  of  the  Advisory 
Council  for  Health  Facilities  for  Kentucky. 


Doctor  Payne 


Re-elected  to  two-year  terms  as  Delegates  to  the 
AMA  were  John  C.  Quertermous,  M.D.,  Murray 
and  David  B.  Stevens,  M.D.,  Lexington  and  as 
Alternate  Delegates,  William  W.  Hall,  M.D., 
Owensboro  and  Thomas  L.  Heavern,  Jr.,  M.D.,  High- 
land Heights. 


Drs.  Cassady,  Parks  Assume 
New  Posts  on  KMA  Board 

Ballard  W.  Cassady,  M.D.,  Pikeville,  Fourteenth 
District  Trustee,  was  chosen  as  Chairman  of  the 


KMA  Board  at  its  first  meeting  on  September  20. 
Named  as  Vice-Chairman  was  Paul  J.  Parks,  M.D., 
Bowling  Green. 

A surgeon.  Doctor  Cassady  succeeds  Robert  N. 
McLeod,  Jr.,  M.D.,  Somerset,  as  Board  Chairman. 


Doctor  Cassady  Doctor  Parks 


Doctor  Cassady,  a member  of  the  Board  of  Trustees 
since  1966,  served  as  Vice-Chairman  last  year.  He 
is  currently  the  President  of  the  Kentucky  Chapter, 
American  College  of  Surgeons  and  belongs  to  the 
Kentucky  Surgical  Society  and  the  Southeastern 
Surgical  Association. 

Doctor  Parks,  Trustee  from  the  Sixth  District 
since  1969,  is  in  the  practice  of  internal  medicine. 
He  is  a past  president  of  the  Madison  County  and 
Warren  County  medical  societies  and  is  a past  Chair- 
man of  the  KMA  Coordinating  Commission  on 
Governmental  Medical  Services. 

Newly  elected  to  the  Board  of  Trustees  were  John 
P.  Stewart,  M.D.,  Frankfort,  Seventh  District,  suc- 
ceeding Thomas  P.  Leonard,  Sr.,  M.D.,  Frankfort, 
and  James  L.  Ferrell,  M.D.,  Paris,  Ninth  District, 
succeeding  J.  Campbell  Cantrill,  M.D.,  Georgetown. 

Charles  C.  Kissinger,  M.D.,  Henderson,  Second 
District;  David  A.  Hull,  M.D.,  Lexington,  Tenth 
District;  and  J.  Wesley  Johnson,  M.D.,  Ashland, 
Thirteenth  District,  were  each  re-elected  to  a three- 
year  term  as  Trustee. 

Alternate  Trustees  newly  elected  are:  William  H. 
Keller,  M.D.,  Frankfort,  Seventh  District,  and  Don 
R.  Stephens,  M.D.,  Cynthiana,  Ninth  District. 

Re-elected  as  Alternate  Trustees  were  Kenneth  M. 
Eblen,  M.D.,  Henderson,  Second  District;  Irving  F. 
Kanner,  M.D.,  Lexington,  Tenth  District;  and 
Arthur  B.  Richards,  M.D.,  Louisa,  Thirteenth  District. 
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Without , 

equal 


Without  the  CIBA  COLLECTION  OF  MEDICAL 
ILLUSTRATIONS  your  reference  library  is  incomplete 

Because  the  CIBA  COLLECTION  contains 
1 ,584  definitive  illustrations  by 
Frank  H.  Netter,  M.D. 

Because  the  CIBA  COLLECTION 
systematically  portrays  human  anatomy, 
pathophysiology,  and  clinical  medicine 
Because  the  CIBA  COLLECTION 
utilizes  a highly  visual  approach  to 
make  complex  subjects  easily 
understood  and  readily  committed 
to  memory 

Isn’t  it  time  you  completed 
your  reference  library? 


we 


Order  your  set  of  the  CIBA  COLLECTION  now  and 
show  you  another  side  of  Dr.  Netter  s art 
To  commemorate  the  25th 
anniversary  of  the  COLLECTION  s 
publication,  we  ll  send  you.  free, 
four  full-color.  18x24-inch. 
suitable-for-framing  reproductions 
of  nonmedical  Netter  paintings. 


CIBA  PHARMACEUTICAL  COMPANY 
POST  OFFICE  BOX  1340 
NEWARK,  NEW  JERSEY  07101' 


. sets  of 


Send  me 


THE  CIBA  COLLECTION  OF  MEDICAL 


% Enclosed  find  my  check 

%%  (money  order)  in  the  amount  of 

(Make  checks  or 


money  orders  payable  to  CIBA. 
Summit,  N.J.  Do  Not  Send  Cash!) 

P/5139-SJG 


I Address 


/ State 


i Zip 

i — 

• 

* ‘For  U S residents  only. 

In  other  countries,  please  direct  inquiries 


to  the  nearest  CIBA  office 


I 

I 
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irritable  colon  and  the  diarrheal 


irritations  of 


ay  are  often 


in  his  gut. 


The  causes 

symptoms  that  often  accompany  it  can  be  as  di- 
verse as  the  systemic  and  emotional  irritations 
man  is  faced  with  daily. 

Although  the  mucoid  nature  of  stools  and  the 
occurrence  of  diarrheal  episodes  coincident  with 
times  of  emotional  stress  may  be  valuable  clues 
to  the  functional  nature  of  the  disorder,  irritable 
Ion  must  often  be  diagnosed  by  exclusion, 
diagnostic  exploration  takes  time.  Discov- 
of  the  nature  of  any  emotional  problems  may 
more.  During  that  time,  Lomotil'  is  an  ideal 
for  controlling  diarrheal  symptoms. 
Lomotil  tablets  are  small,  easy  to  carry  and 
to  take.  They  act  promptly  and  effectively. 
Secondary  effects  are  relatively  infrequent  and, 
once  the  first  force  of  the  diarrhea  is  controlled, 
maintenance  is  frequently  effective  on  as  little 
as  one  fourth  of  the  initial  dosage. 

These  same  characteristics  make  Lomotil 
useful  in  controlling  the  diarrhea  associated  with 
gastroenteritis,  antibiotic  therapy  and  acute 
infections. 


t 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5 ml.  of  liquid  contain: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur ; treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalline®  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCl  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage.  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose.  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary. assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg.  of  diphenoxylate  HCI  and  0.025  mg.  of  atropine 
sulfate  per  5 ml.  A plastic  dropper  calibrated  in  in- 
crements of  Vz  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz.  bottle  of  Lomotil  liquid. 


takes  care  of  the  gut  issue 
in  irritable  colon 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 
Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications— Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactlons-Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover"  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  305432 


Give  us  her  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  her  a 
good  night’s  sleep. 

Insomnia  is  often  suffered  by  the  elderly.  Anxiety 
and  agitation  might  be  the  cause.  Or  the  effect. 

In  time  that  can  be  determined.  But  tonight  one  fact 
is  painfully  clear:  she  needs  sleep. 

When  sleep  is  synonymous  with  therapy, 
remember . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years.  • 

Placidyl®  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 


Dr.  Clardy,  Mr.  Koon  Honored 
At  KMA  President’s  Luncheon 

Delmas  M.  Clardy,  M.D.,  Hopkinsville,  and  John 
W.  Koon,  Louisville,  were  recipients  of  the  1973 
KMA  awards.  Doctor  Clardy  was  presented  the  Dis- 
tinguished Service  Award  and  Mr.  Koon,  the  Kentucky 
Medical  Association  Award,  at  the  President’s  Lunch- 
eon, September  19.  Richard  F.  Grise,  M.D.,  Bowling 
Green,  Chairman  of  the  Awards  Committee,  made 
the  presentations. 

Honored  for  his  “outstanding  and  dedicated  service 
to  the  medical  profession  and  this  Association,” 
Doctor  Clardy,  a surgeon,  has  been  an  active  member 
of  KMA  since  1934.  He  served  as  a Trustee  from 
the  Third  District  for  six  years,  as  KMA  Treasurer 
for  five  years,  and  as  President  of  the  Association  in 
1964-65.  Doctor  Clardy  is  at  present  serving  on  the 
Board  of  Directors  of  Kentucky  Physicians  Mutual, 
Inc.,  as  its  Vice-Chairman. 

Mr.  Koon,  honored  for  his  accomplishments  in  the 
field  of  health  as  a layman,  has  been  Executive  Sec- 
retary of  the  Kentucky  Farm  Bureau  Federation  since 
1955.  Active  in  various  civic  organizations,  Mr.  Koon 
is  also  a member  of  the  KPM  Board  of  Directors  and 
serves  on  the  Comprehensive  Health  Planning  Council. 
He  supports  KMA  in  several  functions,  including 
membership  on  the  Board  of  Trustees  of  the  Rural 
Kentucky  Medical  Scholarship  Fund. 

In  addition  to  the  awards  presentations,  the  Presi- 
dent’s Luncheon  featured  a humorous  address  on  the 
functions  of  the  United  States  Pharmacopeial  Con- 
vention by  Mr.  Robert  H.  Henry,  U.S.P.  Director  of 
Professional  Affairs. 

Robert  N.  McLeod,  Jr.,  M.D.,  Somerset,  Chairman 
of  the  Board  of  Trustees,  administered  the  oath  of 
office  to  Fred  C.  Rainey,  M.D.,  Elizabethtown,  KMA 
President. 

Auxiliary  Elects  Mrs.  McElvein, 
Installs  Mrs.  Pearson 

Mrs.  Richard  B.  McElvein,  Lexington,  was  chosen 
as  President-Elect  of  the  Woman’s  Auxiliary  to  KMA, 
during  the  Annual  Convention  of  that  organization 
September  17-19  in  Louisville.  Installed  as  President 
for  the  1973-74  Associational  year  was  Mrs.  William 
E.  Pearson,  Owensboro.  Mrs.  Pearson  succeeds  Mrs. 
George  Schafer,  Louisville,  who  presided  at  the  meet- 
ing. 

Other  new  officers  of  the  Auxiliary  for  the  up- 
coming year  are:  Third  Vice-President,  Mrs.  Tom 
Hall,  Bowling  Green;  Corresponding  Secretary,  Mrs. 
Kenneth  Westerfield,  Owensboro;  and  Parliamentar- 
ian, Mrs.  J.  Murray  Kinsman,  Louisville. 

1974  Nominating  Committee 
Elected  by  Delegates 

Members  of  the  KMA  House  of  Delegates  elected 
five  physicians  to  serve  on  the  1974  Nominating 


Fred  C.  Rainey,  M.D.,  (right),  KMA  President,  shakes  hands 
with  Governor  Wendell  H.  Ford  in  Frankfort  at  the  onset 
of  the  three-day  Kentucky  Chamber  of  Commerce  Governor’s 
Tour  through  Eastern  Kentucky.  Doctor  Rainey  and  Mr. 
Robert  G.  Cox,  Executive  Director  of  KMA,  represented 
the  Association  on  the  annual  tour. 


Committee  at  its  final  session  September  19.  This 
committee  is  responsible  for  presenting  a slate  of 
candidates  for  all  elective  offices  within  the  structure 
of  the  Kentucky  Medical  Association  to  the  House 
of  Delegates  at  the  1974  Annual  Meeting. 

The  committee  members  chosen  were:  Leslie  W. 
Blakey,  M.D.,  Lexington;  Peter  P.  Bosomworth, 
M.D.,  Lexington;  W.  Neville  Caudill,  M.D.,  Louis- 
ville; Wyatt  Norvell,  M.D.,  New  Castle;  and  Jim 
B.  Tolliver,  M.D.,  Whitesburg. 

1973  KMA  Orientation  Program 
Attended  by  17  Physicians 

Seventeen  physicians  attended  the  14th  KMA 
Orientation  Program  held  September  19  during  the 
1973  KMA  Annual  Meeting,  according  to  Wyatt 
Norvell,  M.D.,  New  Castle,  Chairman  of  the  KMA 
Orientation  Committee. 

Held  on  a voluntary  basis  for  the  second  time, 
the  program  included  a slide  presentation  and  a 
question  and  answer  period.  Physicians  who  attended 
the  1973  session  are  listed  below. 

Joseph  D.  Alter,  M.D.,  Louisville 
Philip  R.  Curd,  M.D.,  McKee 
Jorge  Garrastazu,  M.D.,  Greenville 
Jerry  L.  Gibbs,  M.D.,  Bowling  Green 
Muharrem  Gultekin,  M.D.,  Louisville 
Robert  D.  Hendren,  M.D.,  Lebanon  Junction 
Nicholas  R.  Jurich,  M.D.,  Prestonsburg 
Upen  J.  Kharod,  M.D.,  Louisville 
Suk  Kyung  Koh,  M.D.,  Springfield 
Irfan  Kucukcetin,  M.D.,  Louisville 
John  D.  McGavic,  M.D.,  Louisville 
B.  Gary  Marquardf,  M.D.,  Louisville 
Cecil  D.  Martin,  M.D.,  Carrollton 
Robert  W.  Morrissey,  M.D.,  Louisville 
Joseph  L.  Thompson,  M.D.,  Louisville 
Gerald  Verdi,  M.D.,  Louisville 
David  Winkle,  M.D.,  New  Castle 
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Delegates’  Actions  on  44  Reports  and  17  Resolutions 
Summarized  for  1973  KMA  Annual  Meeting 


The  House  of  Delegates  of  KMA  reviewed  and 
took  action  on  44  reports  and  17  resolutions  submitted 
to  them  at  this  year’s  Annual  Meeting,  September 
18-20.  Reference  committees  heard  testimony  on  the 
reports  and  resolutions  on  Monday,  September  17 
and  the  House  took  final  action  on  Wednesday, 
September  19. 

Some  of  the  actions  taken  are  as  follows: 

Abortion  Guidelines.  The  reference  committee 
studied  a resolution  from  the  Board  of  Trustees  and 
from  the  Campbell-Kenton  County  Medical  So- 
ciety and  a substitute  resolution  was  introduced 
which  provided  that  KMA  is  in  no  way  to  be  con- 
strued as  implementing,  condoning  or  approving 
abortions  at  any  state  of  unborn  human  develop- 
ment, but  wanted  to  express  the  determinations  of 
the  House  of  Delegates  to  provide  protection  for 
the  life  of  the  unborn  child  whenever  possible.  A 
report  addressing  itself  to  medical  guidelines  was 
also  approved. 

Professional  Standards  Review  Organization.  Much 
attention  was  directed  to  PSRO’s,  and  a resolution 
was  approved  supporting  a statewide  PSRO  concept 
for  Kentucky  and  authorizing  the  Foundation,  or- 
ganized by  KMA,  to  enter  into  a provisional  con- 
tractual agreement  to  serve  PSRO  purposes.  The 
resolution  also  asked  that  the  public  and  legislators 
be  informed  of  the  potential  deleterious  effects  of  the 
law  and  requested  that  Congress  repeal  it. 

Continuing  Education.  Mandatory  aspects  of  con- 
tinuing education  are  being  studied  while  the  House 
requested  establishing  a system  for  accrediting  re- 
gional educational  centers  this  year  and  to  seek 
AM  A accreditation  for  the  system. 


Spring  Meeting  of  the  House  of  Delegates.  The 
Fayette  County  Medical  Society  submitted  a resolu- 
tion urging  a spring  meeting  of  the  House  of  Dele- 
gates. It  was  felt  that  such  considerations  as  the  cost 
factor,  attendance,  etc.,  would  be  significant  potential 
problems.  The  House  approved  referral  of  the  reso- 
lution to  the  Interim  Meeting  Study  Committee  for 
further  discussion. 

Legal  Trust  Fund.  The  House  of  Delegates  voted 
to  set  up  a legal  trust  fund  by  assessing  each  KMA 
member  $3  per  year  which  would  “support  the  legal 
efforts  of  any  active  KMA  member  to  effect  change 
of  or  gain  redress  from  legislation,  governmental 
regulations  or  ‘third  party’  policies  which,  subject  to 
the  stipulations  below,  adversely  affect  the  practice 
of  medicine,  patient  protection  or  physicians’  rights 
either  as  individuals  or  professionals.  . . .” 

Interns  and  Residents.  The  Jefferson  County 
Medical  Society  submitted  a resolution  regarding 
representation  in  the  House  of  Delegates  for  residents 
and  interns.  The  reference  committee  recommended 
a substitute  resolved  be  added  which  read  as  follows: 
“Be  it  resolved  that  the  KMA  and  component 
societies  develop  recommendations  for  the  appropriate 
role  and  opportunity  for  students,  interns  and  resi- 
dents in  the  organizations  following  consultation 
with  representatives  for  these  groups.”  The  House 
of  Delegates  instructed  the  Board  of  Trustees  to 
bring  recommendations  on  this  matter  to  the  1974 
meeting  of  the  House. 

This  is  a very  brief  summary  of  some  of  the 
actions  taken  during  the  1973  Annual  Meeting.  All 
of  the  reports  and  resolutions  acted  upon  by  the 
KMA  House  of  Delegates  will  be  published  in  the 
December  issue  of  The  Journal. 


Board  members  pose  with  guest  speakers  following  the  annual  KEMPAC  Seminar  on  Monday  evening,  September  17.  Pictured 
from  left  to  right  are:  Cecil  L.  Grumbles,  M.D.,  Louisville,  KEMPAC  Treasurer;  Lee  C.  Hess,  M.D.,  Florence,  Immediate 
Past  President  of  KMA;  Mark  Russell,  Washington,  D.C.,  entertainer;  Mrs.  Hoyt  D.  Gardner,  Louisville,  KEMPAC  Vice- 
Chairman;  Carl  Cooper,  Jr.,  M.D.,  Bedford,  KEMPAC  Chairman;  Mrs.  William  E.  Pearson,  Owensboro,  KEMPAC  Secretary;  and 
Bennett  L.  Crowder,  II,  M.D.,  Hopkinsville,  Assistant  Treasurer  of  KEMPAC. 


752 


m 


Our  skin— the  human  integument 
—covers  us,  defines  us,  protects 
us.  But  skin  is  subject  to  cuts, 
burns,  abrasions.  And  infections. 
Neosporin  Ointment  fights 
infection  by  providing  broad 
antibacterial  action  against  sus- 
ceptible skin  invaders.  It  contains 
antibiotics  that  are  rarely  used 
systemically,  reducing  the  risk 
of  sensitization. 


INPlCATtONS:Tfferapeut7ca</y>,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible 
. organisms,  asjn:  • infected  bums,  skin  grafts,  surgfcal  incisions,  otitis  externa 
• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia) 
• secondarily  infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 
• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 


Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination 
in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts  and 
wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 

permit  wound  healing. 


CONTRAINDICATIONS:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  perforated. 
This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensitivity 

to  any  of  the  components. 


PRECAUTION:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken 
if  this  occurs.  Articles  in  the  current  medical  literature  indicate  an  increase  in  the  prevalence 
of  persons  allergic  to  neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 


Ointment 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate 
5,000  units;  zinc  bacitracin  400  units;  neomycin  sulfate  5 mg. 
(equivalent  to  3.5  mg.  neomycin  base);  special  white  petrolatum 
q.s.  In  tubes  of  1 oz.  and  V4  oz.  and  oz.  (approx.)  foil  packets. 
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Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Progress  in 


In  these  illustrations  of  tissue 
from  a patient  with  acute  cystitis, 
you  can  see  the  swollen  and  in- 
flamed mucosa  of  the  ureteral  ori- 
fice (50X),  a fibrin  strand  (300X), 
and  a whitish  exudate  composed  of 
polymorphonuclear  leukocytes 
(1000X  and  3000X).  The  photo- 
graphs were  taken  with  the  scanning 
electron  microscope  (SEM)  by  Dr. 
Shirley  Siew,  Associate  Professor  of 
Pathology  at  the  University  of  Pitts- 
burgh School  of  Medicine.  They 
come  from  the  clinical  exhibit  “Scan- 
ning Electron  Microscopy  of  Urinary 
T ract  Infection,”  which  won  first 
prize  in  Clinical  Research  at  the 
May  1972  meeting  of  the  American 
Urological  Association. 

The  scanning  electron  micro- 
scope promises  to  be  extremely  use- 
ful in  its  investigation  of  human 
pathology.  In  time,  examination  of 
tissue  with  the  SEM  is  likely  to  play 
a significant  role  in  the  diagnosis  of 
urinary  tract  infection. 


References:  1.  Bran,  J.  L.;  Karl,  D.  M.,  and 
Kaye,  D.:  Clin.  Pharmacol.  Ther.,  12: 525, 
1971.  2.  Burke,  E.  C.,  and  Stickler,  G.  B.: 
Mayo  Clin.  Proc.,  44: 318,  1969.  3.  Hibbard, 
L.  T.,  in  Bulger,  M.  J.,  et  at.:  Patient  Care, 
i:( 3)  47,  1967.  4.  Holloway,  W.  J.;  Furlong, 
J.  H.,  and  Scott,  E.  G.:  J.  Urol.,  102: 249, 
1969.  5.  House,  T.  E.,  et  al.:  Obstet.  Gyne- 
col., 34: 670,  1969.  6.  Lampe,  W.  T.:  J.  Am. 
Geriatr.  Soc.,  16:798,  1968.  7.  Moffat,  N.  A., 
and  Wenzel,  F.  J.:  Curr.  Ther.  Res.,  13: 286, 
1971.  8.  Normand,  I.  C.  S.:  Practitioner, 

204: 91,  1970.  9.  Pryles,  C.  V.:  Med.  Clin. 
North  Am.,  54:1077,  1970.  10.  Seneca,  H.; 
Peer,  P.,  and  Warren,  B.:  J.  Urol.,  99:337, 
1968.  11.  Trafton,  H.  M.,  and  Lind,  H.  E.: 
J.Urol.,  101: 392,  1969.  12.  Cohen,  M.r 
Pediatrics,  50:271,  1972. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Nonobstructed  urinary  tract 
infections  (mainly  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms. 

IMPORTANT  NOTE:  In  vitro  sensitivity 
tests  not  always  reliable;  must  be  coordi- 
nated with  bacteriological  and  clinical 
response.  Add  aminobenzoic  acid  to 
follow-up  culture  media.  Increasing 
frequency  of  resistant  organisms  limits 
usefulness  of  antibacterial  agents, 
especially  in  chronic  and  recurrent 
urinary  infections.  Maximum  safe  total 
sulfonamide  blood  level,  20  mg/ 100  ml; 


A note  on  the  photography: 

These  photographs  were  made  by  the  scan- 
ning electron  microscope,  which,  like  the 
transmission  electron  microscope,  operates 
on  the  basic  principle  of  exposure  of  tissue 
to  a beam  of  electrons  in  a vacuum.  With 
the  SEM,  electrons  bombard  the  surface 
of  tissue  which  has  been  given  a fine  coat- 
ing of  gold.  The  electrons  reflect  off  the 
tissue  onto  a television  screen,  and  the 
resulting  photograph  shows  a three-dimen- 
sional effect.  The  tissue  sections  need  not 
be  ultrathin,  so  there  is  a minimum  of 
handling  and  distortion. 

Just  as  much  an  instrument 
of  progress  and  just  as  helpful  in  its 
way  has  been  Gantrisin  (sulfisoxa- 
zole)  Roche,  developed  and  intro- 
duced a generation  ago.  However, 
there’s  been  no  generation  gap  over  3 
its  continuing  usefulness.  In  fact, 
Gantrisin,  with  so  many  years  of 
clinical  experience  behind  it,  is 
still  one  of  the  most  valuable  drugs  i 
we  have  for  the  treatment  of  non- 
obstructed cystitis,  pyelitis  or  pye- 
lonephritis due  to  susceptible 
organisms  such  as  £.  coli.  Specifi- 
cally, Gantrisin  provides  your  patient: 
with  certain  important  therapeutic 
advantages: 


measure  levels  as  variations  may  occur. 
Contraindications:  Hypersensitivity  to 
sulfonamides:  infants  less  than  2 
months  of  age;  pregnancy  at  term  and 
during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  estat 
lished.  Do  not  use  for  Group  A beta-hem 
lytic  streptococcal  infections,  as  sequel 
(rheumatic  fever,  glomerulonephritis) 
are  not  prevented.  Deaths  reported  frorr 
hypersensitivity  reactions,  agranulocy- 
tosis, aplastic  anemia  and  other  blood 
dyscrasias.  Sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  be  early  indi- 
cations of  serious  blood  disorders.  CBC 
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acute  cystitis: 


Treatment 


high  urinary  levels  As  a urinary  anti- 
bacterial, Gantrisin  (sulfisoxazole) 
offers  your  patients  important  ad- 
vantages. Therapeutic  urinary  and 
plasma  concentrations  are  usually 
reached  in  from  2 to  3 hours  and  can 
be  maintained  on  the  recommended 
4 to  8 Gm  / day  dosage  schedule  that’s 
' convenient  for  almost  all  patients, 
generally  good  tolerance  Gantrisin 
causes  relatively  few  undesirable 
reactions,  and  serious  toxic  reac- 
tions are  rare.  Minor  reactions  are 
comparatively  infrequent,  but  may 
include  nausea,  headache  and  vomit- 
ing. Hence,  Gantrisin  may  usually 
be  given  even  for  extended  periods 
when  treating  chronic  or  recurrent 

Inonobstructed  cystitis,  pyelitis  or 
pyelonephritis  due  to  E.  coli  and 
other  susceptible  organisms.  (See 
Important  Note  in  summary  of  prod- 


uct information.)  Complete  blood 
counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be 
performed  frequently, 
high  solubility  Gantrisin  (sulfisox- 
azole) Roche  is  one  of  the  most 
soluble  of  all  sulfonamides,  with  both 
free  and  acetylated  forms  highly 
soluble  in  the  commonly  encoun- 
tered urinary  pH  range  of  5.5  to  6.5. 
Urine  levels  have  been  detected  in 


60  minutes;  therapeutic  levels  are 
usually  reached  in  from  2 to  3 hours. 
About  90%  of  a single  dose  is  ex- 
creted in  24  to  48  hours.  As  with  all 
sulfonamides,  adequate  fluid  intake 
must  be  maintained, 
economy  Average  cost  of  therapy  is 
still  only  about  6V2C  per  tablet, 
total  therapy:  14  days  Recent  evi- 
dence in  the  medical  literature 
suggests  that  therapy  in  acute  non- 
obstructed  urinary  tract  infections 
should  be  continued  for  10  to  14 
days  even  if  patients  become  asymp- 
tomatic in  2 or  3 days,  as  they  often 
do.1'11  However,  one  investigator, 
evaluating  a 5-year  study  of  sulfi- 
soxazole used  to  treat  urinary  tract 
infection  in  368  girls,  found  no 
advantage  in  continuing  therapy 
more  than  two  weeks  for  a first 
infection.12 


For  acute,  chronic  or  recurrent  nonobstructed  cystitis,  pyelitis, 
or  pyelonephritis  due  to  susceptible  organisms... 


sulfisoxazole/ Roche“ 

Usual  adult  dosage:  4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


ixamination  should  be  performed  fre- 
quently. 

‘recautions:  Use  cautiously  in  patients 
vith  impaired  renal  or  hepatic  function, 
evere  allergy  or  bronchial  asthma, 
femolysis,  frequently  dose-related,  may 
,ccur  in  glucose-6-phosphate  dehydro- 
;enase-deficient  patients.  Maintain 
dequate  fluid  intake  to  prevent  crystal- 
jria  and  stone  formation, 
idverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  throm- 
locytopenia,  leukopenia,  hemolytic  ane- 
nia,  purpura,  hypoprothrombinemia  and 
nethemoglobinemia;  Allergic  reactions: 
.rythema  multiforme  (Stevens-Johnson 


syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema, 
conjunctival  and  scleral  injection,  photo- 
sensitization, arthralgia  and  allergic  myo- 
carditis; Gastrointestinal  reactions:  Nau- 
sea, emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stoma- 
titis; C.N.S.  reactions:  Headache,  periph- 
eral neuritis,  mental  depression,  convul- 
sions, ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia;  Miscellaneous  reactions: 
Drug  fever,  chills  and  toxic  nephrosis  with 
oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred.  Due 


to  certain  chemical  similarities  with  some 
goitrogens,  diuretics  (acetazolamide,  thia- 
zides) and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of 
goiter  production,  diuresis  and  hypogly- 
cemia as  well  as  thyroid  malignancies  in 
rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may 
exist. 

Supplied:  Tablets  containing  0.5  Gm 
sulfisoxazole. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 
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Guests  and  Speakers  Praise  ACS  Awards  Fellowships 

1973  KMA  Annual  Meeting  To  23  Ky.  Surgeons 


“This  is  simply  a note  to  tell  you  how  much  I 
enjoyed  the  privilege  of  being  on  your  program  at 
your  meeting  of  the  Kentucky  Medical  Association. 

Jack  Wickstrom,  M.D. 
Professor  of  Surgery 
Tulane  University  School  of  Medicine 
New  Orleans,  Louisiana 

“I  greatly  enjoyed  my  visit  at  your  recent  meeting 
in  Louisville.  I feel  there  is  much  great  mutual  bene- 
fit to  be  gained  by  our  organizations  through  the 
continued  exchange  of  ideas  by  these  visitations.” 

A.  Thomas  McCoy,  M.D. 

President 

1 Vest  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

“I  thoroughly  enjoyed  talking  to  your  fine  audience, 
and  was  very  much  pleased  with  their  and  your 
hospitality  and  friendliness.” 

Roscoe  E.  Miller,  M.D. 

Professor  of  Radiology 
Indiana  University  School  of  Medicine 
Indianapolis,  Indiana 

“I  want  to  tell  you  how  much  I enjoyed  the  ‘bang 
up’  meeting  that  you  all  put  on.  I enjoyed  the 
scientific  program,  attending  several  of  these,  as  well 
as  enjoying  the  appearance  before  the  general  ses- 
sion. It  was  indeed  a rare  treat  to  be  associated  with 
such  wonderful  people.” 

James  Lewis  Pipkin,  M.D. 

Clinical  Professor  of  Dermatology 
University  of  Texas  Medical  School 
San  Antonio,  Texas 


Twenty-three  Kentucky  surgeons  were  among  the 
1,675  physicians  inducted  as  new  Fellows  of  the 
American  College  of  Surgeons  during  the  Annual 
Clinical  Congress  of  the  group  held  last  month.  This 
was  the  largest  number  of  surgeons  ever  to  be  in- 
ducted in  the  history  of  the  College. 

The  Fellowship  degree  is  awarded  to  those  sur- 
geons who  fulfill  comprehensive  requirements  of  ac- 
ceptable medical  education  and  advanced  training  as 
specialists  in  one  of  the  branches  of  surgery,  and  who 
give  evidence  of  good  moral  character  and  ethical 
practice. 

Those  receiving  this  distinction  from  Kentucky  are: 

Waheed  Ahmad,  M.D.,  Louisville 
William  G.  Begley,  II,  M.D.,  Bowling  Green 
Wilbur  C.  Blount,  M.D.,  Lexington 
W.  Michael  Bryant,  M.D,  Lexington 
Bennett  L.  Crowder,  II,  M.D.,  Hopkinsville 
Charles  K.  Davis,  Jr.,  M.D.,  Paducah 
John  E.  Downing,  M.D.,  Bowling  Green 
Edward  C.  Graves,  M.D.,  Louisville 
Patrick  F.  Hagihara,  M.D.,  Lexington 
Jeff  Johnson,  M.D.,  Paducah 
Carl  W.  Liebert,  Jr.,  M.D.,  Louisville 
Willis  P.  McKee,  Jr.,  M.D.,  Frankfort 
William  J.  Mersch,  M.D.,  Covington 
William  T.  Moore,  M.D.,  Bowling  Green 
Jagdish  Patil,  M.D.,  Lexington 
R.  Herman  Playforth,  M.D.,  Lexington 
John  A.  Reeves,  M.D.,  Erlanger 
Jim  L.  Rogers,  M.D.,  Madisonville 
Sheldon  B.  Schiller,  M.D.,  Louisville 
A.  Bert  Sparrow,  M.D.,  Louisville 
Joseph  T.  Walls,  M.D.,  Hopkinsville 
Bruce  R.  Wolff,  M.D.,  Morehead 
John  Wright,  M.D.,  Elizabethtown 


Have  You  Moved  Recently? 

Please  send  any  change  of  address  to  The  Journal  of  the  Kentucky  Medical 
Association,  3532  Ephraim  McDowell  Drive,  Louisville,  Kentucky  40205.  We 
need  your  help  in  keeping  our  mailing  list  up  to  date.  You  are  our  best  source  of 
information. 
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Annual  Meeting  Highlights  — President's  Luncheon 


KMA  President,  Fred  C.  Rainey,  M.D.,  Elizabethtown,  as  his 
first  official  duty,  presents  outgoing  President  Lee  C.  Hess, 
M.D.,  Florence,  a plaque  for  his  distinguished  service  to 
the  Association. 


Mr.  Robert  H.  Henry,  Director  of  Professional  Affairs  of  the 
United  States  Pharmacopeial  Convention,  Inc.,  entertained 
some  300  physicians  and  guests  at  the  President’s  Lunch- 
eon, September  1 9. 


And  Then — 

House  of  Delegates  Meeting 


Hoyt  D.  Gardner,  M.D.,  Louisville,  KMA  President-Elect, 
(left)  is  congratulated  by  Leslie  W.  Blakey,  M.D.,  Lexing- 
ton, (right)  as  he  makes  his  way  to  the  speaker’s  podium 
upon  his  election  at  the  second  session  of  the  House  of 
Delegates,  September  19. 
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KMA  presidents — past,  present  and  future get  together 

after  the  President’s  Luncheon  on  September  19.  They  are 
(left  to  right):  Hoyt  D.  Gardner,  M.D.,  Louisville,  President- 
Elect;  Fred  C.  Rainey,  M.D.,  Elizabethtown,  President;  and 
Lee  C.  Hess,  M.D.,  Florence,  Immediate  Past  President. 


Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman  of  the 
Awards  Committee  (center)  congratulates  the  1973  recipi- 
ents after  the  President's  Luncheon,  September  19.  The  Dis- 
tinguished Service  Award  was  presented  to  Delmas  M. 
Clardy,  M.D.,  Hopkinsville,  (left)  and  John  W.  Koon, 
Louisville,  (right)  received  the  Kentucky  Medical  Associa- 
tion Award. 
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Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored.  J in 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia,  an 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness,  Si 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia;  ; fa 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live  tin 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions  - k 


Tfel[i)D©GS500  mg 

Mintezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 ml,  in 
bottles  of  120  ml. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

lVz 

100 

1.0 

2 

125 

1.25 

2V2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/ kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 
Dobme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


Was  Your  Delegate  Present? 
ROLL  CALL  — 
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ALTERNATE  TRUSTEES 

District 

First 

Keith  E.  Ellis 

Seoond 
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John  S.  Harter 

Present 

Past  President 
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Present 

HANCOCK 

John  S.  Oldham 
Marilyn  S.  Sanders 
B.  Presley  Smith 

Present 

Present 

Present 

Present 

HENDERSON 

Kenneth  Eblen 

Present 

Present 

MdLEAN 

John  McClellan 
E.  S.  Coleman 

Present 

Present 

OHIO 

Robert  E.  Norsworthy 

Present 

UNION 

Wallas  N.  Bell 

Present 

Present 

CRITTENDEN 

Third  District 

R M.  Brandon 

HOPKINS 

James  Gulley 

Present 

Present 

Kenneth  P Haywood 

Present 

Present 

LYON 

Mort  H Moseley 

PENNYRILE  MULTI-COUNTY  SOCIETY 
CALDWELL  Nathaniel  Talley 

Present 

Present 

CHRISTIAN 

Frank  Pitzer 

Present 

Present 

Carl  B Caplinger 

Present 

Present 

MUHLENBERG 

Ronilo  D.  Diaz 

Present 

TODD 

Henry  R Bell 

Present 

Present 

TRIGG 

W.  N.  Richardson 

Present 

Present 

BRECKINRIDGE 

Fourth  District 

Earl  S.  Buchele 

Present 

BULLITT 

J W.  Roney 

Present 

Present 

GRAYSON 

Victor  F.  Duvall 

Present 

Present 

GREEN 

George  Cheatham 

Present 

Present 

HARDIN 

Larry  Hall 

Present 

Present 

Terrell  Mays 

Present 

Present 

HART 

George  Boeckmann 

Present 

Present 

LARUE 

Marion  A.  Douglas,  Jr. 

Present 

MARION 

Nelson  D.  Widmer 

Present 

MEADE 

NELSON 

Christopher  Harrison 

Present 

Present 

TAYLOR 

Forest  F.  Shely 

Present 

Present 

WASHINGTON 

Dixie  Snider 

Present 

JEFFERSON 

Fifth  District 

John  D.  Allen,  Jr. 

Present 

Present 

James  R.  Barnes 

Present 

Present 

David  H Bizot 

Present 

Present 

Alan  M.  Bornstein 

Present 

McHenry  S.  Brewer 

Present 

Glenn  W.  Bryant 

Present 

Present 

William  C.  Buschmeyer 

Present 

(Alt.) 

W.  Neville  Caudill 

Present 

Present 

Alvin  M.  Churney 

Present 

Present 

Eugene  H.  Conner 

Present 

John  H.  Doyle 

Present 

Present 

Andrievs  J.  Dzenitis 

Present 

Harold  Eskind 

Present 

Present 

Richard  F.  Greathouse 

Present 

Present 

Edward  M.  Haick 

Present 

Harold  Haller 

Present 

Present 

Eugene  H.  Kremer,  III 

Present 

Present 

Robert  L.  McClendon 

Present 

Present 

Clyde  T.  Moore 

Present 

Present 

David  Neustadt 

Present 

Present 

Charles  R.  Oberst 

Present 

William  T.  Oliver 

Present 

Present 

Robert  G.  Overstreet 

Present 

Present 

Clinton  R.  Potts 

Present 

James  F.  Rice 

Present 

Present 

W.  Fielding  Rubel 

Present 

Present 

William  J.  Sandman,  Jr. 

Present 

Present 

Robert  P.  Schiavone 

Present 

Present 

David  Shipp 

Present 

Present 

Robert  S.  Tillett  (Alt.) 

Present 

David  Townes 

Present 

Present 

W.  P.  VonderHaar 

Present 

Present 

(Alt.) 

Ralph  E.  Whitehead 

Present 

Lloyd  G.  Yopp 

Present 

Present 

Sixth  District 


ADAIR 

George  O.  Nell 

Present 

ALLEN 

Earl  P.  Oliver 

Present 

Present 

BARREN 

Daryl  P.  Harvey 

Present 

Present 

BUTLER 

Richard  T.  C.  Wan 

CUMBERLAND 

EDMONSON 

Joseph  Schickel 

Present 

LOGAN 

C.  V.  Dodson 

Present 

Present 

METCALFE 

L.  P.  Emberton 

MONROE 

James  R.  Head 

SUMPSON 

L.  F.  Beasley 

Present 

Present 

WARREN 

Keith  Coverdale 
Nelson  B.  Rue 
Gerald  E.  Sullivan 

Present 

Present 

Present 

Present 

Present 

Seventh  District 


ANDERSON 

CARROLL 

Donald  F.  Roney 

Present 

FRANKLIN 

William  H.  Keller 

Present 

Present 

O.  M.  Patrick  (Alt.) 

Present 

Present 

GALLATIN 

John  D.  Fielding 

Present 

Present 

GRANT 

Dari  B.  Shipp 

Present 

Present 

HENRY 

Wyatt  Norvell 

Present 

Present 

OLDHAM 

John  H Leland 

Present 

Present 

OWEN 

O.  A.  Cull 

SHELBY 

Willis  P.  McKee 

Present 

Present 

SPENCER 

W.  K.  Skaggs 

TRIMBLE 

Carl  Cooper,  Jr. 

Present 

Present 

The  information  in  the  Roll  Call  was  taken  from  the 
attendance  record  cards  signed  by  the  delegates  prior 
to  the  meetings  of  the  House,  September  17  and  19. 
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BOONE 

Eighth  District 

William  R.  Yates 

Present 

Present 

CAMPBELL- 

Charles  D Eversole 

Present 

Present 

KENTON 

Ronald  G.  Fragge 

Present 

Alfred  A.  Jacobs 

Present 

Present 

Robert  K.  Johnson 

Richard  Menke  (Alt.) 

Present 

Present 

Robert  W.  O'Conner 

Present 

Present 

Robert  E.  Smith 

Present 

Present 

Fred  Stine  (Alt.) 

Present 

Jerry  C.  Sutkamp 

Present 

Present 

BATH 

BOURBON 

Ninth  District 

James  L.  Ferrell 

Present 

Present 

BRACKEN 

J M Stevenson 

Present 

Present 

FLEMING 

R.  W.  Fidler 

Present 

Present 

HARRISON 

Don  R.  Stephens 

Present 

Present 

MASON 

Claude  E.  Cummins,  Jr. 

Present 

Present 

NICHOLAS 

W.  R.  Kingsolver 

PENDLETON 

Robert  L.  McKenney 

ROBERTSON 

SCOTT 

R.  Kendall  Brown 

Present 

Present 

FAYETTE 

Tenth  District 

Leslie  W.  Blakey 

Present 

Present 

M.  Cary  Blaydes 

Present 

Present 

Peter  P.  Bosomworth 

Present 

Present 

Thomson  R.  Bryant,  Jr. 

Present 

Present 

Winston  L.  Burke 

Present 

Thomas  F.  Coats 

Present 

Present 

Glenn  U.  Dorroh 

Present 

Present 

Ward  O.  Griffen 

Present 

Present 

Richard  F.  Hench 

Present 

Present 

Richard  B.  McElvein 

Present 

Present 

Carl  H.  Scott 

Present 

Present 

John  M.  Stoeckinger 

Present 

Present 

R.  Herman  Playforth 
(Alt.) 

Present 

Present 

John  E.  Trevey 

Present 

Present 

James  G.  Wilhite 

Present 

Present 

JESSAMINE 

J.  Sankey  Williams 

Present 

WOODFORD 

Lewis  E.  Wash 

Present 

Present 

CLARK 

Eleventh  District 

Charles  G.  Noss 

ESTILL 

S.  G.  Marcum 

JACKSON 

Philip  Curd 

Present 

Present 

LEE 

Carl  W Noble 

MADISON 

Don  E.  Cloys 

Present 

Present 

MENIFEE 

MONTGOMERY 

Don  C.  McFadden 

OWSLEY 

Mildred  B.  Gabbard 

Present 

POWELL 

WOLFE 

Paul  F.  Maddox 

Present 

Present 

BOYLE 

Twelfth  District 

John  M.  Baird 

Present 

CASEY 

Garnett  J.  Sweeney 

Present 

Present 

CLINTON 

Floyd  B.  Hay 

Present 

Present 

GARRARD 

Paul  J.  Sides 

Present 

Present 

LINCOLN 

Rodney  K.  Bates 

McCreary 

MERCER 

Bacon  R.  Moore,  III 

Present 

Present 

PULASKI 

J.  Roy  Biggs 

Present 

Danny  Clark 

Present 

Present 

Orville  J Stein  (Alt.) 

Present 

ROCKCASTLE 

RUSSELL 

Charles  E.  Peck 

WAYNE 

BOYD 

Thirteenth  District 

Larry  B.  Craycraft 

Present 

Present 

Garner  E.  Robinson 

Present 

Present 

Charles  A.  Webb 

Present 

CARTER 

Harold  Shufflebarger 

ELLIOTT 

Brown  L.  Adkins 

GREENUP 

Thomas  E.  Stevens  (Alt.) 

Present 

Present 

LAWRENCE 

A.  B.  Richards 

Present 

Present 

LEWIS 

Milton  Brindley 

MORGAN 

George  R.  Bellamy 

ROWAN 

Ewell  Scott 

Present 

Present 

BREATHITT 

FLOYD 

JOHNSON 

KNOTT 

LETCHER 

MAGOFFIN 

MARTIN 

PERRY 


PIKE 


Fourteenth  District 

F.  C.  Lewis 
L.  D.  Martin 
Franklin  K.  Belhasen 
Jerry  D.  Fraim  (Alt.) 

James  B.  Tolliver 

Raymond  D.  Wells 
Keith  Cameron 
Charles  C.  Rutledge 
(Alt.) 

Elvis  R.  Thompson 
(Alt.) 

Frank  T.  Varney 
James  B.  Zimmerman 


Present  Present 

Present 

Present  

Present  Present 

Present  

Present 

Present  

Present  

Present 

Present 
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Fifteenth  District 


BELL 

Francis  Forde 

CLAY 

Emanuel  Rader 
William  E.  Becknell 

Present 

Present 

Present 

HARLAN 

R.  Smith  Howard 

Present 

KNOX 

Paul  O.  Wells 
Rogelio  A.  Acosta 

Present 

Present 

Present 

LAUREL 

Rufino  Crisostomo  (Alt.) 
E.  C.  Seeley  (Alt.) 

Present 

Present 

LESLIE 

WHITLEY 

R.  D.  Pitman 

Present 

Present 

National  Award  Announced 

The  Medical  Society  of  the  State  of  New  York 
announces  the  opening  of  competition  for  the  1974 
Albion  O.  Bernstein,  M.D.  Award.  The  national 
award,  given  to  a physician  or  scientist  who  has 
recently  made  a widely  beneficial  scientific  discovery 
in  medicine,  comprises  $2,000.  Deadline  for  nomina- 
tions is  December  15,  1973.  They  should  be  sent  to: 
Awards  Committee,  Medical  Society  of  New  York, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
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Gantanol  (sulfamethoxazole)  and  the 


0.1  M.I.C. 
for  three  hours 

Similar  elongations 
occur  regardless  of 
antibacterial  used. 


1.0  M.I.C. 
for  three  hours 

Similar  midcell 
defects  seen  with 
increased  antibac- 
terial concentrations. 


10  M.I.C. 
for  three  hours 

Similar  spheroplast- 
like  forms  appear 
with  high 
concentrations  of 
the  antibacterials. 


E.  coli  + sulfamethoxazole 


The  Scanning  Electron  Microscope  (SEM)  reveals  the  effect 


The  in  vitro  experiment.  These  SEM  photomicro- 
graphs were  taken  as  part  of  a study  exploring  the 
effects  of  various  antibacterials  with  different  modes 
of  action  on  the  surface  morphology  of  bacteria. 

The  scanning  electron  microscope  was  used  because 
of  its  ability  to  show  three-dimensional  views  of 
organisms,  enabling  better  definition  and  apprecia- 
tion of  surface  morphology. 

For  this  portion  of  the  experiment,  E.  coli  were 
exposed  to  the  following  agents:  sulfamethoxazole, 
a chemical  drug  which  acts  by  interference  with  para- 


aminobenzoic  acid  utilization;  tetracycline,  which  inter- 
feres with  intracellular  protein  synthesis;  and  cepha- 
lothin  and  ampicillin,  which  are  cell-wall-active  drugs. 

Strains  of  E.  coli,  each  susceptible  to  the  respective 
antibacterials,  were  exposed  for  15,  30,  60,  120  and 
1 80  minutes  and  1 8 hours  to  several  concentrations 
of  each  agent. 

Following  the  1 80-minute  or  three-hour  exposures 
to  the  antibacterials  at  0.1  M.I.C.,  1.0  M.I.C.  and 
10  M.I.C.,  photoscans  of  the  E.  coli  were  taken.  As 
shown  above,  regardless  of  the  antibacterial  agent 
used  or  its  mode  of  action,  the  changes  in  surface 
morphology  were  remarkably  similar . . . elongation 
at  low  drug  concentrations,  midcell  defects  at  higher 


Diree-Dimensional  World  of  SEM 


E.  coli  + cephalothin 


E«  coli  + ainpicillin 


>f  certain  antibacterials  on  bacterial  surface  morphology 


oncentrations  and  ultimate  progression  to  sphero- 
last-like  forms.1 

The  interpretation.  “At  present,  the  significance  of 
nese  observations  in  clinical  infection  must  be  con- 
ldered  with  caution,  but  it  is  hoped  that  these  data 
•'ill  stimulate  a reevaluation  of  present  concepts  of 
tie  nature  and  role  of  morphological  variants  of  bac- 
;ria  exposed  to  a variety  of  antibacterial  factors.”2 


ness  of  any  of  the  agents  discussed,  as  it  is  not  possible 
to  extrapolate  in  vitro  data  to  humans.  This  infor- 
mation is  presented  to  demonstrate  the  continuing 
research  activities  in  the  area  of  antibacterials,  par- 
ticularly modes  of  action  and  surface  morphology. 
’Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 
*Antimicrob.  Agents  Chemother.,  1: 164,  1972. 


It  should  be  noted  that  this  information  represents 
nly  in  vitro  research.  No  clinical  significance  can 
e drawn  from  this  study  concerning  the  effective- 


See  next  two  pages  for  product  information. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


Observations  from 


E.  coli— Fluorescent  stain 


Klebsiella  sp.— Stain  to  define  capsular  envelope 


■ Effective  control  of  primary  susceptible  bacterial  offenders 

Gantanol®  (sulfamethoxazole)  is  effective  against  susceptible  strains  of  E.  coli,  the  most  common 
cause  of  urinary  tract  infections.  It  is  also  highly  effective  against  other  susceptible  gram-negative 
and  gram-positive  organisms,  usually  Klebsiella-Aerobacter,  Staph,  aureus  and  Proteus  mirabilis. 

■ Prompt  antibacterial  blood  and  urine  levels— in  from  2 to  3 hours 

Antibacterial  levels  of  Gantanol  usually  appear  in  blood  and  urine  in  from  2 to  3 hours  after  the 
initial  2-Gm  adult  dose.  This  rapid  initiation  of  effective  antibacterial  activity  enables  prompt  treat- 
ment of  certain  nonobstructed  urinary  tract  infections  and  may  also  help  avert  possible  sequelae. 

■ Around-the-clock  coverage  for  14  days 

Mounting  evidence  in  current  medical  literature  suggests  a minimum  of  14  days’  continuous 
therapy  for  certain  urinary  tract  infections.*  Following  the  initial  2-Gm  adult  dosage  of  Gantanol. 
each  1-Gm  dose  provides  up  to  12  hours  of  antibacterial  activity  during  the  treatment  period. 
When  urinary  tract  infection  is  more  severe,  t.i.d.  (q.  8 h.)  dosage  schedule  may  be  required. 
Both  regimens  provide  around-the-clock  therapy,  important  because  normal  urinary  retention 
during  sleep  tends  to  favor  bacterial  proliferation.  It  is  also  convenient  for  patients  not  to  have 
to  take  middle-of-the-night  medication. 

■ Also  effective  in  certain  nonobstructed  chronic  and  recurrent  urinary  tract  infection 

Nonobstructed  urinary  tract  infections,  such  as  cystitis  or  pyelonephritis— chronic  and/or  recur- 
rent—develop  more  commonly  in  the  elderly  and  debilitated,  and  response  to  Gantanol  is  often 
highly  satisfactory. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis 
and  cystitis)  due  to  susceptible  organisms.  Note:  Carefully 
coordinate  in  vitro  sulfonamide  sensitivity  tests  with  bacte- 
riologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resist- 
ant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary 
tract  infections.  Measure  sulfonamide  blood  levels  as  vari- 
ations may  occur;  20  mg/ 100  ml  should  be  maximum  total 
level. 

Contraindications:  Sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period;  infants  less  than 
two  months  of  age. 

Warnings;  Safety  during  pregnancy  has  not  been  estab- 
lished, Sulfonamides  should  not  be  used  for  group  A beta- 


hemolytic  streptococcal  infections  and  will  not  eradicate 
or  prevent  sequelae  (rheumatic  fever,  glomerulonephritis) 
of  such  infections.  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore  throat, 
fever,  pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with  micro- 
scopic examination  are  recommended  during  sulfonamide  I 
therapy.  Insufficient  data  on  children  under  six  with  chronic  v 
renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  i 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma;  in 
glucose-6-phosphate  dehydrogenase-deficient  individuals  in 
whom  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglo-: 


clinical  practice 


* 


Enterobacter  sp— Gram  stain  showing  characteristic 
gram-negative  rod 


Proteus  mirabilis— Flagella  stain 


■ Your  option:  tablets  or  suspension 

Gantanol  Tablets  or  the  pleasant-tasting,  cherry-flavored  Suspension  can  provide  dependable 
l antibacterial  activity  to  control  susceptible  nonobstructed  cystitis  and  pyelonephritis.  Sympto- 
matic improvement  usually  may  be  expected  to  begin  within  24  to  48  hours.  Usual  precautions 
i with  sulfonamide  therapy  should  be  observed,  including  adequate  fluid  intake.  Gantanol  is 
generally  well  tolerated,  with  relative  freedom  from  complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent  c.b.c.’s  and  urinalyses  with  microscopic  examina- 
tion are  recommended  during  therapy. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


In  nonobstructed  cystitis  due  to  susceptible  organisms 

Gantanol  b.i.d. 

(sulfamethoxazole) 

Basic  therapy 


binemia);  allergic  reactions  (erythema  multiforme,  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
tosensitization, arthralgia  and  allergic  myocarditis);  gastro- 
intestinal reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis); 
CNS  reactions  (headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  as  well  as  thyroid  malignancies  in  rats 
following  long-term  administration.  Cross-sensitivity  with 

1 these  agents  may  exist. 

i 


Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially, 
then  1 Gm  b.i.d  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs 
of  body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maxi- 
mum dose  should  not  exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspen- 
sion, 0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


If  you’re  in  the  process  of  deciding  where  to 
get  a new  business  phone  system,  here’s 
some  basic  information  that’ll  help  you. 

More  than  likely,  total  service  will  be  crucial 
in  your  final  selection.  And  total  service  is 
many  things: 

How  about  insurance,  for  instance? 

How  much  will  it  cost  to  insure  a phone 
system  that’s  leased  or  bought? 

If  you’re  using  South  Central 
Bell  equipment,  insurance 
premiums  are  not  your 
concern. 

Who  replaces  equip- 
ment? Suppose  a natu- 
ral disaster  damages  or 
destroys  your  phone  sys- 
tem, how  much  will  re- 
placement cost?  How  soon 
can  it  be  done?  South 
Central  Bell  will  replace  all 
damaged  Bell-provided  equip- 
ment at  no  charge  to  you.  If 
necessary,  we  ll  fly  people  and 
equipment  to  your  aid. 

What  about  maintenance? 

Depth  of  maintenance  capacity 
is  most  critical  in  this  decision. 

Exactly  what  does  the  mainte- 
nance contract  include?  How 
about  the  experience  and  avail- 
ability of  maintenance  people? 

Who  do  you  call?  One  call  to 
South  Central  Bell  gets  expert 
help  on  the  way,  quickly.  South 
Central  Bell  equipment  will  be 
maintained  at  no  extra  charge,  for  as  long  as 
you  have  the  service— even  if  it  should  re- 
quire replacing  the  equipment  completely. 
How  far  away  is  it?  Our  maintenance  and 
repair  are  performed  by  full-time,  fully 
trained,  experienced  craftsmen.  Available 
wherever  your  business  phone  system  is. 


South  Central  Bell  has  repair  crews  avail- 
able 7 days  a week— with  24-hour  emer- 
gency service— at  no  extra  charge. 

Spare  parts  and  guarantees?  Where  will 
spare  parts  come  from?  And  when?  How 
long  are  they  guaranteed?  South  Central 
Bell  has  spare  parts  strategically  located 
throughout  the  state,  for  quick,  dependable 
supply  back-up.  And  local  distribu- 
tion means  “right-away”  serv- 
ice. Dependable,  continual 
service  is  our  responsibility 
—and  we  will  meet  that 
responsibility. 

Are  training  and 
retraining  included?  We 
train  all  your  phone  system 
operators— now  and  as  often 
as  these  people  are  replaced. 
And  we’ll  train  all  your  em- 
ployees to  use  your  telephone 
system  at  no  extra  charge. 

Why  are  we  at  South  Central 
Bell  telling  you  all  this?  Its 
simple.  We’re  in  the  business  of 
total  communications  service. 
We  are  not  just  selling  piece 
parts.  We  sell  total  service. 
Whether  one  telephone  or  a 
complex  network  nationwide. 
South  Central  Bell  is  totally  com- 
mitted to  both  the  business  and 
residence  phone  user. 

We  offer  modern  up-to-date 
equipment  developed  by  a 
nationally  renowned  communi- 
cations team,  Bell  Labs  and  Western  Electric, 
backed  by  South  Central  Bell’s  comprehen- 
sive service  program. 

Now  that  you  know  the  basics,  call  one 
of  our  communications  consultants.  Get  the 
whole  Bell  story.  The  South  Central  Bell 
total  service  story. 


"IF  YOU  ARE 
THINKING  OF 
BUYING  OR  LEASING 
A BUSINESS  PHONE 
SYSTEM, 

I URGE  YOU  TO 
CONSIDER  THESE 
IMPORTANT 
QUESTIONS.” 


Mike  Sermersheim 
General  Marketing  Manager 
SouthCentral  Bell 


South  Central  Bell 


The  only  full-service  communications  company  in  town. 
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gentle 


CONTAINS:  (BY  WEIGHT) 

OIL  OF  WINTERGREEN.  ASPIRIN. 

CAMPHOR  AND  MENTHOL 64.1% 

EMOLLIENT  OILS  AND  COLOR 10.6% 

ALCOHOL 17.1% 


USAGE 

Apply  wh«re  it  hurts  with  gentle  massage. 
May  be  repeated  as  often  as  necessary. 

4 FLUID  OUNCCS 

WM.P  POVTHRCSS  t CO..  INC RICHMOND,  V».  ?3»l 

Usnulictuieri  lor  tho  UoHicol  Profusion  Sines  1956 
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PAIN 

Usage:  Apply  where  it  hurts  with  gentle 
massage.  May  be  repeated  as  often  as 
necessary.  A first  aid  in  injuries,  reliev- 
ing pain  and  discouraging  infection.  Use- 
ful in  industrial  clinics — collegiate  and 
professional  athletic  training  programs. 

*You  may  request  a clinical  supply. 


Dispensed  in  4 oz.  bottles,  6 oz 
pint  and  half  gallon  bottles. 
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Panalgesk 

RELIEVES  pain 


CONTAINS:  (BY  Wt«G*T ; 
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Panalaesic 

RELIEVES  PAIN 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 


RICHMOND,  VIRGINIA  23261 


A topical  steroid 
that  has  clinically 
succeeded 

in  study. ..after  study...after  study 


Excellent/good  results 

85% 


in  psoriasis 

( 150  of  1 77  patients )l 


92% 
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valerate  (0.1%) 
Cream /Ointment 

Plus  economy  B.id.  dosage  often  found  effective } 
Available  in  5, 15,  and  45  Gm.  tubes. 


in  contact  dermatitis 

/ 81  of  84  patients)1 


CLINICAL  CONSIDERATIONS: 
Description  VALI SONE  products  contain 
betamethasone  valerate  (9-fluoro-i  i? ,17,21- 
trihydroxy-r6s  -methylpregna-i,4-diene-3,20- 
dione  17-valerate).  Each  gram  of  VALI  SONE 
Cream  0.1%  contains  1.2  mg.  betamethasone 
valerate  (equivalent  to  1.0  mg.  betamethasone) 
in  a soft,  white,  hydrophilic  cream  of  watei; 
mineral  oil,  petrolatum,  polyethylene  glycol  100c 
monocetyl  ethet;  cetostearyl  alcohol,  monobasic 
sodium  phosphate,  and  phosphoric  add;  4- 
chloro-m-cresol  is  present  as  a preservative.  Eacl 
gram  of  VALI  SONE  Ointment  0.1%  contains 
1.2  mg.  betamethasone  valerate  (equivalent  to 
1.0  mg.  betamethasone)  in  an  ointment  base  of 
liquid  and  white  petrolatum,  and  hydrogenated 
lanolin.  VALI  SONE  Cream  and  Ointment 
contain  no  parabens. 

Indications  VALISONE  Cream  and 
Ointment  are  indicated  for  the  relief  of  the 
inflammatory  manifestations  of  corticosteroid- 
responsive  dermatoses. 

Contraindications  VALI  SONE  Cream  and 
Ointment  are  contraindicated  in  vaccinia  and 
varicella.  Topical  steroids  are  contraindicated  in 
those  patients  with  a history  of  hypersensitivity 
to  any  of  the  components  of  the  preparation. 
Precautions  If  irritation  develops  with  the 
use  of  VALISONE  Cream  or  Ointment, 
treatment  should  be  discontinued  and 
appropriate  therapy  instituted.  In  the 
presence  of  an  infection,  the  use  of  an  appro- 
priate antifungal  or  antibacterial  agent  should  be 
instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled.  If  extensive  areas  are  treated 
or  if  the  occlusive  technique  is  used,  the  pos- 
sibility exists  of  increased  systemic  absorption  of 
the  corticosteroid  and  suitable  precautions  shoul 
be  taken.  Although  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect  on  preg- 
nancy, the  safety  of  their  use  in  pregnant  females 
has  not  been  absolutely  established.  Therefore, 
they  should  not  be  used  extensively  in  pregnant 
patients,  in  large  amounts,  or  for  prolonged 
periods  of  time.  VALISONE  Cream  and  Oint- 
ment are  not  for  ophthalmic  use. 

Adverse  Reactions  The  following  local 
adverse  reactions  have  been  reported  with 
topical  corticosteroids:  burning,  itching, 
irritation,  dryness,  folliculitis,  hypertrichosis, 
acneform  eruptions,  and  hypopigmentation.  The 
following  may  occur  more  frequently  with 
occlusive  dressings  than  without  such  therapy: 
maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  and  miliaria. 

Dosage  and  Administration  Apply  a thin 
film  of  VALISONE  Cream  or  Ointment  to  the 
affected  skin  areas  one  to  three  times  a day. 
Clinical  studies  of  VALISONE  have  indicated 
that  dosage  only  once  or  twice  a day  is  often 
feasible  and  effective.  AUGUST  1972 
For  more  complete  details,  consult  Scherin 
literature  available  from  your  Sobering 
Representative  or  Professional  Services 
Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 

References:  ( 1)  Files  of  Headquarters  Medical  Research 
Division,  Schering  Corporation.  ( 2 ) Carter,  V.  H.,  and 
Noojm,  R.  O .:  Curr.  Therap.  Res.  9:253 > 1967.  (3)  Falk,  M.  S 
Cutis  2:788,  1966.  (4)  Goldblum,  R.  W.:  Pennsylvania  Med. 

69:50,  1966.  (5)  Nierman,  M.  M..J.  Indiana  M.  A.  10 .1184, 

1966.  (6)  Zimmerman,  E.  H.:  Arch.  Dermal.  95:514,  1967. 
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♦ ♦ EYES  RIGHT! 

. . .to  SOUTHERN  OPTICAL 

LOUISVILLE  Southern  Optical  Bldg.  - 640  S.  4th 
Contact  Lenses  - 640  S.  4th 
Medical  Towers  Bldg.,  Floyd  & Gray 
Doctors  Office  Bldg.,  Liberty  at  Floyd 
Medical  Arts  Bldg.,  1169  Eastern  Parkway 
Professional  Bldg.  East,  3101  Breckinridge  Lane 
ST.  MATTHEWS  313  Wallace  Center 
108  McArthur  Drive 

NEW  Albany  Professional  Arts  Bldg.,  1919  State  Street 
BOWLING  GREEN  524  East  Main  Street 

OWENSBORO  Doctors  Bldg.,  1001  Center  Street 
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CHARGE  ACCOUNTS 
INVITED 
BankAmericard 
Master  Charge 


when  pain  goes  on...  and  on...  and  on 
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For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow's  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No  2,  3,  or  4 contains-  Phenobarbital  ('A  g r.) , 16  2 mg.  (warning- 
may  be  habit  forming),  Aspirin  (2%  gr),  162  0 mg  ; Phenacetin  (3  gr ) , 194  0 mg  ; Codeine 
phosphate,  V*  gr  (No  2),  Vfe  gr.  (No  3)  or  1 gr  (No  4)  (warning  may  be  habit  forming). 


Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur.  Dosage: 
Phenaphen  No.  2 and  No  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
v!  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law 


A H Robins  Company,  Richmond,  Va 


A-H ROBINS 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  lie’s 
got  allergic  rhinitis  or  a cold,  lie’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


CWor 


AUergyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

MMmetapp 

tabs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

A H'ROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


Unnecessary  claims  filing 
costs  you  time 
and  money. 


Blue  Shield  of 
Kentucky  provides 
many  levels  of 
surgical-medical 
benefits  to  our  over 
a million  and  a quarter 
members.  With  the 
many  coverage  codes  it 
is  difficult  to  look  at  a 
member’s  identification 
card  and  readily  know 
whether  the  service  being 
provided  is  a covered  service 
under  the  member’s  particular 
contract. 

To  assist  in  identifying  covered 
services  we  have  provided  each 
physician’s  office  with  a Blue  Shield 
Physicians’  Manual  and  we  encourage  your 
Medical  Assistants  use  of  this  manual.  The 
manual  serves  as  a ready  reference  to 
determine  what  services  are  covered  by  the 
member’s  contract. 

Our  Professional  Relations  Representatives 
are  always  available  to  assist  you  and  will  be 
happy  to  visit  your  office  should  you  have  any 
questions.  Please  contact  our  Blue  Cross  and 
Blue  Shield  Professional  Relations  Division, 
3101  Bardstown  Road,  Louisville, 

Kentucky  40205. 


Blue  Cross 
Blue  Shield 
Delta  Dental 

of  Kentucky 


® Reg  Mark  Blue  Cross  Assn  ®' National  Association  of  Blue  Shield  Plans 


Delta  Dental  Plan  of  Kentucky  Inc 


How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as  Libriurri25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  as  well  its  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 


is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 


Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  its  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium®  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley.  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  ot  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  ( e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak-  j 
ing  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  1 0 mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 


KENTUCKY 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonlv  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication^  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sfeep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Usage:  Apply  where  it  hurts  with  gentle 
massage.  May  be  repeated  as  often  as 
necessary.  A first  aid  in  injuries,  reliev- 
ing pain  and  discouraging  infection.  Use- 
ful in  industrial  clinics — collegiate  and 
professional  athletic  training  programs. 

*You  may  request  a clinical  supply. 


Dispensed  in  4 oz.  bottles,  6 oz 


pint  and  half  gallon  bottles. 
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repeated  as  often  as  neceS  USAGE 

Apply  where  it  hurts  with  gentle  massage. 
dJ  '.  Q Q.  May  be  repeated  as  often  as  necessary. 
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MESSAGE 
FROM  THE 
PRESIDENT 


All  You  Wanted  To  Know  About  PP— But  Were 

Afraid  To  Ask! 


KM  A can  proudly  boast  having  an  excess  of  95%  of  the  practicing  physicians 
in  Kentucky  as  members  of  KMA — but  does  the  mere  paying  of  dues  to  KMA 
discharge  your  responsibility  to  the  profession,  your  patients,  and  to  yourself? 
I would  suggest  to  you  that  it  definitely  does  not. 

At  our  last  Annual  Meeting,  our  secretary  revealed  that  over  400  physicians 
had  attended  committee  meetings,  traveling  over  60,000  miles,  and  donating  over 
1,200  man  hours.  Were  you  among  that  number? 

Although  it  is  frequently  disappointing  to  have  physicians  decline  to  serve  our 
Association  in  various  capacities,  the  cardinal  “sin”  is  to  accept  the  job  and 
then  simply  not  execute  that  responsibility. 

I am  very  pleased  with  the  rapid  progress  many  of  our  committees  are  already 
making.  It  is  paramount  that  all  physicians,  including  all  specialties,  realize  we 
must  stand  as  one,  coordinating  our  efforts  for  maximal  success. 

Government  is  obviously  in  medicine  to  stay,  therefore,  we  must  participate 
in  government.  More  physicians  should  become  more  involved  in  political  cam- 
paigns, supporting  the  candidate  of  their  choice.  Our  only  political  arm  is  our 
PAC  movement  (KEMPAC),  yet  only  about  one-third  of  our  members  belong — 
a mere  $35  membership  fee.  Do  you  belong?  If  not,  are  you  doing  your  share? 

The  next  session  of  the  Kentucky  Legislature  will  convene  in  January.  I urge 
all  physicians  to  maintain  rapport  and  close  contact  with  their  legislators.  When 
you  are  asked  by  our  Legislative  Committee  to  do  a job,  be  sure  it  is  done! 

With  full  PP  (physician  participation)  we  are  better  informed,  more  uniformly 
guided,  and  doubtlessly  more  successful  in  our  various  endeavors.  Perhaps  the 
most  valuable  physician  the  profession  can  have  is  one  who  willingly  and  readily 
performs  “menial  tasks” — that  is  what  gets  the  job  done! 

In  closing  with  a phrase,  “He  who  rows  the  boat,  has  not  the  time  to  rock  it.” 

<£ 


Link  in  the  Chain 


Is  Our  P.R.  Showing? 

Dear  Doctor: 

Physicians  and  their  wives  realize  now  more  than  ever  before  that  it  is  not 
only  desirable  but  essential  that  we  improve  our  relations  with  our  public.  As 
the  KMA  is  making  Public  Relations  a priority,  it  is  surely  as  appropriate  an 
endeavor  for  the  Auxiliary. 

Mrs.  C.  Kenneth  Peters  is  the  chairman  of  the  newly  formed  Auxiliary  Public 
Relations  Committee,  and  Mrs.  C.  N.  Richardson  is  the  Committee’s  Co-Chair- 
man. The  Auxiliary  is  very  fortunate  to  have  the  expertise  of  these  two  ladies,  as 
both  have  had  formal  education  and  training  in  the  public  relations  field.  They 
have  helped  the  Auxiliary  not  only  develop  priorities  and  goals  in  this  area,  but 
they  have  made  some  concerted  efforts  toward  helping  us  achieve  these  goals. 

In  an  effort  to  improve  public  relations  within  our  organization,  a periodic 
newsletter  is  being  sent  to  the  Auxiliary  leadership.  And  we  are  presently  having 
some  informational  materials  printed  for  In-house  as  well  as  public  distribution. 
This  information  tells  of  our  Auxiliary  projects  and  programs  and  is  designed 
to  communicate  to  others  our  genuine  concern  and  involvement  in  areas  of  health 
education  and  health  services. 

Though  we  feel  the  Auxiliary  has  a good  rapport  with  the  physicians  of  KMA, 
we  felt  a definite  need  to  improve  communications  so  that  we  might  be  a more 
effective  force  on  their  behalf.  Therefore,  on  November  8th,  this  president  met 
with  the  KMA  Advisory  Committee  to  the  Woman’s  Auxiliary.  This  first  meeting 
was  basically  for  the  purpose  of  communicating  to  these  advisors  what  the  Aux- 
iliary is  doing,  our  priority  areas  for  the  year,  some  of  our  recent  accomplishments, 
as  well  as  our  problems  and  concerns.  Also  the  Auxiliary  wished  to  convey  by  way 
of  this  meeting  our  desire  to  be  helpful  and  our  willingness  to  cooperate  in  any 
way  possible.  In  addition,  Mrs.  Peters  and  I will  be  meeting  with  the  KMA  Public 
Relations  Committee  in  an  effort  to  coordinate  our  efforts. 

Improved  public  relations  with  the  news  media  and  the  lay  public  is  of  course 
the  most  difficult  area.  Even  so,  I can  report  a degree  of  progress  in  this  area  too. 
And  this  we  are  accomplishing  by  making  an  effort  to  gain  greater  exposure  of 
our  programs  and  projects  which  are  designed  to  benefit  both  lay  individuals  and 
groups  in  the  various  communities  in  which  auxilians  live. 

It  is  indeed  difficult  to  accept  a challenge  which  so  obviously  necessitates  literal- 
ly weeks,  months,  and  years  of  continuous  efforts  to  succeed.  But  it  was  a neces- 
sary endeavor,  and  we  have  accepted  the  challenge.  We  have  only  made  a begin- 
ning, but  at  least  our  P.R.  is  showing — even  if  only  a little  bit. 

Mrs.  William  Pearson  (Sara) 
President,  WA-KMA 
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KENTUCKY  FOUNDATION  FOR  MEDICAL  CARE 

Continuing  Medical  Education 
Where  We  Stand 


MANY  battles  have  been  fought  in  medi- 
cal circles,  both  here  and  elsewhere, 
over  mandatory  continuing  education 
for  physicians.  The  culmination  of  this  contro- 
versy or  at  least  a respite,  occurred  here  dur- 
ing the  recent  sessions  of  the  House  of  Dele- 
gates. 

During  these  meetings,  the  Delegates  con- 
sidered recommendations  made  by  our  Con- 
tinuing Medical  Education  Committee  which 
called  for  a two  part  initial  step  toward  con- 
tinuing education  in  Kentucky.  The  first  would 
have  KMA  set  up  accredited  “centers”  across 
the  state,  and  the  second  suggested  require- 
ments by  specialty  and  sanctions  for  failure  to 
meet  those  requirements. 

The  House  expressed  its  approval  of  the  con- 
cept of  mandatory  education,  but  directed  that 
the  mechanics  of  establishing  requisite  “hours” 
and  imposing  penalties  be  given  further  study. 
The  institution  of  a statewide  system  of  educa- 
tion centers  and  their  accreditation  by  KMA 
was  endorsed. 

Establishment  of  educational  centers  was 
conceived  so  that  training  opportunities  would 
be  accessible  to  physicians  locally,  therefore 
local  centers  would  be  most  beneficial.  These 
centers  could  be  set  up  at  the  two  university 
medical  centers,  in  local  hospitals,  clinics,  or 
even  through  county  medical  societies.  Using 
an  accreditation  mechanism  developed  by  the 
Continuing  Medical  Education  Committee, 
each  proposed  center  will  be  required  to  meet 
standards  for  such  categories  as  curriculum, 
teaching  staff,  educational  methods,  admini- 
stration and  others.  KMA  will  seek  accredita- 
tion for  the  total  program  from  the  American 
Medical  Association  and,  in  turn,  accredit 
each  local  center  individually.  Approval  of 

* cky  Medical  Association  • December  1973 


local  centers  will  be  based  on  site  surveys  con- 
ducted by  trained  KMA  members. 

The  Education  Committee  has  suggested 
that  the  system  include  reasonable  “hourly” 
education  requirements  such  as  those  de- 
scribed in  the  CME  plan  of  the  Oregon  Medi- 
cal Association.  I would  hope  that  our  own 
KMA  Interspecialty  Council  might  take  the 
lead  by  offering  “approved”  required  hours  by 
specialty  after  consultation  with  their  respec- 
tive specialty  groups.  Acting  in  a liaison  role, 
the  Interspecialty  Council  could  coordinate 
the  efforts  of  its  member  societies  not  only  in 
establishing  educational  hour  requirements  but 
in  improving  the  KFMC  guidelines  for  care 
and  developing  new  diagnostic  treatment  cri- 
teria. If  the  Council  can  become  active  in  this 
fashion,  information  submitted  by  the  special- 
ty societies  could  be  presented  to  the  1974 
House  of  Delegates  for  implementation. 

Once  again  we  are  faced  with  a serious 
concern  that  will  affect  our  private  practices 
irreversibly,  but  I feel,  affirmatively.  No  one 
can  validly  question  the  benefits  of  on-going 
education.  The  question  that  confronts  us 
however,  is  how  will  that  educational  process 
be  implemented.  Here  is  another  situation  of 
“handwriting  on  the  wall.”  This  is  something 
we  must  do  ourselves. 

This  year,  the  Education  Committee  will  be 
working  on  a program  to  bring  learning  situa- 
tions to  the  membership.  This  action  was  ap- 
proved and  directed  by  the  House  of  Dele- 
gates. But  it  won’t  work,  unless  we  all  support 
it.  Our  obligation  to  our  patients  and  our  pro- 
fession demands  that  we  do  so. 

David  A.  Hull,  M.D. 

President 
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From  the  Files  of  the  KMA  Maternal 
Mortality  Study  Committee 


THIS  15-year-old  single,  Black,  gravida 
I,  para  0 was  brought  to  the  emergency 
room  at  8:45  a.m.  on  June  25,  1972,  by 
her  mother.  She  had  not  seen  her  physician  in 
over  two  months.  She  was  having  a convulsive 
seizure.  There  was  no  past  history  of  seizures. 
EDC  was  unknown.  Her  mother  reported  that 
she  had  been  having  severe  headaches,  some 
shortness  of  breath,  and  swelling  of  her  legs. 

She  appeared  older  than  her  stated  age.  Her 
pupils  were  equal,  round,  and  regular.  There 
was  an  excessive  amount  of  mucus  present  in 
the  nose.  Her  mouth  was  clamped  shut,  biting 
her  tongue  and  a large  bleeding  laceration 
was  noted.  A padded  mouth  gag  was  inserted. 
The  neck  veins  were  distended.  Pulse  rate  was 
120  and  she  was  hyperventilating.  There  were 
loose,  coarse  rales  present  throughout  both 
lungs  but  no  evidence  of  cardiomegaly  was 
present.  Blood  pressure  was  180/90.  The  ab- 
domen was  compatible  with  an  eight  month 
pregnancy.  The  uterus  was  hard  with  no  evi- 
dence of  tenderness.  However,  the  patient  was 
thrashing  about  in  bed.  No  fetal  heart  was 
heard.  A pelvic  examination  was  deferred  since 
she  was  having  a seizure.  She  was  treated  with 
10  cc  50%  MgSO-i,  5 cc  in  each  hip  and  then 
2 cc  IM  after  each  convulsive  seizure.  Sodium 
Amytal  3 -%  gr.  IV  and  Dilantin  2 cc  IM  were 
given.  The  Dilantin  was  repeated  every  four 
hours  until  the  convulsions  ceased.  Lasix  2 cc 
was  given  IV.  A catheter  was  inserted  and  nasal 
oxygen  started.  She  had  4+  albuminuria,  with- 
out glycosuria.  She  responded  to  verbal  stimuli 
around  5:30  p.m.  when  seen  by  the  physician 
on  call.  Her  tongue  was  still  swollen.  Urinary 
output  was  good  and  the  fetal  heart  was  heard. 
Nasal  oxygen  was  continued.  Her  Hemoglobin 
was  1 4.2  gm.  Hematocrit  41%.  She  had  another 
convulsion  around  10:45  p.m.  Her  blood  pres- 
sure was  170/100  and  remained  elevated.  She 
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had  500  cc  output  per  Foley.  She  began  con- 
vulsing again  at  2:25  p.m.  on  the  26th.  The 
convulsions  continued  in  spite  of  treatment  and 
she  expired  at  2:59  p.m.  No  fetal  heart  was 
heard.  An  autopsy  was  requested,  however  the 
family  refused.  The  final  diagnosis  was  Tox- 
emia of  pregnancy,  uterine  pregnancy  unde- 
livered, cerebral  anoxia. 

Comments 

The  Committee  classified  this  death  as  direct 
obstetrical  with  preventable  factors  by  both 
the  patient  and  the  physician.  Certainly  the  pa- 
tient did  not  make  use  of  available  prenatal 
care  and  her  disease  was  uncontrolled  when  her 
mother  finally  brought  her  in.  However,  treat- 
ment in  the  hospital  was  not  adequate  for  the 
severity  of  the  disease.  The  following  is  a brief 
outline  of  the  protocol  used  at  the  University  of 
Kentucky  for  the  past  five  years. 

On  admission  an  IV  is  started  with  a large 
bore  intraveneous  catheter.  All  medications  are 
given  IV  because  onset  and  duration  of  action 
are  much  more  predictable  than  with  IM  use. 
Lactated  Ringer’s  solution  is  the  fluid  of  choice. 
Toxemic  patients  have  a contracted  blood  vol- 
ume with  hemoconcentration.  Urine  specific 
gravity  is  usually  elevated.  Intake  and  urine 
output  is  monitored  hourly  with  a Foley  cath- 
eter in  place.  IV  fluids  are  infused  at  200  ml 
per  hour  until  urine  output  is  50  ml/hour  or 
above. 

Magnesium  sulfate  is  given  IV  as  soon  as 
the  IV  is  started.  One  to  four  grams  given 
slowly  are  usually  sufficient.  However,  the  ther- 
apeutic end  point  is  cessation  of  the  seizure  and 
depression  of  reflexes  to  1 +.  Fifty  grams  or 
more  in  a 24-hour  period  is  not  unusual. 
MgS04  is  repeated  hourly,  1 or  2 gm,  or  PRN 
to  keep  reflexes  at  1 -I- . Hydralazine  may  be  ne- 
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cessary  if  the  systalic  remains  above  200  mm  f 
Hg.  Lasix  is  rarely  necessary  but  has  been 
used  in  the  presence  of  oliguria.  All  vital  signs 
are  monitored  every  15  minutes  and  the  results 
recorded.  The  patient  should  be  constantly  at- 
tended. 

Stability  can  be  reached  in  four  to  eight 
hours.  At  that  time  induction  by  amniotomy 
and  oxytocin  infusion  is  instituted.  Cesarean 
section  may  be  performed  if  induction  is  un- 
successful, for  the  delivery  of  the  fetus  is  the 
definitive  treatment.  The  same  protocol  is  fol- 
lowed postpartum  until  recovery  is  sufficient 
that  the  patient  is  out  of  danger. 

This  means  that  a patient  should  be  awake 
and  alert  enough  to  help  and  to  complain  if 
new  symptoms  develop.  Secondly,  the  baby 
is  not  sedated  and  its  chances  for  survival  are 
increased. 


Home  Eye  Tests  Available 

Physicians  may  obtain  free  Home  Eye  Test  kits  for 
parents  of  pre-schoolers  by  writing  the  Kentucky  So- 
ciety for  the  Prevention  of  Blindness,  301  Heyburn 
Building,  Louisville,  Ky.  40202.  The  kit  employs 
simple  instructions  to  prepare  the  parent  to  give  the 
child  the  standard  Snellen  Symbol  E Chart  Vision 
Test. 


General 

LEASING 

Doctor!  This  is  Your  Own  Plan 
ENDORSED  BY  THE 

Kentucky  Medical 
Association 

for  the  leasing  of 

cars  — all  makes  & models, 
Medical,  Surgical  & Laboratory 


Acknowledgement  Noted 

The  following  acknowledgement  was  deleted  from 
an  article  by  Michael  S.  Nall,  M.D.  and  Walter 
Wilson,  M.D.,  on  “Hereditary  Angioneurotic 
Edema,”  which  appeared  in  The  Journal,  October 
issue,  1973,  pages  657-658:  “We  would  like  to 
acknowledge  the  assistance  of  Virginia  Donaldson, 
M.D.,  at  the  University  of  Cincinnati  School  of 
Medicine,  in  diagnosing  this  patient.” 


Hollis  Johnson,  M.D.,  Louisville,  was  recently  named 
as  President-Elect  of  the  Southern  Psychiatric  Associ- 
ation at  their  Annual  Meeting  in  October.  Doctor 
Johnson  will  preside  at  the  1974  Annual  Meeting  to 
be  held  at  Hot  Springs,  Virginia,  October  5-8,  1974. 
Joyce  E.  Howell,  M.D.,  Louisville,  has  been  appointed 
to  serve  on  the  National  Cub  Scouting  Committee  of 
the  Boy  Scouts  of  America.  Doctor  Howell  is  a pedi- 
atric development  specialist  at  the  Child  Evaluation 
Center  of  the  University  of  Louisville. 

Theodore  R.  Davies,  M.D.  and  W.  Parker  Clifton, 
M.D.,  both  of  Barbourville,  were  recently  honored  as 
the  “Outstanding  Citizens  of  the  Year”  in  Knox 
County. 
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Recommendations'  on 
Combination  Live  Vims  Vaccines 


American  Academy 
of  Pediatrics 

Committee  on 
Infectious  Diseases 

In  the  September  15,  1971  AAP  News- 
letter sent  to  Academy  members,  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  stated 
its  recommendations  on  the  use  of  com- 
bination live  virus  vaccines.  After  a care- 
ful review  of  available  data,  the  committee 
concluded  that: 

• “This  information  indicates  that  the 
products  are  both  safe  and  effective  when 
used  as  directed.” 

• The  vaccine  “...can,  therefore,  be  rec- 
ommended with  the  obvious  advan- 
tages of  reduction  in  the  number 

of  injections  for  any  given 
child  and  a concomitant  de- 
crease in  the  required 
visits  to  a physician’s  of- 
fice or  clinic.” 


it 


*For  complete  text  of  both 
recommendations  see  your 
MSD  representative  or  write 
to  Professional  Service  Dept. 
Merck  Sharp  & Dohme, 
West  Point,  Pa.  19486. 
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United  States 
Public  Health  Service 

Advisory  Committee  on 
Immunization  Practices 

In  the  April  24,  1971  issue  of  Morbidity 
and  Mortality  Weekly  Report,  the  Advis- 
ory Committee  on  Immunization  Prac- 
tices of  the  United  States  Public  Health 
Service  presented  recommendations  on 
the  use  of  combination  live  virus  vaccines. 
The  committee  stated  that: 

• “Data  indicate  that  antibody  response 
to  each  component  of  these  combination 
vaccines  is  comparable  with  antibody  re- 
sponse to  the  individual  vaccines  given 
separately. 

• “There  is  no  evidence  that  ad- 
verse reactions  to  the  combined 
products  occur  more  fre- 
quently or  are  more  severe 
than  known  reactions  to  the 
individual  vaccines  (see  per- 
tinent ACIP  recommenda- 
tions). 

. • “The  obvious  convenience 

of  giving  already  selected 
antigens  in  combined  form 
should  encourage  considera- 
tion of  using  these  products 
when  appropriate.” 


A 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


M-M-R,  given  in  a single  injection,  fits  easily  into 
your  routine  immunization  program  for  well  babies. 

Given  at  age  12  months,  M-M-R  provides  for  vaccina- 
tion early  in  life  against  measles,  mumps,  and  rubella. 


MSD  suggested  immunization  schedule  for  well  babies 

Age 

Vaccine(s) 

2 months 

DPT  (diphtheria-pertussis-tetanus) 
Oral  poliomyelitis  vaccine  (triple) 

3 months 

DPT1 

4 months 

DPT 

Oral  poliomyelitis  vaccine  (triple) 

6 months 

Oral  poliomyelitis  vaccine  (triple) 

12  MONTHS 

M-M-R  (MEASLES,  MUMPS  AND 
RUBELLA  VIRUS  VACCINE,  LIVE,  MSD) 

1.  This  vaccination  may  be  given  at  3 months,  5 months,  or  at  6 months,  depending  on  your  preference  or  on  the  condition 
of  the  child. 

Since  vaccination  with  a live  virus  vaccine  may  depress  the  results  of  a tuberculin  test  for  four  weeks  or  longer,  the  test  and 
the  vaccine  should  not  be  given  during  the  same  office  visit. 

"TVademark  of  Merck  & Co..  I nc. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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(MEASLES,  MUMPS  AND  RUBELLA 
VIRUS  VACCINE,  LIVE  I MSD) 

Single-dose  vials 


Contraindications:  Pregnancy  or  possibility  of  pregnancy 
within  three  months  following  vaccination;  infants  less 
than  one  year  old;  sensitivity  to  chicken  or  duck,  chicken 
or  duck  eggs  or  feathers,  or  neomycin;  any  febrile  res- 
piratory illness  or  other  active  febrile  infection;  active 
untreated  tuberculosis;  therapy  with  ACTH,  cortico- 
steroids, irradiation,  alkylating  agents,  or  antimetabo- 
lites; blood  dyscrasias,  leukemia,  lymphomas  of  any 
type,  or  other  malignant  neoplasms  affecting  the  bone 
marrow  or  lymphatic  systems;  gamma  globulin  defi- 
ciency, i.e.,  agammaglobulinemia,  hypogammaglobulin- 
emia, and  dysgammaglobulinemia. 

Precautions:  Administer  subcutaneously;  do  not  give 
intravenously.  Epinephrine  should  be  available  for  im- 
mediate use  should  an  anaphylactoid  reaction  occur. 
Should  not  be  given  less  than  one  month  before  or  after 
immunization  with  other  live  virus  vaccines,  with  the 
exception  of  monovalent  or  trivalent  poliovirus  vaccine, 
live,  oral,  which  may  be  administered  simultaneously; 
vaccination  should  be  deferred  for  at  least  three  months 
following  blood  transfusions  or  administration  of  more 
than  0.02  ml  immune  serum  globulin  (human)  per  pound 
of  body  weight,  or  human  plasma. 

Due  caution  should  be  employed  in  children  with  a his- 
tory of  febrile  convulsions,  cerebral  injury,  or  any  other 
condition  in  which  stress  due  to  fever  should  be  avoided. 
The  physician  should  be  alert  to  the  temperature  eleva- 
tion which  may  occur  5 to  12  days  after  vaccination. 
Excretion  of  the  live  attenuated  rubella  virus  from  the 
throat  has  occurred  in  the  majority  of  susceptible  indi- 
viduals administered  the  rubella  vaccine.  There  is  no 
definitive  evidence  to  indicate  that  such  virus  is  con- 
tagious to  susceptible  persons  who  are  in  contact  with 
the  vaccinated  individuals.  Consequently,  transmission, 
while  accepted  as  a theoretical  possibility,  has  not  been 
regarded  as  a significant  risk. 

Attenuated  live  virus  measles,  mumps,  and  rubella  vac- 
cines, given  separately,  may  temporarily  depress  tuber- 
culin skin  sensitivity;  therefore,  if  a tuberculin  test  is  to 
be  done,  it  should  be  scheduled  before  vaccination,  to 
avoid  the  possibility  of  a false  negative  response. 

Before  reconstitution,  refrigerate  vaccine  at  2-8  C 
(35.6-46.4  F)  and  protect  from  light.  Use  only  diluent 
supplied  to  reconstitute  vaccine.  If  not  used  immedi- 
ately, return  reconstituted  vaccine  to  refrigerator  at 
2-8  C (35.6-46.4  F),  and  discard  after  eight  hours. 
Adverse  Reactions:  To  date,  clinical  evaluation  has  not 
revealed  any  adverse  reactions  peculiar  to  the  combina- 
tion. The  adverse  reactions  that  occurred  were  limited 
to  those  that  have  been  reported  previously  for  the  com- 
ponent vaccines. 

Fever,  rash;  mild  local  reactions  such  as  erythema,  indur- 
ation, tenderness,  regional  lymphadenopathy;  parotitis; 
thrombocytopenia  and  purpura;  allergic  reactions  such  as 
urticaria;  arthritis,  arthralgia,  and  polyneuritis. 
Occasionally,  moderate  fever  (101-102.9  F);  less  common- 
ly, highrfever  (above  103  F);  rarely,  febrile  convulsions. 
Encephalitis  and  other  nervous  system  reactions  that  have 


occurred  very  rarely  with  the  individual  vaccines  may 
also  occur  with  the  combined  vaccine.  Experience  from 
more  than  44  million  doses  of  all  live  measles  vaccines 
given  in  the  U.S.  by  mid-1971  indicates  that  significant 
central  nervous  system  reactions  such  as  encephalitis, 
occurring  within  30  days  after  vaccination,  have  been 
temporally  associated  with  measles  vaccine  approxi- 
mately once  for  every  million  doses.  In  no  case  has  it 
been  shown  that  reactions  were  actually  caused  by  vac- 
cine. The  Center  for  Disease  Control  has  pointed  out 
that  “a  certain  number  of  cases  of  encephalitis  may  be 
expected  to  occur  in  a large  childhood  population  in  a 
defined  period  of  time  even  when  no  vaccines  are  ad- 
ministered. A survey  conducted  in  New  Jersey  in  1965 
showed  that  2.8  cases  of  encephalitis  (of  unknown 
cause)  occurred  per  million  children,  ages  1-9  years  per 
30-day  period.”  However,  the  Center  for  Disease  Con- 
trol has  analyzed  the  reported  reactions  following 
measles  vaccines  and  pointed  out  that  “the  clustering 
of  cases  in  the  period  6 through  13  days  after  inocula- 
tion as  well  as  the  recovery  of  measles  virus  (probably 
the  vaccine  strain)  from  the  CSF  of  one  patient  does 
suggest  that  some  of  these  cases  may  have  been  caused 
by  the  vaccine’.’  The  risk  of  such  serious  neurological 
disorders  following  live  measles  virus  vaccine  adminis- 
tration remains  far  less  than  that  for  encephalitis  with 
measles  (one  per  thousand  reported  cases). 

Transient  arthritis,  arthralgia,  and  polyneuritis  are  fea- 
tures of  natural  rubella  and  vary  in  frequency  and  se- 
verity with  age  and  sex,  being  greatest  in  adult  females 
and  least  in  prepubertal  children.  Such  reactions  have 
been  reported  with  live  attenuated  rubella  virus  vac- 
cines. Symptoms  relating  to  joints  (pain,  swelling,  stiff- 
ness, etc.)  and  to  peripheral  nerves  (pain,  numbness, 
tingling,  etc.)  occurring  within  approximately  two 
months  after  immunization  should  be  considered  as  pos- 
sibly vaccine  related.  Symptoms  have  generally  been 
mild  and  of  no  more  than  three  days’  duration.  The  inci- 
dence in  prepubertal  children  would  appear  to  be  less 
than  1%  for  reactions  that  would  interfere  with  normal 
activity  or  necessitate  medical  attention. 

How  Supplied:  Single-dose  vials  of  lyophilized  vaccine, 
containing  when  reconstituted  not  less  than  1,000  TCID50 
(tissue  culture  infectious  doses)  of  measles  virus  vac- 
cine, live,  attenuated,  5,000  TCID50  of  mumps  virus  vac- 
cine, live,  and  1,000  TCID50  of  rubella  virus  vaccine,  live, 
expressed  in  terms  of  the  assigned  titer  of  the  FDA  Ref- 
erence Measles,  Mumps,  and  Rubella  Viruses,  and  ap- 
proximately 25  meg  neomycin,  with  a disposable  syringe 
containing  diluent  and  fitted  with  a 25-gauge,  Ye" needle. 
Also  in  boxes  of  10  single-dose  vials  nested  in  a pop-out 
tray  with  a separate  box  of  10  diluent- 
containing  syringes. 
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When  impotence  is  the  principal  com- 
plaint of  a patient,  it  is  usually  the  result 
of  an  emotional  disturbance,  in  which  case 
androgen  therapy  is  valueless  and  at 
times  may  add  to  the  psychic  trauma.''* 


Halotestin®  Tablets — 2,  5 and  10  mg 

(fluoxymesterone  Tablets,  U.S.P.,  Upjohn) 
Indications  in  the  male:  Primary  indication  in 
the  male  is  replacement  therapy.  Prevents  the 
development  of  atrophic  changes  in  the  acces- 
sory male  sex  organs  following  castration: 
1.  Primary  eunuchoidism  and  eunuchism.  2. 
Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Those 
symptoms  of  panhypopituitarism  related  to 
hypogonadism.  4.  Impotence  due  to  an- 
drogen deficiency.  5.  Delayed  puberty, 
provided  it  has  been  definitely  established  as 
such,  and  it  is  not  just  a familial  trait. 

In  the  female:  1.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorge- 
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advanced,  inoperable  female  breast  cancer 
in  women  who  are  more  than  1,  but  less  than 
5 years  post-menopausal  or  who  have  been 
proven  to  have  a hormone-dependent  tumor, 
as  shown  by  previous  beneficial  response  to 
castration. 

Contraindications:  Carcinoma  of  the  male 
breast.  Carcinoma,  known  or  suspected,  of 
the  prostate.  Cardiac,  hepatic  or  renal  de- 
compensation. Hypercalcemia.  Liver  function 
impairment.  Prepubertal  males.  Pregnancy. 
Warnings:  Hypercalcemia  may  occur  in  im- 
mobilized patients,  and  in  patients  with  breast 
cancer.  In  patients  with  cancer  this  may  indi- 
cate progression  of  bony  metastasis.  If  this  oc- 
curs the  drug  should  be  discontinued.  Watch 
female  patients  closely  for  signs  of  virilization. 
Some  effects  may  not  be  reversible.  Discon- 
tinue if  cholestatic  hepatitis  with  jaundice  ap- 
pears or  liver  tests  become  abnormal. 
Precautions:  Patients  with  cardiac,  renal  or 
hepatic  derangement  may  retain  sodium  and 
water  thus  forming  edema.  Priapism  or  exces- 
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ejaculatory  volume,  hypersensitivity  and  gyne- 
comastia may  occur.  When  any  of  these  ef- 
fects appear  the  androgen  should  be 
stopped. 

Adverse  Reactions:  Acne.  Decreased  ejacu- 
latory volume.  Gynecomastia.  Edema.  Hyper- 
sensitivity, including  skin  manifestations  and 
anaphylactoid  reactions.  Priapism.  Hypercal- 
cemia (especially  in  immobile  patients  and 
those  with  metastatic  breast  carcinoma).  Virili- 
zation in  females.  Cholestatic  jaundice. 

How  Supplied: 

2 mg  — bottles  of  1 00  scored  tablets. 

5 mg  — bottles  of  50  scored  tablets. 

1 0 mg  — bottles  of  50  scored  tablets. 
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IN  KENTUCKY 

DECEMBER 

17  “The  Killers”  series  on  “Genetic  Defects,” 
KET  television  stations,  8 p.m.,  EST 

20  Postgraduate  Medical  Seminar,  sponsored  by 
Norton  Memorial  Infirmary  and  American 
Academy  of  Family  Physicians,  8:45  a.m., 
Norton-Children’s  Hospitals,  Louisville 

21-22  Cornea-External  Disease  Conference;  Regis- 
tration: $80,  practitioners,  $40,  residents  and 
fellows;  University  of  Kentucky  College  of 
Medicine,  Lexington.  (For  further  informa- 
tion contact  Ronald  D.  Hamilton,  M.D.,  Di- 
rector of  Continuing  Education,  University  of 
Kentucky  College  of  Medicine.) 

JANUARY 

14  “The  Killers”  series  on  “Pulmonary  Disease,” 
KET  television  stations,  8 p.m.,  EST 

16-17  Northern  Kentucky  Seminar,  Kentucky  Acad- 
emy of  Family  Physicians,  Ft.  Mitchell 

FEBRUARY 

11  “The  Killers”  series  on  “Trauma:  It’s  An 
Emergency,”  KET  television  stations,  8 p.m., 
EST 

MARCH 

11  “The  Killers”  series  on  “Cancer:  The  Cell 
That  Won’t  Die,”  KET  television  stations, 
8 p.m.,  EST 

20-21  Symposium  on  Cardiovascular  Diseases,  Heart 
Association  of  Louisville  and  Jefferson  Coun- 
ty, Stouffer’s  Inn,  Louisville 

IN  SURROUNDING  STATES 

JANUARY 

16-17  Postgraduate  course,  “Gastrointestinal  Sur- 
gery,” Cleveland  Clinic  Foundation,  Cleve- 
land 

25-27  AM  A Leadership  Conference,  Chicago 

FEBRUARY 

1-3  AMA  Council  on  Medical  Education  Con- 
gress, Palmer  House,  Chicago 

10-16  Annual  meeting,  American  Society  of  Con- 
temporary Medicine  and  Surgery,  Fontaine- 
bleau Hotel,  Miami  Beach 

MARCH 

9-10  Felson  lecture  series,  University  of  Cincinnati 
College  of  Medicine,  Cincinnati 


SCHEDULE  OF  UPCOMING  PROGRAMS  ON 
NETWORK  FOR  CONTINUING 
MEDICAL  EDUCATION 

(For  listing  of  stations,  see  October  issue,  page  676) 

December  17-December  30 

DIAGNOSTIC  THORACENTESIS— PRINCIPLES/ 
METHODS,  produced  by  the  Center  for  Continuing 
Medical  Education,  Ohio  State  University  College  of 
Medicine,  Columbus,  Ohio. 

LYMPHANGIOGRAPHY  IN  DIAGNOSIS  AND 
THERAPY,  Robin  Caird  Watson,  M.D.,  Chairman, 
Department  of  Diagnostic  Radiology,  Memorial 
Sloan-Kettering  Cancer  Center,  and  Associate  Pro- 
fessor of  Radiology,  Cornell  University  Medical 
Center,  New  York,  N.Y. 

DIAGNOSING  COMMON  EYE  INFLAMMA- 
TIONS, Virginia  Lubkin,  M.D.,  Ophthalmologist  and 
Clinical  Assistant  Professor  of  Ophthalmology  at  Mt. 
Sinai  School  of  Medicine,  New  York,  N.Y. 


December  31 -January  13 

THE  EXERCISE  PRESCRIPTION,  with  Nanette  K. 
Wenger,  M.D.,  Professor  of  Medicine,  Division  of 
Cardiology  at  Emory  University  School  of  Medicine, 
Atlanta,  and  William  L.  Haskell,  M.D.  Physiologist, 
Stanford  University  Medical  School  Heart  Disease 
Prevention  Program,  Palo  Alto. 

SKYLAB:  CLINIC  IN  ORBIT,  with  Captain  Joseph 
P.  Kerwin,  M.D.,  U.S.N.,  from  NASA  headquarters, 
Houston. 

OFFICE  TESTS  TO  CONFIRM  CHRONIC  OB- 
STRUCTIVE LUNG  DISEASE,  with  Spencer 
Koerner,  M.D.,  Chief,  Pulmonary  Medicine,  Monte- 
fiore  Hospital  and  Medical  Center,  New  York. 


You  Might  Want  to  Mark 
These  Dates  On  Your  Calendar 

May  15-18  Annual  Assembly,  Kentucky  Academy 
of  Family  Physicians,  Ramada  Inn,  Louisville 

May  30-31  Emergency  Health  Care  Seminar,  Ra- 
mada Inn,  Louisville 

September  23-26  KMA  Annual  Meeting,  Ramada 
'Inn,  Louisville 
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No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
■tablet  also  contains:  aspirin 
gr.  3Y2,  phenacetin  gr.  ZV2, 
caffeine  gr.  V2. 

/ Burroughs  Wellcome  Co. 
-441  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 
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Gastroschisist 

Hossein  Fallazadeh,  M.D.,* *  Donald  M.  Buckner,  M.D.,** 
and  William  Johnson,  M.D.*** 


Louisville,  Kentucky 


Herein  presented  is  a review  of  all  cases 
treated  at  Louisville  Children’s  Hospital 
hearing  the  diagnostic  criteria  of  gastro- 
schisis in  the  last  five  years. 


pital  bearing  the  diagnostic  criteria  of  gastro- 
schisis  in  the  last  five  years.  There  were  six 
males  and  five  females.  Four  babies  were  two 
to  six  weeks  premature;  all  of  the  babies  had 
sub-normal  rectal  temperature  ranging  from 
93  to  95  degrees.  The  delay  from  delivery  to 
surgery  was  one  to  twelve  hours. 


GASTROSCHISIS  is  a rare  type  of  con- 
genital evisceration  in  which  there  is  a 
full  thickness  defect  of  the  anterior 
abdominal  wall.  The  principal  features  of  the 
defect  are  its  extra-umbilical  location  with  a 
normal  insertion  of  the  umbilicus  at  the  margin 
of  the  defect  and  absence  of  the  membranous 
sac  covering  the  eviscerated  organs  as  in 
omphalocele.1 

The  true  incidence  of  this  abnormality  is 
difficult  to  assess.  Moore  (1963)2  was  able  to 
collect  3 1 cases  from  the  literature  which  satis- 
fied the  criteria  of  gastroschisis.  No  doubt, 
many  other  cases  have  been  lost  due  to  lack 
of  clear  and  established  classifications  of  con- 
genital evisceration  of  the  abdominal  wall.1-3 

Material 

The  present  study  consists  of  a review  of 
all  cases  treated  at  Louisville  Children’s  Hos- 

tFrom  the  Department  of  Surgery,  University  of 
Louisville  School  of  Medicine  and  Children’s  Hos- 
pital, Louisville 

*Surgical  Resident,  University  of  Louisville  Affiliated 
Hospitals 

** Assistant  Clinical  Professor  of  Surgery,  University 
of  Louisville 

*** Associate  Clinical  Professor  of  Surgery,  Univer- 
sity of  Louisville 


Associated  Anomalies 

All  patients  had  short  mesentery  and  mal- 
rotation  of  the  bowel.  Three  other  cases  had 
other  anomalies  which  were  noncontributory 
to  the  final  outcome  (Table  1). 


Table  1 

Short  mesentery  and  malrotation 
Absent  right  hand  and  forearm 
Rudimentary  right  ovary 
Micro-colon 


1 1 
1 
1 
1 


Treatment 

All  patients  were  placed  on  heating  pads 
and  the  intestines  were  covered  with  moist, 
sterile  towels  at  the  time  of  admission.  Patients 
were  immediately  taken  to  the  operating  room 
where  extraperitoneal  bowel  was  thoroughly 
irrigated  with  copious  sterile,  warm  saline.  The 
umbilical  cords  were  ligated  and  the  defects 
were  enlarged  in  order  to  replace  the  bowel 
in  the  peritoneal  cavity.  In  eight  cases  the  skin 
and  subcutaneous  tissue  was  mobilized  from 
the  coastal  margins  down  to  the  symphysis 
pubica  and  laterally  to  the  posterior  axillary 
line  on  both  sides.  The  mobilized  skin  was 
closed  over  the  bowel  using  4-0  interrupted 
silk.  In  two  of  our  cases  we  were  able  to  close 
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FIG.  1 Appearance  of  infant  prior  to  repair  of  ventral 
hernia. 

the  defect  primarily.  In  one  case  enough  skin 
could  not  be  mobilized  and  silastic  mesh  was 
used  to  close  the  abdomen. 

Six  patients  made  a good  recovery;  four  with 
large  ventral  hernia  (Fig.  1).  Two  of  these 
patients  were  brought  back  three  years  follow- 
ing their  primary  closure  and  had  repair  of 
ventral  hernia  (Fig.  2). 

Complications  following  surgery  occurred  in 
eight  cases  (Table  II).  All  cases  of  intestinal 
obstruction  were  treated  with  nasogastric  suc- 
tion and  fluid  replacement;  in  one  patient  op- 
erative intervention  was  required  to  free  an 
adhesive  band. 

Of  five  patients  who  died,  three  had  sep- 
ticemia, two  of  which  developed  cardio-res- 
piratory  failure.  One  patient  developed  infec- 
tion of  wound  and  dehiscence.  In  this  patient 
silastic  mesh  was  used  to  close  the  defect.  She 
subsequently  developed  neonatarum  scleremia 
and  started  to  bleed  from  various  sites.  In  the 
fifth  patient,  a 4 lb.  premature  baby,  there  was 
a 12-hour  delay  prior  to  transfer  of  the  patient 


to  our  care.  He  lived  six  weeks  following  sur- 
gery, but  never  developed  peristalsis  and  was 
supported  by  parenteral  hyperalimentation.  He 
developed  severe  respiratory  distress  and  died 
of  cardio-respiratory  arrest. 

Table  2 


Intestinal  obstruction  5 

Septicemia  3 

Respiratory  failure  2 

Heart  failure  2 

Dehiscence  1 

Neonatarum  scleremia  1 

Bleeding  ] 


Discussion 

Differentiation  of  gastroschisis  from  rup- 
tured omphalocele  has  been  made  in  recent 
years.4  Unless  a careful  examination  is  made 
the  condition  can  easily  be  confused  with  rup- 
tured omphalocele. 

The  embryological  basis  of  the  defect  is  the 
failure  of  differentiation  of  embryonic  mesen- 
chyme forming  the  somatopleure  of  the  lateral 
abdominal  wall.  Resorption  of  the  ectoderm 
adjacent  to  the  somatopleure  results  in  the 
para-umbilical  defect;  there  is  no  peritoneal- 
amniotic  sac  as  in  the  omphalocele.1  In  the 
absence  of  the  sac  the  extruded  organs  develop 
extra-corporeally  immersed  in  the  amniotic 
fluid  containing  vernix  caseosa,  debris  and 
meconium.  There  is  usually  a marked  reaction 
of  the  bowel  with  enlargement,  thickening, 
cyanosis,  infections,  and  adhesions  firmly 
matting  together  clusters  of  bowel  loops.  The 
entire  abdominal  viscera  may  present  as  a 
solid  mass  with  leathery  consistency.5 

The  abdominal  cavity  not  required  to  ac- 
commodate the  extra-corporeal  development  of 
bowel  remains  small,  resulting  in  a great  dis- 
parity between  the  size  of  the  viscera  and  the 
peritoneal  cavity.6  There  is  complete  non- 
rotation of  the  intestine  which  is  suspended 
from  a common  dorsal  mesentery.4  7 The  rela- 
tive disproportion  between  the  eviscerated 
bowel  and  the  peritoneal  cavity  seems  to  draw 
the  line  between  success  and  failure  of  treat- 
ment. Until  recent  years  this  anomaly  was 
thought  not  to  be  amenable  to  surgery.5  8 9 Since 
Gross  10  has  popularized  the  principle  of  creat- 
ing a large  ventral  hernia,  followed  by  sub- 
sequent repair,  this  technique  has  been  used 
in  various  degrees  of  success  in  the  managc- 
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FIG.  2 Appearance  of  the  patient  after  repair  of  hernia. 


ment  of  these  patients. 2'7  9’n  In  an  attempt  to 
decrease  the  complications  of  increased  intra- 
abdominal pressure  with  danger  of  cardio- 
respiratory embarrassment,  synthetic  material 
to  enclose  the  eviscerated  organs  in  an  extra- 
umbilical  sac  has  been  advocated  in  recent 
years.12’13  With  these  techniques,  however, 
there  is  the  risk  of  erosion  of  underlying  in- 
testine with  fistula  formation  and  infection.13-14 
Adequate  decompression  and  careful  replace- 
ment is  mandatory  if  further  compromises  of 


cardio-respiratory  system  is  to  be  avoided.  Pro- 
longed ileus  of  the  thickened  and  edematous 
bowel  is  not  uncommon  in  these  patients. 
Expediency  and  early  feeding  can  result  in 
excessive  vomiting  and  added  complication  as 
was  observed  in  two  of  our  patients. 

We  feel  that  using  skin  flaps  for  closure 
gives  acceptable  results  without  risks  associated 
with  foreign  material  implants. 


Summary 

Nine  premature  babies  with  gastroschisis 
were  treated  with  skin  flaps  and  two  with  pri- 
mary closure.  There  were  six  survivals,  four 
of  whom  required  secondary  closure  of  their 
ventral  hernia.  The  result  obtained  using  this 
technique  is  comparable  with  those  using 
foreign  material  implants  without  added  risk 
of  infection  and  erosion  of  underlying  intestine. 
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Nuclear  Medicine  and  Competitive 
Binding  Radioassayst 

John  B.  Selby,  M.D.* * 

Lexington,  Kentucky 


The  youthful  specialty  of  nuclear  medi- 
cine has  been  involved  in  the  use  of  ra- 
dioactive tracer  substances  which,  with- 
out administration  to  patients,  are  used 
to  measure  minute  quantities  of  hormones 
and  drugs  which  formerly  required  bio- 
assays. 

WITH  the  development  of  “purified  hor- 
mones” and  their  isolation,  the  power 
of  radioactive  tracers  (Fig.  I)  has  been 
greatly  increased  in  the  measurement  of 
minute  quantities  of  labeled  material.  These 
are  detected  by  highly  sophisticated  and  much 
more  sensitive  “scintillation  detectors”  than 
previously  available.  Much  of  the  stimulus  to 
the  work  in  radioimmunoassay  and  competitive 
binding  radioassay  techniques  developed  from 
the  pioneer  work  of  Berson  and  Yalow  since 
1956,  with  their  measurements  of  plasma 
insulin.  Now  virtually  every  known  hormone 
secreted  by  man  has  been  quantitated  by  these 
techniques  which  are  becoming  routinely 
available  to  physicians.  To  appreciate  the 
sensitivity  range  of  modern  counting  instru- 
ments it  should  be  recalled  that  cortisol,  the 
most  abundant  hormone  in  plasma,  is  present 
in  amounts  of  only  15  micrograms  (mg)  per 
100  ml  and  that  ACTH,  almost  four  thou- 
sand times  less  by  weight,  amounts  to  only 
4 nanograms  (ng)  per  100  ml.  The 
radioisotope  or  radionuclide  selected  as  the 
tracer  label  is  most  often  125I  or  131I  in  present 
day  techniques.  The  more  expensive  14C  a beta 
emitter  has  also  been  commonly  used  in 
physiologic  studies  and  by  1956,  the  prepara- 
tion of  tritium  labeled  steroids  as  well  as  steroid 
derivatives  utilizing  131 1 and  35S  had  been 


t Presented  at  the  Spring  Scientific  Session,  Appala- 
chian Regional  Hospital  group,  on  April  11,  1973, 
in  Lexington. 

*Chief,  Nuclear  Medicine  Service,  Veterans  Admini- 
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described.  Since  tritium  (3H)  and  14C  are  beta 
emitters,  their  detection  requires  the  use  of  a 
liquid  scintillation  media  rather  than  the  stan- 
dard sodium  iodide  crystal  which  is  used  as  the 
detector  for  most  gamma  emitting  radio- 
nuclides. 

Principles 

The  general  principle  of  the  competitive 
radioassay  systems  is  worth  reemphasizing  and 
might  be  compared  to  a game  of  “musical 
chairs.”  In  this  well  known  childhood  game, 
there  are  a limited  number  of  chairs  for  which 
the  contestants  are  competing.  In  these  radio- 
assays, as  in  the  game,  there  is  a constant  dy- 
namic equilibrium  process  occurring  with  the 
substance  measured  being  released  from  bind- 
ing protein,  existing  momentarily  free  in  plasma, 
and  then  colliding  and  binding  with  the  un- 
saturated protein  site  once  again.  When  the 
protein  binder  is  a natural  carrier  protein  as 
in  the  use  of:  thyroid  binding  globulin  (TBG), 
cortisol  binding  globulin  (CBG  or  transcortin), 
B-12  binding  protein  (TcA  or  transcobalmin) 
testosterone  binding  protein  (SHBG  or  sex 
hormone  binding  globulin),  the  technique  is 
referred  to  as  a competitive  protein  binding 
assay.  The  small  molecule  being  bound  is 
usually  referred  to  as  a ligand  and  the  process 
sometimes  referred  to  as  a radio-ligand  assay. 
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Today’s  measurement  of  serum  thyroxine  (T-4) 
is  such  a system  and  is  frequently  referred  to 
as  the  “Murphy-Pattee  Method”  or  thyroxine 
by  displacement,  T-4(D).  Since  the  test  does 
not  involve  measurement  of  iodine  in  any  form, 
this  possible  contamination  is  no  longer  a prob- 
lem. However,  since  99.95%  of  thyroxine  is 
protein  bound,  this  measurement  will  be 
deviated  from  the  normal  when  there  are  ab- 
normal concentrations  of  the  T-4  binding 
serum  proteins  as  in  pregnancy  and  the  use  of 
estrogens  (hi)  and  in  the  nephrotic  syndromes 
(lo).  The  only  common  clinical  useful  radio- 
assay which  is  truly  non-competitive  is  the  resin 
triodothyronine  uptake  (RT3U).  In  this  pro- 
cedure the  added  radioactive  triodothyronine 
(T-3*)  cannot  compete  in  binding  affinity  with 
the  T-4  present.  The  added  T-3*  therefore  is 
significantly  bound  to  TBG  only  when  there  is 
an  excess  of  TBG  as  in  states  of  pregnancy  or 
estrogen  intake.  The  T-3*  will  otherwise  be 
taken  up  by  the  alternative  binder  used  for 
separation  and  this  is  most  often  a resin  (but 
could  be  charcoal,  sephadex,  etc.).  The  T-3* 
resin  uptake  value  (RT3U  is  low  therefore  when 
the  TBG  is  in  excess.  The  T-3*  resin  uptake 
is  inversely  related  to  the  level  of  TBG  or 
natural  binding  protein.  Since  T-4  is  normally 
bound  to  TBG  and  will  also  increase  directly 
when  TBG  is  increased,  the  T-4  value  will  vary 
up  or  down  in  proportion  to  the  abnormal  TBG 
value.  If  the  RT3U  test  is  performed  simul- 
taneously it  will  vary  inversely  with  TBG  levels 
and  can  be  used  to  correct  an  abnormal  TBG 
level.  An  “adjusted  total  thyroxine”  value  is: 
a product  of  the  measured  RT3U  value,  and 
the  serum  T-4  level.  For  example: 

RT3U 

Normal  (Av)  RT3U  x T-4(D)  = Thy- 
roxine resin  T-3 
index 

And  e.g.  20%  x 15  ug/100  ml  = 10  ug 
30%  (T4-RT3  index  or  “adjusted 

T-4”) 

Most  physicians  have  trouble  knowing  what 
thyroxine  or  thyroid  tests  they  are  ordering 
(Fig.  2). 

The  RT3U  test  has  less  value  as  a single  screen- 
ing test,  but  can  correct  for  most  of  the  falsified 
values  in  the  serum  T-4(D)  result.  For  all 
displacement  and  competitive  protein  binding 
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Figure  2 

SIMILARITY  OF  NOMENCLATURE  OF 
IN  VITRO  TESTS  OF  THYROID  FUNCTION 

Thy  rox i ne 

Thyroxine  by  column 
Thyroxine  by  displacement 

Free  thyroxine 

Free  thyroxine  index 

Free  thyroxine,  absolute 

Resin  T-3  uptake 
Resin  uptake 
Resin  uptake  ratio 
T-4-Resin  T-3  index 

assays  (CPBA),  and  radioimmunoassays  (R1A) 
except  the  RT3U,  a standardized  curve  is  the 
first  essential  using  known  quantities  of  puri- 
fied material. 

The  radioimmunoassay  (RIA)  employs  an 
antibody  instead  of  the  natural  carrier  protein 
as  the  principle  binding  site  (Fig.  3).  Anti- 
bodies have  now  been  prepared  against  all 
polypeptide  hormones  including  such  small 
polypeptides  as  antidiuretic  hormone  (mole- 
cular weight  1080),  and  angiotensin  II  (mol 
wt  1170).  Using  conjugates,  antibodies  have 
been  prepared  against  many  steroids,  e.g., 
estradiol,  as  well  as  drugs,  e.g.,  digoxin,  digi- 
toxin,  morphine;  and  the  end  is  not  in  sight. 

In  all  RIA  or  competitive  binding  radio- 
assays there  is  an  excess  of  antigen.  The  prin- 
ciple binder  or  antibody  is  limited  (Fig.  4)  and 
it  is  the  ratio  of  bound  to  free  or  vice  versa 
that  determines  the  measure  of  the  unknown 
in  question.  The  binding  capacity  of  the  system 
is  limited  and  constant.  Therefore,  the  more 
unlabeled  hormone  present  in  the  plasma 
sample,  the  less  our  radioactively  labeled  hor- 
mone will  be  bound  to  the  antibody.  This  ratio 
with  successive  gradations  of  known  puri- 

F i g ure  3 

CHARACTERISTIC  BIND I MR  PROTEINS 
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ANTIGEN  BOUND  TO  ANTIBODY  * • ' 

Figure  4 

tied  material  is  plotted  to  produce  a standard 
curve  (Fig.  5):  once  the  standard  points  are 
plotted,  the  unknown  ratio  can  be  read  off 
from  the  graph  in  unit  measurements. 

Obviously  if  the  assay  system  depends  upon 
a competition  between  our  tracer  material  and 
the  unlabeled  material  for  a specific  binder,  we 
must  then  separate  the  bound  from  the  un- 
bound in  a second  step  process.  There  are  in- 
numerable ways  to  do  this  and  most  “kit” 
variations  are  related  to  this  maneuver.  In 
T-4(D)  assays  the  Abbott  Company  employs 
an  anion  exchange  resin  to  pick  up  the  stray 
or  “free”  labeled  T-4. 

In  RIA  the  bound  antigen-antibody  complex 
may  be  precipitated  out  by  an  anti-rabbit 
gamma  globulin  or  organic  solvents.  Other 
techniques  separate  “free”  (unbound)  from 
bound  tracer  using  the  differential  migration  of 
electrophoresis,  gel  filtration,  sephadex,  char- 
coal, or  dialysis. 


Figure  5 

Plotting  of  a standard  curve 
using  ratio  of  F/B  in  radio- 
i mmunoassay  (RIA) 

IMMUNOASSAY  OF  ANGIOTENSION  I 


ng  ANGIOTENSIN  I 


Tracer  Preparation 

All  tracers  are  properly  labeled  to  the  sub- 
stance in  question  and  this  technique  is  con- 
stantly being  improved  and  refined  commer- 
cially. Most  large  hospital  laboratories,  how- 
ever, can  “label”  their  own  protein  hormones 
with  125I  or  131I.  For  steroids,  14C  or  3H  label- 
ing is  usually  used  and  may  be  obtained  from 
commercial  sources  quite  free  of  significant 
damaged  hormone.  One  is  always  concerned 
about  the  quality  as  well  as  the  proper  labeling 
of  the  hormone  used. 


Applications 

The  growing  list  of  substances  measured  by 
competitive  radioassay  binding  techniques 
makes  any  laboratory  hesitant  in  deciding 
whether  we  have  a blessing  or  a monster  on 
our  hands  (Fig.  6).  Clinical  applications  are 


Figure  6 

COMPOUNDS  FOR  WHICH  RADIOASSAY  IS  CURRENTLY  AVAILABLE 
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already  obvious  for  those  pituitary  hormones 
such  as  follicle  stimulating  hormone  (FSH), 
luteinizing  hormone  (LH),  and  human  growth 
hormone  (HGH)  for  which  only  cumbersome 
bio-assays  were  previously  available.  Digoxin, 
a commonly  used,  and  frequently  encountered 
drug  causing  “toxicity”  symptoms  is  another 
obviously  useful  assay.  Where  can  we  assign 
such  less  secure  procedures  as  the  determina- 
tion of  gastrin  and  glucagon,  and  of  T-3  and 
testosterone?  Specialized  interests  will  demand 
only  limited  specialized  laboratory  service  until 
the  procedure  develops  a more  general  interest 
and  need.  Although  serum  parathormone  levels 
should  be  exciting  and  clinically  useful,  there 
are  procedural  problems  in  measuring  a sub- 
stance not  yet  available  in  a “pure”  form  from 
human  sources.  There  is  no  doubt  that  the 
specificity  and  techniques  as  well  as  their  num- 
ber will  grow  with  time.  The  newest,  clinically 
valuable  addition  to  the  field  is  the  RIA  of  the 
hepatitis-B  or  long  incubation  hepatitis  antigen, 
sometimes  referred  to  as  the  Australian  antigen 
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Figure  7 

and  hepatitis  associated  antigen  (HAA).  This 
abnormal  protein  can  be  detected  by  a sensitive 
RIA  at  least  100-200  times  more  often  than 
by  other  popular  laboratory  methods.  It  is 
present  in  about  0.1%  of  Americans  and  is 
a good  index  of  recent  infection  with  the  serum 
hepatitis  (type  B)  if  tested  during  the  incuba- 
tion period  or  first  two  weeks  of  the  disease. 
Unfortunately,  like  most  antibody  methods,  it 
requires  a long  18-24  hour  period  of  incuba- 
tion before  answers  are  available.  The  Abbott® 
Kit  uses  a coated  antibody  tube  which  will  pick 
up  the  antigen  if  present  in  the  serum  samples. 
The  later  addition  of  radioactivity  labeled  anti- 
body will  produce  a tightly  bound  “sandwich 
reaction”  within  the  tube  (Fig.  7)  which  cannot 
be  easily  removed.  High  “tube  counts”  then 
would  indicate  presence  of  the  radioactive 
labeled  antibody  and  a “hepatitis  B sandwich”. 


Control  and  negative  tubes  would  have  low 
counts  after  washing  or  pouring  of  the  tubes. 

Thyroid  testing  has  become  even  more 
sophisticated  with  the  development  of  RIA  for 
the  thyrotropin  releasing  factor  (TRF)  of  the 
hypothalamus  as  well  as  thyrotropin  or  thyroid 
stimulating  hormone  (TSH)  of  the  anterior 
pituitary.  Now  with  low  levels  of  circulating 
serum  thyroxine,  we  can  determine  if  the  pri- 
mary fault  lies  in  the  thyroid  itself  or  is  sec- 
ondary to  pituitary  disease. 

Many  have  felt  that  the  best  bio-assay  is  one 
that  is  no  longer  necessary.  With  the  specific 
and  quantitative  nature  of  competitive  binding 
radioassays  we  are  fast  approaching  this  series 
of  events.  Further  improvement  in  specificity 
may  occur  with  the  development  of  assays 
using  specific  tissue  receptors  rather  than  a less 
specific  antibody  or  binding  protein. 

Summary 

Competitive  binding  radioassays  have  been 
developed  for  most  hormones  as  well  as  a host 
of  unrelated  drugs,  enzymes,  and  miscellaneous 
substances.  Their  validity  has  been  amply  veri- 
fied and  their  sensitivity  approaches  a range 
(billionths  of  a gram  or  10  n gm  or  nanogram) 
previously  undreamed  of  in  standard  chemical 
procedures.  Their  use  will  have  to  be  selective 
on  a clinical  basis,  but  they  have  already 
simplified  our  diagnostic  accuracy  in  such 
diverse  fields  as  thyroid  disease,  digitalis  tox- 
icity and  serum  or  type  B hepatitis. 
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The  Current  Management  of  Adult  Onset  Diabetes  Mellitus 


Ronald  D.  Hamilton,  M.D.* 


IT  is  indeed  a challenging  thought  to  even 
consider  preparing  an  article  regarding  such 
a controversial  subject  as  the  management 
of  diabetes  mellitus.  As  you  well  know,  the 
center  of  this  controversy  is  whether  we  should 
strive  for  excellent  control  of  the  blood  sugar, 
and  if  so,  does  it  prevent  or  significantly  re- 
duce morbidity  and  mortality.  Quite  naturally, 
statements  in  this  article  will  relate  to  the 
author's  views  and  will  not  necessarily  conform 
to  many  others. 

Although  the  clinical  syndrome  of  diabetes 
mellitus  probably  was  recognized  as  early  as 
1500  B.C.  and  recorded  in  the  Ebers  Papyrus, 
the  etiology  of  the  primary  disease  state  is  still 
unknown  and  speculative.  The  condition  as  a 
whole  seems  to  be  related  to  an  absolute  or 
relative  deficiency  of  available  insulin.  Carbo- 
hydrate intolerance  as  well  as  lipid  and  protein 
abnormalities  are  present  in  most  cases.  In  fact, 
if  the  carbohydrate  abnormality  had  not  been 
recognized  initially,  diabetes  mellitus  might  well 
have  been  described  first  as  a primary  defect 
involving  lipid  or  protein  metabolism.  In  most 
affluent  societies  three  to  ten  per  cent  of  the 
total  population  eventually  develop  diabetes 
mellitus,  and  this  prevalence  increases  with 
age.1  Thus,  we  are  dealing  with  a disease 
state  of  epidemic  proportions  and  therefore  we 
should  develop  a systematic  individualized  ap- 
proach to  this  particular  patient  population. 

The  popular  belief  in  the  past  of  factors  in- 
terfering with  the  action  of  insulin2  may  still 
be  important  in  some  cases,  but  most  attention 
is  now  being  directed  in  favor  of  a primary 
defect  within  the  pancreas.3  With  the  develop- 
ment of  insulin  assay  techniques,  variable 
levels  of  insulin  have  been  found  in  diabetic 


* Assistant  Professor  of  Medicine  and  Endocrinology, 
University  of  Kentucky  Medical  Center;  Director  of 
Continuing  Education,  University  of  Kentucky  College 
of  Medicine,  Lexington 


subjects  ranging  from  very  low,  or  undetect- 
able (juvenile),  to  extremely  elevated.  Other 
diabetics  may  only  show  an  initial  delay  in  the 
release  of  insulin  following  carbohydrate  or 
protein  intake. 

The  diagnosis  of  diabetes  mellitus  should  be 
established  according  to  the  report  of  the 
Committee  on  Statistics  of  the  American 
Diabetic  Association  published  in  1969. 4 Al- 
though most  endocrinologists,  including  the 
author,  have  attempted  to  regulate  the  blood 
sugar  to  values  approaching  normal,  there  had 
not  been  any  good  definitive  evidence  that  this 
was  of  benefit  until  recently.  The  following 
have  now  suggested  that  control  may  be  of 
value:  (1)  an  overactive  sorbitol  pathway  in 
the  presence  of  hyperglycemia,5  (2)  associated 
hyperlipoproteinemias,  (3)  excess  glucuronic 
acid  formation,67  and  (4)  increased  suscepti- 
bility to  infections.8’9  The  above  would  seem 
to  justify  an  attempt  at  better  regulation  of 
blood  sugar.  Because  of  the  limited  amount  of 
space  available  for  this  article,  details  concern- 
ing the  above  abnormalities  cannot  be  con- 
sidered in  detail.  The  remainder  of  the  content 
will  be  devoted  to  the  diabetic  diet,  sul- 
fonylureas,  insulin  and  some  newer  exciting 
developments  which  may  soon  become  avail- 
able. 

Diabetic  Diet 

The  question  frequently  arises  concerning 
the  type  of  diet  the  diabetic  patient  should 
follow.  Despite  the  fact  that  we  have  been 
ordering  specific  diets  for  years,  the  author 
is  still  not  convinced  that  we  have  an  ideal  diet 
for  all  patients.  Perhaps  we  were  intended,  as 
suggested  by  Neel,10  to  go  through  periods  of 
feast  and  famine. 

Even  though  controversy  also  still  exists 
here,  the  dietary  approach  should  be  the  first 
line  of  attempt  to  control  carbohydrate  intoler- 
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ance  unless  the  patient  has  an  immediate  need 
for  insulin,  or  presents  with  diabetic  keto- 
acidosis. The  most  popular  approach  has  been 
directed  toward  returning  the  obese  diabetic 
to  his  ideal  lean  body  weight,  and  in  the  non- 
obese  diabetic  to  use  some  form  of  food 
groupings.  The  most  widely  used  type  of  diabe- 
tic diet  is  the  exchange  list  developed  as  a 
combined  effort  by  the  American  Dietetic  As- 
sociation, the  U.S.  Public  Health  Service,  and 
the  American  Diabetic  Association.  Even 
though  this  diet  plan  has  been  available  since 
around  1950,  it  still  is  a basis  for  confusion  to 
many  patients.  A survey  conducted  in  196811 
revealed  that  roughly  50%  of  the  diabetic  popu- 
lation was  making  no  attempt  to  follow  a diet. 
Out  of  this  total  group,  approximately  50% 
were  never  given  a diet,  while  the  other  half 
had  received  it  but  did  not  follow  it. 

Dietary  instructions  must  take  into  consider- 
ation important  factors  such  as  educational 
background,  economic  status,  physical  activity, 
and  associated  disease  states.  If  the  patient  is 
obese,  carbohydrate  intolerance  can  oftentimes 
be  returned  to  normal,  or  greatly  improved, 
by  weight  reduction.  This  requires  motivation 
and  “willpower”  by  the  patient  as  well  as 
close  follow-up  and  enthusiasm  on  the  part  of 
the  physician  for  best  results. 

There  are  a number  of  weight  charts12  and 
nomograms13  available  for  calculating  the  pa- 
tient’s ideal  weight.  A close  approximation  of 
ideal  weight  in  medium-framed  individuals  can 
be  calculated  by  allowing  100  pounds  for  the 
first  five  feet,  and  five  to  six  pounds  for  each 
inch  above  this  in  females  and  males  respec- 
tively. The  basal  caloric  requirement  can  be 
fairly  closely  estimated  by  multiplying  the  ideal 
weight  figure  by  a factor  of  ten.  Caloric  ad- 
justments must  then  be  made  according  to 
whether  the  patient  is  sedentary,  or  has  mild, 
moderate,  or  marked  physical  activity.  Most 
diabetic  diets  allow  for  40%  of  the  total 
caloric  intake  as  carbohydrate,  1.0  to  1.25  gm 
of  protein  per  Kg  of  ideal  weight,  and  the 
remainder  of  calories  in  the  form  of  fat.  In  our 
particular  patient  population,  we  often  have  to 
modify  the  dietary  prescription  to  take  into 
consideration  other  disease  states  such  as  con- 
gestive heart  failure,  renal  disease,  gastroin- 
testinal problems  and,  in  particular,  underlying 
primary  or  secondary  lipid  abnormalities. 


Of  course,  the  ultimate  goal  which  we  strive 
for  is  a normal,  or  reasonable,  fasting  blood 
sugar  (150  mg  %)  and  a post-prandial  blood 
sugar  between  160  mg  % and  180  mg  % (plas- 
ma or  serum  value  for  blood  sugar).  If  the 
blood  sugar  is  not  extremely  elevated,  an  ade- 
quate period  of  time,  usually  five  to  six  weeks, 
is  allowed  to  see  if  the  patient  can  be  con- 
trolled with  diet  alone.  If  there  is  no  response 
to  this  trial,  we  then  continue  the  diet  and 
proceed  as  subsequently  outlined.  In  an 
insulin-requiring  diabetic,  the  author  divides 
the  total  caloric  prescription  to  include  a bed- 
time snack.  It  may  also  be  necessary  in  cer- 
tain individuals  to  have  them  snack  in  mid- 
morning or  mid-afternoon  to  avoid  a more 
complicated  insulin  program. 

Sulfonylureas 

Oral  hypoglycemic  agents  have  been  widely 
used  in  the  treatment  of  adult  onset  diabetics 
since  their  introduction  in  the  mid  1950’s. 
However,  they  are  now  surrounded  by  marked 
controversy  in  view  of  the  University  Group 
Diabetes  Program.14-15  This  project  was  a 
cooperative  attempt  of  12  university  clinics  to 
study  the  effect  of  tolbutamide,  placebo,  phen- 
formin,  insulin  standard  dose,  and  insulin 
variable  dose  over  a period  of  years.  It  is 
simply  beyond  the  scope  of  this  article  to  deal 
with  all  the  pros  and  cons  of  this  study.  The 
results  are  considered  debatable  by  some  and 
accepted  by  others.  In  view  of  this,  a few  re- 
marks seem  justified. 

The  findings  suggested  that  tolbutamide  and 
diet  may  be  less  effective  than  diet  alone,  or 
than  diet  and  insulin,  at  least  insofar  as  cardio- 
vascular mortality  is  concerned.  There  seemed 
to  be  evidence  that  patients  treated  with 
tolbutamide  had  a higher  risk  of  cardiovascular 
mortality.  This  latter  finding  was  also  later 
extended  to  include  a group  of  phenformin 
treated  patients. 

Several  authorities16  feel  that  the  group 
studied  was  unrepresentative  of  both  the  gen- 
eral and  diabetic  population.  They  state  that 
the  overall  mortality  was  not  statistically  in 
excess  in  the  tolbutamide  group  as  compared 
to  the  placebo  group.  The  cardiovascular  mor- 
tality was  certainly  not  uniform  among  the 
clinics,  as  two  clinics  reported  22.2%  of  the 
total  number  of  patients,  47%  of  the  total 


vtucky  Medical  Association  • December  1973 


801 


Management  of  Adult  Onset  Diabetes  Mellitus — Hamilton 


deaths  and  50%  of  the  cardiovascular  deaths. 
Tolbutamide  was  also  administered  as  a stand- 
ard dose  of  1.5  gm  daily  in  divided  dosage, 
and  this  may  have  important  implications. 

Two  additional  studies  by  Paasikivi17  (using 
tolbutamide  in  survivors  of  first  myocardial 
infarctions)  and  Sharp  and  associates81  pre- 
sent data  of  a conflicting  nature  and  widely 
divergent  conclusions. 

Another  important  aspect  of  these  com- 
pounds is  that,  although  they  all  stimulate 
insulin  release  from  the  pancreatic  beta  cell  as 
well  as  numerous  other  proposed  actions,19 
there  are  different  actions  among  the  groups. 
Tolbutamide  and  chlorpropamide  have  an 
antidiuretic  action,  whereas  acetohexamide  and 
tolazamide  enhance  water  excretion.20  Because 
of  this  it  cannot  be  stated  with  absolute  cer- 
tainty that  the  information  above  applies  to  all 
the  sulfonylureas. 

Needless  to  say,  additional  long-term,  well 
designed  follow-up  studies  are  a necessity  to 
carefully  evaluate  each  of  the  presently  avail- 
able sulfonylureas.  These  compounds  are  still 
being  used  in  many  medical  and  diabetic 
clinics  across  the  country.  The  author  is  still 
using  these  compounds  but  somewhat  on  a 
more  selective  basis  than  previously  and  cer- 
tainly not  in  any  patients  with  adequate  dietary 
control,  severe  liver  or  renal  disease,  pregnan- 
cy, or  patients  with  normal  fasting  blood 
sugars.  In  view  of  the  above,  it  must  be  re- 
membered that  insulin  can  also  be  dangerous  if 
not  used  properly. 

Clinical  Use  of  the  Available  Insulin  Preparations 

It  has  now  been  over  50  years  since 
Banting  and  Best21  successfully  administered 
a pancreatic  extract  and  demonstrated  a signi- 
ficant reduction  in  the  blood  sugar  concentra- 
tion. Since  then,  several  types  of  insulin  have 
been  developed  and  are  generally  regarded  as 
rapid,  intermediate,  and  prolonged  acting.  In 
order  to  be  optimally  effective,  one  must  be 
aware  of  the  timing  and  intensity  of  each 
insulin  preparation,  individualize  the  dosage  to 
fit  the  patient’s  needs  and  have  adequate  fol- 
low-up at  regular  intervals.22 

The  patient  should  be  educated  in  regard  to 
hypoglycemic  and  ketoacidosis  symptoms.  In- 
struction regarding  the  testing  of  freshly  voided 
(second  sample)  urine  samples  qid  (a.c.  and 


h.s.)  for  sugar  and  acetone  (if  not  well  regu- 
lated) should  also  be  incorporated  into  the 
educational  program.  Approximately  80  to 
85%  of  adult  onset  diabetics  can  probably  be 
controlled  with  a single  morning  injection  of 
an  intermediate  acting  insulin  preparation  such 
as  Lente  or  NPH.  There  is  no  definite  ad- 
vantage in  starting  a newly  detected  diabetic 
with  so-called  “sliding  scale”  regular  insulin. 
The  author  arbitrarily  initiates  therapy  with 
an  intermediate  acting  insulin  in  the  dosage  of 
16  to  25  units,  depending  on  the  initial  blood 
sugar  level.  It  is  then  gradually  increased  until 
a urinary  or  blood  sugar  pattern  is  established. 
If  intensified  therapy  is  needed  in  the  late 
forenoon  and  early  afternoon,  regular  insulin 
may  need  to  be  added  to  the  intermediate 
form  and  may  be  mixed  in  the  same  syringe. 
If  intensified  action  is  needed  during  the  night 
and  early  forenoon,  a combination  of  Ultralente 
and  Lente  can  be  given,  or  two  injections  of 
Lente  or  NPH  (one  in  the  morning  and  one 
before  the  evening  meal).  Usually  it  is  best  to 
give  no  greater  than  25-35%  of  the  split  dosage 
program  at  the  evening  time. 

Insulin  preparations  used  over  the  years 
have  contained  a number  of  impurities  which 
have  recently  been  eliminated.  Since  mid  1971 
all  Lilly  insulin  manufactured  has  been  so- 
called  “single  peak”,  and  all  insulin  from  this 
company  carrying  an  expiration  date  after 
November  1,  1974,  is  “single  peak”  indicating 
a more  purified  product.23  This  preparation 
has  been  extremely  successful  in  eliminating 
the  problems  of  insulin  lipoatrophy  which  can 
oftentimes  be  corrected  by  injecting  the  insulin 
directly  into  the  atrophic  area.  A “single-com- 
ponent” insulin  which  is  99%  pure  insulin  is 
also  available  in  limited  quantities  from  the 
above  company. 

In  order  to  avoid  prolonged  confusion,  in- 
sulin is  now  being  manufactured  in  a U-100 
concentration.24'25  Patients  seem  to  under- 
stand the  concept  of  concentration  better,  and 
the  author  has  already  substituted  the  latter 
concentration  in  all  diabetics  being  followed 
personally.  U-40  and  U-80  concentration  will 
gradually  be  phased  out  over  the  ensuing  years. 

In  managing  the  obese  diabetic  patient,  the 
administration  of  insulin  often  leads  to  exces- 
sive caloric  intake,  increased  conversion  of 
glucose  to  fat,  and  increased  obesity  and  de- 
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creased  insulin  sensitivity.  In  many  instances, 
the  dosage  is  increased  more  and  more,  and 
the  patient  gains  more  weight  while  “eating 
up”  the  insulin  administered.  The  importance 
of  the  diabetic  reduction  diet  here  is  obvious. 
So-called  “brittle”  diabetes  is  unusual.  Most 
patients  presenting  with  control  problems  will 
eventually  be  found  to  be  receiving  too  much 
insulin  and  getting  a “rebound”  elevation  of 
the  blood  sugar,  or  urine  sugar,  at  various 
times  during  the  day  (the  so-called  “Somogyi 
effect”).  The  problems  of  insulin  resistance, 
insulin  allergy,  ketoacidosis,  and  the  manage- 
ment of  pregnancy  and  surgery  in  the  diabetic 
will  not  be  commented  on  due  to  the  lack  of 
space. 


various  methods  and  continue  to  secrete  insulin 
in  vitro  in  response  to  glucose.  Islet  cell 
adenoma  cultures  are  also  being  evaluated  by 
Chick30  and  Steiner’s  groups.30  Ferguson  and 
Scothorne31  have  shown  the  feasibility  of 
transplanting  isolated  pancreatic  islets  in  guinea 
pigs.  Intra-omental  allografts  were  all  alive 
when  recovered  at  intervals  from  10  days  to 
1 1 weeks.  Intratesticular  isografts  between 
Ducan  Hartley  guinea  pigs  from  a closed 
colony  survived  for  periods  up  to  90  days 
without  any  evidence  of  lymphocytic  infiltra- 
tion. As  this  research  progresses,  others  are 
devoting  effort  to  the  “artificial  pancreas.” 

Artificial  Pancreas 


Pancreatic  Transplantation,  Islet  Cell  Transplants 
and  the  Artificial  Pancreas 

Pancreatic  Transplantation 


A number  of  reports  have  described  trans- 
plantation of  the  whole  pancreas.2627  The 
current  status  of  clinical  allotransplantation  of 
the  pancreas  as  a combined  pancreaticoduo- 
denal graft  have  recently  been  described  by 
Lillehei  and  associates.28  This  operation  has 
been  performed  on  at  least  13  patients  with 
12  months  being  the  longest  survival  time  of 
the  graft  and  patient.  Immunosuppressive 
therapy  was  necessary  in  these  patients,  and 
this  in  itself  presents  numerous  problems  and 
hazards.  Despite  the  withdrawal  of  insulin  in- 
jections and  the  use  of  steroids  in  immunosup- 
pressive doses,  blood  sugar  levels  reached  es- 
sentially normal  levels  in  24-48  hours.  Al- 
though the  transplanted  pancreas  can  function 
with  respect  to  insulin  secretion,  the  risk  of 
life  and  total  cost  of  this  procedure  at  the 
present  time  seem  to  make  it  prohibitive.29 
Surely  we  will  hear  more  about  this  exciting 
venture  as  our  knowledge  of  host  response  and 
rejection  advance. 

Islet  Cell  Transplants 


It  has  been  discovered  that  new  beta  cells 
can  arise  by  one  of  three  ways:  (1)  replication 
of  existing  mature  cells,  (2)  transformation 
of  other  types  of  mature  cells  and  by  (3) 
stem  cell  differentiation.30  Lillehie  has  at- 
tempted to  implant  fragments,  slices,  and  tis- 
sue cultures  of  pancreas  or  islet  cell  tumors.27'28 
Human  islet  cells  have  been  isolated  by 
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As  can  readily  be  seen  from  past  experi- 
ence, the  current  modes  of  treatment  of 
diabetics  require  improvement.  The  “artificial 
pancreas”  is  simple  enough  in  concept.  With 
a sensor  electrode  measuring  the  blood  glucose 
constantly,  or  at  intervals,  this  information 
could  be  programmed  into  a miniature  com- 
puter. This,  in  turn,  could  instruct  an  infusion 
pump  with  a reservoir  system  to  release  de- 
sired controlled  levels  of  insulin  into  the 
diabetic’s  circulation.  Two  types  of  electrodes 
are  now  being  evaluated.  The  glucose  oxidase/ 
oxygen  probe  by  Bessman  and  Schultz32  at  the 
University  of  Southern  California  and  the 
glucose/ fuel  cell  probe  by  the  Soeldner  group33 
in  Boston  at  the  Joslin  Research  Laboratories. 
Neutral  regular  insulin34  (NRI)  which  has 
recently  been  developed  circumvents  the  pro- 
blem of  previous  instability  of  regular  insulin 
at  room  or  body  temperature.  Other  problems 
exist  with  regard  to  programming  the  com- 
puter, but  with  more  knowledge  regarding 
actual  beta  cell  function  and  the  dynamics  of 
insulin  secretion,  these  too  will  eventually  be 
overcome. 
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GRAND  ROUNDS 


The  University  of  Kentucky  College  of  Medicine 


This  Journal  feature  will  be  presented  alternately  by  the  University  of  Louisville  and  the  University  of  Kentucky  Departments 
of  Medicine  and  Departments  of  Surgery.  We  hope  to  have  these  features  revolve  around  subjects  of  immediate  practical 
interest  to  the  practicing  physician;  and,  for  those  of  us  not  able  to  attend  grand  rounds  in  the  teaching  centers  as  often 
as  we  might,  we  hope  this  will  represent  a bit  of  a refresher  course. 

Chemotherapy  of  Multiple  Myeloma 


IN  the  last  several  years  there  has  been  in- 
creasing interest  in  multiple  myeloma.  The 
development  of  effective  chemotherapy  has 
done  much  to  improve  the  life  of  the  patient 
with  this  disease.  Laboratory  work  on  cell 
kinetics  has  permitted  a rational  approach  to 
treatment  and  has  guided  clinical  trials  of  new 
agents  and  combinations.  This  review  attempts 
to  clarify  those  aspects  of  this  new  information 
that  are  of  greatest  importance  to  the  practic- 
ing physician. 

Chemotherapy  is  usually  instituted  as  soon 
as  the  diagnosis  of  multiple  myeloma  is  made. 
The  diagnosis  requires  the  presence  of  an  ab- 
normal serum  or  urinary  protein,  the  presence 
of  increased  numbers  of  plasma  cells  on  bone 
marrow  aspirate,  lytic  lesions  on  bone  films, 
or  histologic  confirmation  of  the  presence  of  a 
plasmacytoma.  Any  two  of  the  four  above 
criteria  are  generally  considered  to  be  suffi- 
cient, provided  there  is  not  an  additional  dis- 
ease process  that  could  account  for  such  find- 
ings. Again,  once  the  diagnosis  can  be  estab- 
lished, treatment  with  cytotoxic  agents  is  insti- 
tuted. 

In  order  to  adequately  evaluate  current 
chemotherapy,  it  is  necessary  to  know  some- 
thing about  the  natural  history  of  the  disease. 
In  1960,  Osgood  carried  out  a retrospective  re- 
view of  the  charts  of  600  patients  with  multiple 
myeloma  who  received  only  supportive  thera- 
py.1 He  found  that  these  patients  had  a median 
survival  of  seven  months.  At  about  this  same 
time  Holland  published  results  of  his  urethane 
study.2  This  study  contained  a group  of  pa- 
tients treated  with  a placebo,  and  these  pa- 
tients had  a median  survival  of  11.5  months. 
Both  studies  have  their  flaws,  but  they  sug- 
gest that  patients  with  multiple  myeloma  treat- 


ed only  with  vigorous  supportive  therapy  will 
have  a median  survival  of  one  year  or  less.  A 
study  by  Alexanian  et  al.  divided  patients  into 
a group  that  responded  to  chemotherapy  and 
a group  that  did  not.3  The  patients  who  re- 
sponded had  a median  survival  of  41  months 
while  those  who  were  treated  but  did  not  re- 
spond had  a median  survival  of  nine  months. 
This  and  other  work  indicate  that  the  median 
survival  of  untreated  patients  and  those  who 
do  not  respond  to  therapy  will  be  similar, 
slightly  less  than  one  year.3  The  median  sur- 
vival of  responders  will  be  in  the  neighborhood 
of  three  years,  a gain  of  two  years  when  com- 
pared to  the  natural  course  of  the  untreated 
disease. 

Initial  evaluation  of  a patient  can  provide 
important  predicative  information  about  the 
kind  of  response  that  he  will  have.  Severe  dis- 
ease with  hypercalcemia,  azotemia,  leuko- 
penia, or  thrombocytopenia  is  associated  with 
a poor  prognosis.4  Much  can  be  learned  by 
carefully  following  the  patient  during  the  first 
several  weeks  after  the  institution  of  treat- 
ment. A good  response  would  be  considered  to 
occur  with  decrease  in  abnormal  serum  globu- 
lins by  50%,  decrease  in  amount  of  urinary 
protein  by  50%,  increase  in  hemogloblin  level 
by  2 gm%,  and  decrease  in  percentage  of  plas- 
ma cells  in  the  bone  marrow  by  50%. 4 Eighty- 
five  percent  of  the  patients  who  demonstrate 
a response  will  respond  in  the  first  12  weeks  of 
therapy. 

The  character  of  the  abnormal  protein  pro- 
duced by  the  myeloma  cells  can  be  of  help  in 
predicting  a patient's  response  to  therapy.  Ap- 
proximately 25%  of  patients  will  have  isolated 
Bence-Jones  proteinuria  as  their  only  immuno- 
globulin abnormality.5  These  Bence-Jones  pro- 
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teins  constitute  the  light  chain  portion  of  im- 
munoglobulins, and  because  of  their  small  size, 
they  are  filtered  by  the  renal  glomerulus,  impair- 
ing renal  function.  Patients  who  have  Bence- 
Jones  proteinuria  as  their  only  immunoglobu- 
lin abnormality  have  a high  incidence  of  renal 
damage  with  impaired  survival.6  The  light 
chains  can  be  divided  into  two  separate  anti- 
genic types,  kappa  and  lambda.7  Only  one 
type  will  be  present  in  as  single  myeloma  pa- 
tient. Available  evidence  suggests  that  the  pres- 
ence of  the  lambda  chain  is  more  ominous,  ap- 
parently related  to  its  greater  ability  to  pro- 
duce renal  injury.6 

There  are  five  separate  types  of  immuno- 
globulin: lgG,  IgA,  lgM,  IgD,  and  lgE.  The 
abnormal  myeloma  protein  or  M-protein  may 
represent  abnormal  proliferation  of  cells  pro- 
ducing any  one  of  these  immunoglobulin 
types.  All  of  the  myeloma  proteins  present  in  a 
single  patient  will  be  of  identical  structure.5 
The  most  common  types  of  M-protein  are 
either  lgG  or  IgA.  The  rare  lgM  myeloma  has 
a poor  prognosis  because  of  its  association  with 
the  hyperviscosity  syndrome.8  IgD  myeloma  is 
a particularly  aggressive  disease  of  young  peo- 
ple in  which  extraosseous  plasmacytomas  are 
seen  and  response  to  therapy  is  poor.9  lgE 
myeloma  is  rare  and  its  course  is  poorly  under- 
stood, although  two  of  three  reported  cases 
have  had  plasma  cell  leukemia.11 

The  chemotherapy  of  multiple  myeloma  has 
been  extensively  studied  in  recent  years.  Prior 
to  1960,  there  was  little  optimism  about  treat- 
ment. It  was  thought  to  be  quite  resistant, 
much  as  acute  myelocytic  leukemia  is  con- 
sidered today.  Many  agents  and  combinations 
of  agents  had  been  tried  and  there  was  little  to 
suggest  that  any  of  these  were  of  significant 
help  to  the  patient.  When  melphalan  (Alker- 
an)  was  first  introduced,  it  was  thought  by 
many  to  be  another  unsuccessful  approach  to 
an  unapproachable  disease.  However,  evidence 
rapidly  accumulated  that  established  its  effica- 
cy in  the  treatment  of  myeloma. 

Initial  studies  were  centered  around  deter- 
mining the  best  mode  of  administration.  A 
dispute  that  continues  to  the  present  is  whether 
continuous  or  intermittent  therapy  is  better.6 
Evidence  accumulated  that  substantial  im- 
provement could  be  made  by  adding  predni- 
sone but  this  too  has  not  been  completely  re- 
solved.4-6 The  regimen  recommended  by  Alex- 


anian  utilizes  four  day  pulses  of  therapy  ad- 
ministered every  six  weeks.  The  medicines  are 
taken  orally,  melphalan  in  a dose  of  0.25mg 
per  kg  per  day  and  prednisone  in  a dose  of 
2mg  per  kg  per  day,  on  each  of  the  four  days.6 

Available  studies  suggest  that  cyclophos- 
phamide (Cytoxan)  is  as  effective  as  melpha- 
lan.10 Its  side  effects  have  discouraged  its  use 
in  many  centers.  It  has  a tendency  to  produce 
baldness  and  hemorrhagic  cystitis,  and  active 
metabolites  are  excreted  in  the  urine.  It  is  dif- 
ficult to  know  how  to  adjust  the  dose  in  the 
presence  of  renal  failure,  and  renal  failure  is  a 
persistent  problem  in  myeloma. 

Evidence  has  accumulated  which  indicates 
that  the  amount  of  abnormal  protein  in  the 
blood  or  urine  correlates  with  the  tumor 
mass.12  Effective  chemotherapy  inhibits  ab- 
normal protein  production  and  is  a marker 
that  indicates  whether  or  not  therapy  is  achiev- 
ing its  goal.  Failure  to  reduce  the  abnormal 
protein  strongly  suggests  that  the  treatment 
employed  is  unsuccessful,  and  an  alternative 
therapy  should  be  instituted.  Drug  doses  can 
be  increased  or  a change  in  alkaline  agent  can 
be  made,  e.g.  cyclophosphamide  can  be  sub- 
stituted for  melphalan.3  Drug  therapy  that 
does  not  inhibit  protein  production  only  con- 
stitutes a toxic  insult  to  the  patient  and  does 
not  affect  survival.  The  same  applies  to  the 
patient  under  treatment.  A rising  M-protein 
spike  means  that  therapy  must  be  altered. 

From  a practical  standpoint,  the  experience 
at  the  University  of  Kentucky  suggests  that 
the  intermittent  Alexanian  protocol  described 
above  permits  patients  to  be  treated  success- 
fully with  a minimum  of  expense.  The  mel- 
phalan can  be  safely  administered  to  patients 
with  WBC  counts  greater  than  3,500  and 
platelet  counts  greater  than  75,000.  The  pa- 
tient need  not  return  for  six  weeks,  when  the 
next  course  of  therapy  is  required.  At  this  time 
complete  blood  and  platelet  counts  are  per- 
formed and  a repeat  course  of  therapy  is  given 
if  the  counts  are  satisfactory.  At  the  time  of 
the  third  visit,  blood  or  urine  is  obtained  for 
determination  of  serum  protein  or  24-hour  uri- 
nary protein  excretion.  If  comparison  with 
pretreatment  values  indicates  improvement, 
then  the  therapy  is  continued.  The  therapy  is 
only  altered  when  there  is  evidence  that  it  is  no 
longer  effective  as  indicated  by  rising  serum 
or  urinary  protein  levels,  or  by  evidence  of  ex- 
tension of  bony  lesions  on  x-ray. 
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Because  of  the  potential  for  renal  damage, 
especially  in  the  initial  stages  of  treatment 
when  cell  lysis  causes  uric  acid  release,  patients 
are  placed  on  allopurinol  therapy  for  the  first 
three  courses  of  chemotherapy.  Adequate  hy- 
dration is  mandatory.  Radiation  therapy  is  uti- 
lized for  painful  bony  lesions  since  only  ap- 
proximately 15%  of  these  lesions  will  respond 
to  chemotherapy.6  The  patient  is  encouraged 
to  ambulate  to  help  maintain  skeletal  minerali- 
zation, and  hypercalcemia  is  treated  promptly 
when  it  develops. 

This  approach  has  permitted  the  successful 
treatment  of  many  patients  with  only  infre- 
quent visits  to  the  clinic  or  family  physician. 
The  patient’s  life  expectancy  is  prolonged 
without  requiring  major  alteration  of  his  daily 
life  schedule. 

Peter  Ungaro,  M.D. 
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Codex  Atlanticus 

“The  age  as  it  flies  glides  secretly  and  deceives  one 
another;  nothing  is  more  fleeting  than  the  years,  but 
he  who  sows  virtue  reaps  honor. 

“Wrongfully  do  men  lament  the  flight  of  time,  ac- 
cusing it  of  being  too  swift,  and  not  perceiving  that 
its  period  is  yet  sufficient;  but  good  memory  wherewith 
Nature  has  endowed  us  causes  everything  long  past  to 
seem  present. 

“In  youth  acquire  that  which  may  requite  you  for 
the  deprivations  of  old  age;  and  if  you  are  mindful  that 
old  age  has  wisdom  for  its  food,  you  will  so  exert  your- 
self in  youth,  that  your  old  age  will  not  lack  sustenance. 

“While  I thought  that  I was  learning  how  to  live,  I 
have  been  learning  how  to  die. 

“Life  well  spent  is  long.” 

— Leonardo  Da  Vinci 

This  tribute  is  printed  in  memory  of  the  Kentucky  physicians 
who  died  during  the  past  year. 
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Deceased  Kentucky  Physicians 

1973 


George  Preston  Archer,  Prestonsburg 
Bert  C.  Bach,  Whitesburg 
John  Coldiron  Baker,  Berea 
Orville  Lee  Ballard,  Louisville 
Lawrence  Francis  Boland,  Georgetown 
Steve  Hansford  Bowen,  Harlan 
Virginia  L.  Congleton,  Frankfort 
Guinn  Shaw  Cost,  Hopkinsville 
William  Moss  Cox,  Corbin 
Garland  Lambuth  Dyer,  Louisville 
L.  Irvin  Farmer,  Somerset 
J.  F.  Furnish,  Taylorsville 
George  A.  Glenn,  Lexington 
Elmer  B.  Hacker,  Louisville 
Charles  W.  Harting,  Kevil 
Ben  Harvey  Hollis,  Louisville 
Elton  Rudolph  House,  Henderson 
Walter  Irvin  Hume,  Sr.,  Louisville 
John  Evan  Johnston,  Nortonville 
William  A.  Johnson,  Frankfort 
Edwin  L.  Jones,  Mt.  Sterling 


Clifton  D.  Lamm,  Bloomfield 
Presley  Frank  Martin,  Louisville 
David  Griffin  Miller,  Jr.,  Morgantown 
Oliver  P.  Miller,  Columbia 
Howard  Robert  Molony,  Covington 
Charles  H.  Moore,  Huffman,  Texas 
Escum  Lionel  Moore,  Lexington 
E.  D.  Mudd,  New  Haven 
Paul  Claude  Neely,  Louisville 
James  Franklin  Norwood,  Hardin 
Clarke  P.  Pennington,  Sarasota,  Fla. 
W.  Mountjoy  Savage,  Murray 
Ronald  Lee  Sergent,  Lexington 
Samuel  S.  Shouse,  Lexington 
Harold  B.  Simms,  Springfield 
John  P.  Simpson,  Whitley  City 
Adam  Stacy,  Jr.,  Pineville 
Harris  W.  Terrell,  Corbin 
Adriel  Clark  Weakley,  Shelbyville 
Francis  Droit  Willey,  Versailles 
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EDITORIALS 


Frames  of  Reference 


THIS  year  Christmas  will,  we  hope,  bring 
a respite  from  the  seemingly  unending 
procession  of  distractions,  disillusion- 
ments,  and  crises  to  which  we’ve  all  been  wit- 
ness during  the  year  past.  Human  nature  is 
inherently  cyclic;  we  can  sustain  moods — excite- 
ment, anger,  depression,  affection,  whatever 
— only  for  a while  at  a high  pitch,  then,  as 
an  individual  or  a nation,  we  need  a time  to 
ease  off,  to  slow  down  our  engines,  to  con- 
template just  what  it  was  that  had  us  so 
aroused.  So  let  it  be  this  Christmastime  for  us 
all.  Events  of  undeniably  serious  import  will 
in  all  likelihood  continue  to  flood  in  on  us,  un- 
diminished, but  may  the  peace  and  joy  of  the 
season  lengthen  and  soften  our  frames  of 
reference  so  that  we  may  learn  to  understand, 
rather  than  just  criticize,  and  realize  once 
again  that  our  individual  obligation  is  to  act, 
rather  than  just  react. 

Kentucky  medicine  has  acted  well  indeed 
this  year,  with  its  physicians  facing  up  to  the 
continuing  challenges  of  consumer  groups  and 
government  in  such  fields  as  PSRO,  HMO, 
price  freezing  at  a punitive  level,  comprehen- 
sive health  planning,  etc.  While  dealing  with 
all  these  unique  (and  sometimes  discrimina- 
tory) problems,  Kentucky  doctors  have  con- 
tinued to  care  for  their  patients  with  that 
balance  of  wisdom  and  compassion  that  is  at 
once  their  prime  responsibility  and  their 
strongest  asset. 

This  high  quality  care  would  not  be  possible, 
were  we  not  blessed  with  active  and  alert 
officers  in  our  state  Association,  for  it  is  their 
hard  work  and  many  long  hours  of  tedious  com- 
mittee meetings  that  enable  the  rest  of  us  to 
subsist  in  a rapidly  changing  medical  environ- 
ment— they  point  out  to  us  courses  we  need 


to  adopt  to  meet  valid  health  care  needs,  and 
educate  others,  wishing  to  change  us  at  their 
whim,  to  the  realities  of  modern  medical  care. 
In  particular  this  year,  we  should  recognize 
the  achievements  of  the  Kentucky  Founda- 
tion for  Medical  Care,  which  has  dealt  in  a 
most  statesmanlike  manner  with  the  initial 
concept  of  PSRO  in  this  State. 

The  Journal  owes,  as  usual,  many  thanks  to 
many  people  for  helping  it  through  the  years. 
The  authors  of  our  scientific  articles,  “Grand 
Rounds”  and  “Medical  Progress”  symposia, 
all  have  brought  to  us  current  concepts  in 
treatment  of  disease.  Our  scientific  consultants 
have  been,  as  always,  our  quality  monitors, 
and  we  appreciate  their  largely  unsung  labors. 

For  their  advice  and  counsel,  we  extend 
our  appreciation  to  the  administration  and 
faculty  of  each  of  the  medical  schools  in  Ken- 
tucky. They  form  a base  upon  which  our 
medical  culture,  heritage  and  education  can 
grow,  and  they  have  been  consistently  helpful 
and  cooperative.  For  this  pleasant  relationship 
we  are  grateful. 

To  the  companies  whose  advertising  has 
been  presented  on  these  pages,  we  offer  our 
thanks  for  their  confidence  and  support.  Such 
support  enables  us  to  present,  with  reasonable 
economy,  the  ongoing  story  of  Kentucky  medi- 
cine to  its  participants — you,  the  physicians  of 
this  State.  We  appreciate  that  opportunity. 

To  all  these  people — to  all  involved  in  any 
way  in  the  fascinating  and  complex  process 
of  medical  care  in  Kentucky  this  past  year — 
we  say  well  done.  Thank  you  for  your  efforts. 
May  your  frustrations  diminish  and  your  peace 
of  mind  increase.  WHj 


MERRY  CHRISTMAS 
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Abbott  Laboratories 

Beecham-Massengill  Pharmaceuticals 
Blue  Cross-Blue  Shield  of  Kentucky 
Burroughs  Wellcome  Company 

Chicago  Medical  Society 
Chipman,  Lenore,  M.D. 

CIBA/Geigy  Corporation 

Dorsey  Laboratories 

Extendicare,  Inc. 

Flint  Laboratories 

Floyd  County  Health  Department 

Geigy  Pharmaceuticals 
General  Leasing  Corporation 

Heart  Association  of  Louisville  & 
Jefferson  County 
Hospital  Corporation  of  America 

Kentucky  Chapter,  Arthritis  Foundation 
Kentucky  Thoracic  Society 

Lederle  Laboratories 
Lilly,  Eli  & Company 
Lyon  County  Medical  Society 


McNeil  Laboratories 
Medical  Protective  Company 
Merck  Sharp  & Dohme 

Mountain  Comprehensive  Health  Corporation 

Parkhill  Family  Health  Center 
Pharmaceutical  Manufacturers  Association 
Poythress,  William  P.,  Company 

Ramada  Inn 
Robins,  A.  H.,  Company 
Roche  Laboratories 
Roerig,  J.  B.  and  Company 

Schering  Corporation 
Schmid,  Julius,  Inc. 

Searle  Laboratories 
Smith  Kline  & French  Laboratories 
South  Central  Bell 
Southern  Optical  Company 
Stuart  Pharmaceuticals,  Division  of  ICI 
America  Inc. 

University  of  Louisville  Medical-Dental  Bookstore 
Upjohn  Company 

Veterans  Administration 

Whitehouse,  A.  J. 
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Ky.  Foundation  Board  Holds 
Reorganization  Mtg. 

On  October  18  the  Board  of  Directors  of  the  Ken- 
tucky Foundation  for  Medical  Care  held  their  first 
meeting  of  the  organizational  year. 

The  Board  elected  the  following  officers  to  serve 
for  1973-74: 

President:  David  A.  Hull,  M.  D.,  Lexing- 

ton 

Vice  President:  W.  Neville  Caudill,  M.D., 
Louisville 

Secretary:  Robert  G.  Cox,  Louisville 

Treasurer:  Paul  J.  Parks,  M.  D.,  Bowling 

Green 

An  Executive  Committee  of  the  Board  was  also 
elected  consisting  of  the  President;  Vice  President; 
Treasurer;  Lee  C.  Hess,  M.  D.,  Florence;  and  Edward 
N.  Maxwell,  M.  D.,  Louisville. 

In  other  actions,  the  Board  appointed  Committee 
members  and  chairmen  for  the  year  and  discussed  the 
possibility  of  creating  a lay  advisory  council. 

Because  all  county  society  and  Trustee  District  peer 
review  committees  are  now  operationally  responsible 
to  the  KFMC,  the  Board  of  Directors  adopted  as 
formal  policy  that  the  activities  and  findings  of  all 
KMA  peer  review  committees  would  be  supported  by 
the  Board  to  include  legal  testimony  if  necessary. 

So  that  the  KMA  membership  could  have  an  op- 
portunity to  obtain  information  on  the  KFMC  PSRO 
plan,  the  Board  asks  all  county  medical  societies  or 
individual  members  to  contact  their  KMA  Trustee. 
He  has  a copy  of  the  PSRO  plan  available  for  repro- 
duction. 

Annual  Seminar  To  Be  Held 
December  20  at  Norton’s 

The  Sixteenth  Annual  Postgraduate  Medical 
Seminar,  sponsored  by  Norton  Infirmary  and  the 
American  Academy  of  Family  Physicians,  will  be 
held  Thursday,  December  20.  The  program,  which 
will  last  from  8:45  a.m.  until  4:15  p.m.,  will  be 
held  in  the  new  Norton-Children’s  Hospitals  in 
Louisville. 

The  seminar  will  focus  on  “Current  Approaches 
in  Cardio-Respiratory  Disease,”  and  will  feature 
Edward  A.  Gaensler,  M.D.  of  Boston  as  guest 
lecturer.  Members  of  the  Norton  Hospital  staff  and 
faculty  members  from  the  University  of  Louisville 
School  of  Medicine  will  also  participate  in  discus- 
sions on  lung  disease,  myocardial  revascularization, 
respiratory  failure,  and  echo  cardiography. 


The  program  is  acceptable  for  five  prescribed 
credit  hours  by  the  Kentucky  Chapter,  American 
Academy  of  Family  Physicians. 

New  Multi-County  Society  Formed 

A charter  was  recently  presented  to  the  Shelby- 
Henry-Oldham  County  Medical  Society  which  com- 
bined membership  to  form  a new  multi-county 
society.  Edward  G.  Houchin,  M.D.,  LaGrange,  ac- 
cepted the  charter  on  behalf  of  the  new  society. 

The  multi-county  society,  whose  charter  was  ap- 
proved by  the  KMA  Board  of  Trustees  at  their 
meeting  on  September  19,  1973,  was  authorized  by 
a 1968  Bylaws  change  which  gave  county  societies 
the  right  to  join  together  into  a multi-county  society. 


Hospitals  Prepare  for  Move 

Norton  Memorial  Infirmary  and  Children’s  Hos- 
pital in  Louisville  will  move  into  the  new  Norton- 
Children’s  Hospitals  complex  during  the  latter  part 
of  this  month.  Patient  and  equipment  transfer  will 
take  place  on  the  weekends  of  December  15-16  and 
December  29-30.  Continuous  service  will  be  pro- 
vided by  both  hospitals  throughout  this  period. 


What’s  Happening  in  Kentucky — 

The  Kentucky  Drug  Formulary  Council  has  sub- 
mitted to  the  Legislative  Research  Commission  its 
first  set  of  regulations  regarding  specific  medications 
for  inclusion  on  the  state’s  formulary  list  of  generic 
drugs.  Fourteen  manufacturers  of  the  antibiotic  ampi- 
cillin  are  now  on  the  formulary  list. 

The  Kentucky  Department  for  Human  Resources’ 
dental  health  program  began  operation  of  a special 
fluoridation  surveillance  plan  in  August.  By  October, 
44  communities  in  the  state  showed  improvement  in 
reaching  levels  of  fluoridation  closer  to  the  optimal 
range  than  they  were  two  months  before,  says  James 
T.  Corum,  D.M.D.,  Fluoridation  Consultant  with  Hu- 
man Resources. 

Kentucky  State  Hospital,  a psychiatric  facility  at 
Danville  operated  by  the  Kentucky  Department  for 
Human  Resources,  has  been  awarded  a Certificate  of 
Commendation  by  the  American  Psychiatric  Associa- 
tion. The  Hospital  was  recognized  for  its  “significant 
progress  in  improving  the  quality  of  life  for  patients.” 
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Who  knows  what  evil  lurks  in 
the  mucous  membranes? 


Each  Spansule®(brand  of  sustained  release 
capsule)  contains  8 mg.  of  Teldriri*(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenyl- 
propanolamine hydrochloride;  and  2.5  mg.  of 
isopropamide,  as  the  iodide. 

Knows  the  public’s  enemies— nasal 
congestion,  runny  nose,  sneezing, 
watery  eyes. 

Knows  what  to  do  about  them  too. 

All  through  the  dark  night  of  upper 
respiratory  difficulty,  while  ordinary 
cold  remedies  wear  off,  the  decon- 
gestant, antihistamine,  and  drying 
agent  in  ‘Omade’  fight  the  never-ending 
battle  for  comfort,  symptomatic  relief, 
and  free  airways. 

Ornade®.  Why  not  let  it  help  fight  your 
patient’s  cold  war. 

Before  prescribing,  see  complete  prescribing  information 
in  SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hyper- 
secretion associated  with:  the  common  cold;  acute  and 
chronic  sinusitis;  vasomotor  rhinitis;  allergic  rhinitis  (hay 
fever,  'rose  fever,”  etc.). 

Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing 
peptic  ulcer;  pyloroduodenal  or  bladder  neck  obstruction 
Children  under  6. 

Warnings:  Caution  patients  about  activities  requiring 
alertness  (e  g.,  operating  vehicles  or  machinery).  Warn 
patients  of  possible  additive  effects  with  alcohol  and  other 
CNS  depressants. 

Usage  in  Pregnancu:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Effect  on  PBI  Determination  and  f131  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131 
uptake.  Substitute  thyroid  tests  unaffected  by  exogenous 
iodides. 

Precautions:  Use  cautiously  in  persons  with  cardiovas- 
cular disease,  glaucoma,  prostatic  hypertrophy, 
hyperthyroidism. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia, 
leukopenia,  convulsions,  hypertension,  hypotension, 
anorexia,  constipation,  visual  disturbances,  iodine 
toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


How  to  better  achieve  a smooth  "pill"response : 

A blueprint  forintroducin 

I.  If  one  pill"  were  right  for 
every  woman,  we'd  make  it. 


Patient  need  for  contraception 
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If  one  "pilfwere  right  for  every  woman,  we'd  make  It. 


Ovulen  R Available  in  20-,  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 
Each  pink  tablet  in  Ovulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Demulen  * Available  in  21-  and  28-pill  schedules 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg. /ethinyl  estradiol 
50  meg. 

Each  pink  tablet  in  Demulen-28®  is  a placebo,  containing  no  active 
ingredients. 

Actions— Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhib- 
iting the  output  of  gonadotropins  from  the  pituitary  gland.  Ovulen 
and  Demulen  depress  the  output  of  both  the  follicle-stimulating 
hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note— Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960.  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  prod- 
ucts. Both  types  provide  almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States.  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  tol- 
erance to  carbohydrates,  have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples  of  the  human  dose 
increases  the  frequency  of  some  animal  carcinomas.  These  data 
cannot  be  transposed  directly  to  man.  The  possible  carcinogenicity 
due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 
time.  Close  clinical  surveillance  of  all  women  taking  oral  contracep- 
tives must  be  continued. 

Indication— Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception. 

Contraindications— Patients  with  thrombophlebitis,  thromboem- 
bolic disorders,  cerebral  apoplexy  or  a past  history  of  these  condi- 
tions, markedly  impaired  liver  function,  known  or  suspected  car- 
cinoma of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis).  Should 
any  of  these  occur  or  be  suspected  the  drug  should  be  discon- 
tinued immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in 
Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embo- 
lism and  the  use  of  oral  contraceptives.  There  have  been  three 
principal  studies  in  Britain13  leading  to  this  conclusion,  and  one* 
in  the  United  States.  The  estimate  of  the  relative  risk  of  thrombo- 
embolism in  the  study  by  Vessey  and  Doll3  was  about  sevenfold, 
while  Sartwell  and  associates’  in  the  United  States  found  a relative 
risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  non- 
users. The  American  study  also  indicated  that  the  risk  did  not  per- 
sist after  discontinuation  of  administration  and  that  it  was  not 
enhanced  by  long-continued  administration.  The  American  study 
was  not  designed  to  evaluate  a difference  between  products.  How- 
ever, the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk 
cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of 
proptosis,  diplopia  or  migraine.  If  examination  reveals  papilledema 
or  retinal  vascular  lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any  patient  who 
has  missed  two  consecutive  periods  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regimen.  If  the  patient  has  not 
adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy 
should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives 
has  been  identified  in  the  milk  of  mothers  receiving  these  drugs. 
The  long-range  effect  to  the  nursing  infant  cannot  be  determined 
at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examina- 
tions should  include  special  reference  to  the  breasts  and  pelvic 
organs,  including  a Papanicolaou  smear  since  estrogens  have  been 
known  to  produce  tumors,  some  of  them  malignant,  in  five  species 
of  subprimate  animals.  Endocrine  and  possibly  liver  function  tests 
may  be  affected  by  treatment  with  Ovulen  or  Demulen.  Therefore, 
if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  two  months.  Under  the  influence  of  progestogen- 
estrogen  preparations  preexisting  uterine  fibromyomas  may  in- 
crease in  size.  Because  these  agents  may  cause  some  degree  of 


fluid  retention,  conditions  which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vaginam 
adequate  diagnostic  measures  are  indicated.  Patients  with  a his- 
tory of  psychic  depression  should  be  carefully  observed  and  the 
drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study.  A decrease  in  glucose  tolerance  has  been  observed  in  a sig- 
nificant percentage  of  patients  on  oral  contraceptives.  The  mech- 
anism of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  or  Demulen 
therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting  fac- 
tor, although  treatment  with  Ovulen  or  Demulen  may  mask  the 
onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submit- 
ted. Susceptible  women  may  experience  an  increase  in  blood  pres- 
sure following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  ad- 
verse reactions:  thrombophlebitis,  pulmonary  embolism  and  cere- 
bral thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  fol- 
lowing serious  adverse  reactions:  neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during 
and  after  treatment,  edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secre- 
tions, suppression  of  lactation  when  given  immediately  post  partum, 
cholestatic  jaundice,  migraine,  rash  (allergic),  rise  in  blood  pres- 
sure in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin, 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  up- 
take values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract. 
13: 267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P„  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657 
(June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene, 
G.  R.,  and  Smith,  H.  E.:  Thromboembolism  and  Oral  Contracep- 
tives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem 
90:365-380  (Nov.)  1969. 
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Enovid-E®  Now  available  in  the  21-pill  schedule  in 
refillable  Compack®  and  three-cycle  Triopak™ 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions— Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  out 
put  of  gonadotropins  from  the  pituitary  gland.  Enovid-E  depresse: 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  th< 
luteinizing  hormone  (LH). 

Indication— Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  an< 
Adverse  Reactions  listed  above  for  Ovulen  and  Demulen  are  appli 
cable  to  Enovid-E  and  should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories 

Division  of  G.  D.  Searle  & Co. 

Box  5110,  Chicago,  Illinois  60680 
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The  Arch  Dixon  Memorial  Meeting  of 
The  Kentucky  Medical  Association 

Ramada  Inn,  Bluegrass  Convention  Center,  Louisville,  Kentucky,  September  18-20,  1973 
Digest*  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

Richard  F.  Greathouse,  M.D.,  Louisville 
Speaker  of  the  House,  Presiding 


First  Session 

Speaker  Greathouse  called  the  123rd  Meet- 
ing of  the  KMA  House  of  Delegates  to  order  at 
9:10  a.m.  and  asked  Paul  J.  Parks,  M.D., 
Bowling  Green,  to  give  the  invocation.  He  then 
called  on  Glenn  U.  Dorroh,  M.D.,  Lexington, 
Chairman  of  the  Credentials  Committee,  to 
give  the  report  of  the  Credentials  Committee. 
Doctor  Dorroh  reported  that  a quorum  was 
present.  A motion  was  made,  seconded,  and 
passed  that  the  minutes  of  the  1972  session  of 
the  House  of  Delegates  be  approved  as  pub- 
lished in  the  December,  1972,  Journal  of  the 
Kentucky  Medical  Association. 

S.  R.  Scheen,  M.D.,  Louisville,  Secretary, 
gave  the  announcements.  He  announced  that 
effective  June  1,  1973,  every  member  of  the 
House,  officers,  trustees  and  committee  mem- 
bers of  KMA  were  covered  by  a $50,000 
accident  insurance  policy  which  covers  you 
anytime  you  leave  your  residence  to  perform 
official  duties  for  the  Association.  He  called 
attention  to  the  fact  that  the  scientific  sessions 
would  begin  at  8:50  a.m.,  Tuesday  in  the  Con- 
vention Center;  and  emphasized  that  the  high- 
light of  the  Annual  Meeting,  the  President’s 
Luncheon,  would  be  in  the  Convention  Center 
on  Wednesday  at  11:50  a.m.  Doctor  Scheen 
reminded  the  delegates  that  the  Nominating 
Committee  for  general  offices  would  meet  at 
the  close  of  this  first  session  of  the  House  and 
that  the  Reference  Committees  would  convene 
at  2:00  p.m.,  Monday  in  various  rooms  of  the 


* Editorial  Note : A tape  recording  was  made  of  the  two 
sessions  of  the  House  of  Delegates,  and  any  member 
who  desires  to  examine  the  transcript  of  these  proceedings 
may  visit  the  Headquarters  Office  and  listen  to  the 
recording. 


Convention  Center.  He  also  urged  the  delegates 
to  visit  the  technical  and  scientific  exhibits. 

Doctor  Scheen  read  the  list  of  physicians 
who  had  died  since  the  1972  meeting  of  the 
House  of  Delegates,  following  which  the  mem- 
bers of  the  House  stood  for  a moment  of  silent 
tribute.  The  names  of  these  physicians,  their  lo- 
cations and  dates  of  death  are  as  follows : 


Archer,  George  P. 

Prestonsburg 

July 

12, 

1973 

Bach,  Bert  C. 

Whitesburg 

March  3, 

1973 

Baker,  John  Coldiron 

Berea 

June 

25, 

1973 

Ballard,  Orville  Lee 

Louisville 

Dec. 

29, 

1972 

Boland,  Lawrence  Francis 

Georgetown 

January 

1973 

Bowen,  Steve  Hansford 

Harlan 

Oct. 

15s 

1972 

Bryan,  James  Woodall 

Louisville 

Aug. 

23, 

1972 

Congleton,  Virginia  Lee 

Frankfort 

March, 

1973 

Cost,  Guinn  Shaw 

Hopkinsville 

March  3, 

1973 

Cox,  William  Moss 

Corbin 

August, 

1973 

Dyer,  Garland  Lambuth 

Louisville 

Feb. 

27, 

1973 

Farmer,  L.  Irvin 

Somerset 

Frank,  Edward  C. 

Louisville 

Aug. 

23, 

1972 

Furnish,  J.  F. 

Taylorsville 

Dec. 

25, 

1972 

Glenn,  George  A. 

Lexington 

April 

5. 

1973 

Hacker,  Elmer  B. 

Louisville 

July 

20, 

197  3 

Harting,  Charles  W. 

Kevil 

Nov. 

3. 

1972 

Hollis,  Ben  Harvey 

Louisville 

Nov. 

10, 

1972 

Hume,  Walter  Irvin,  Sr, 

Louisville 

Feb. 

11, 

1973 

Jelsma,  Franklin 

Louisville 

Aug. 

19, 

1972 

Johnson,  John  Evan 

Nortonville 

Oct. 

18, 

1973 

Johnson,  Sydney  Evans 

Sc.  Petersburg  Fla.  Sept. 

9, 

1972 

Lamm,  Clifton  D. 

Bloomfield 

Aug. 

1, 

1973 

Martin,  Presley  Frank 

Louisville 

Jan. 

11, 

1973 

Miller,  David  G.,  Jr. 

Morgantown 

July 

14, 

1973 

Miller,  Oliver  P 

Columbia 

May 

31, 

1973 

Moore,  Charles  H. 

Huffman,  Texas 

Feb. 

7, 

1973 

Moore,  Escum  L. 

Lexington 

June 

29, 

1973 

Mudd,  E.  D 

New  Haven 

Mar. 

12, 

1973 

Neely,  Paul  Claude 

Louisville 

Feb. 

.3, 

1973 

Pennington,  Clarke  P. 

Sarasota,  Fla. 

June 

7, 

1973 

Savage,  W.  Mountjoy 

Murray 

May 

23, 

1973 

Sergent,  Ronald  Lee 

Lexington 

May 

22. 

1973 

Shouse,  Samuel  S. 

Lexington 

June 

21, 

1973 

Simms,  Harold  B. 

Springfield 

April  14,  1973 

Simpson,  John  P. 

Stearns 

February, 

1973 

Stabile,  Vincent 

Louisville 

Sept. 

13, 

1972 

Stacey,  Adam,  Jr. 

Pineville 

April  23, 

1973 

Terrell,  Harris  W. 

Corbin 

Dec. 

13, 

1972 

Weakley,  Adriel  Clark 

Shelbyville 

June 

14, 

1973 

Willey,  Francis  Droit 

Versailles 

Dec. 

12, 

1972 

Doctor  Greathouse  announced  the  Reference 

Committee  appointments  as  follows: 


Reference  Committee  No.  1 

John  E.  Trevey,  M.D.,  Lexington,  Chairman 
L.  F.  Beasley,  M.D.,  Franklin 
Glenn  W.  Bryant,  M.D.,  Louisville 
C.  David  Eversole,  M.D.,  Covington 
A.  B.  Richards,  M.D.,  Louisa 
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Reference  Committee  No.  2 

Earl  P.  Oliver,  M.D.,  Scottsville,  Chairman 
Richard  F.  Hench,  M.D.,  Lexington 
Nelson  B.  Rue,  M.D.,  Bowling  Green 
Paul  J.  Sides,  M.D.,  Lancaster 
Lloyd  G.  Yopp,  M.D..  Louisville 

Reference  Committee  No.  3 

Robert  G.  Overstreet,  M.D.,  Louisville,  Chairman 

Marilyn  Sanders,  M.D.,  Owensboro 

Raymond  D.  Wells,  M.D.,  Inez 

James  G.  Wilhite,  M.D.,  Lexington 

William  R.  Yates,  M.D..  Hebron 

Reference  Committee  No.  4 

John  M.  Baird,  M.D.,  Danville,  Chairman 
McHenry  S.  Brewer,  M.D.,  Louisville 
Larry  B.  Craycraft.  M.D.,  Ashland 
Richard  B.  McElvein,  M.D.,  Lexington 
W.  N.  Richardson,  M.D.,  Cadiz 

Reference  Committee  No.  5 

W.  Fielding  Rubel,  M.D.,  Louisville,  Chairman 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
W.  H.  Keller,  M.D.,  Frankfort 
Paul  F.  Maddox,  M.D.,  Campton 
N.  H.  Talley,  Jr.,  M.D..  Princeton 

Reference  Committee  No.  6 

James  L.  Ferrell,  M.D.,  Paris,  Chairman 
Terrell  D.  Mays,  M.D.,  Elizabethtown 
Wally  O.  Montgomery,  M.D.,  Paducah 
James  R.  Barnes,  M.D..  Louisville 
Robert  E.  Smith,  M.D.,  Covington 

Doctor  Greathouse  announced  that  the 
tellers  for  both  sessions  would  be  W.  E.  Beck- 
nell,  M.D.,  Manchester,  Chairman;  K.  P.  Hay- 
wood, M.D.,  Madisonville;  and  Charles  G. 
Noss,  M.D.,  Stanton. 

The  reports  of  the  officers  and  committees 
were  presented  by  the  Speaker  and  referred  to  a 
reference  committee  as  follows:  (Only  the  re- 
ports of  the  officers  were  read.) 

Report  of  the  President — Reference  Committee 
No.  1 

Report  of  the  President,  Woman’s  Auxiliary  to 
KMA — Reference  Committee  No.  1 
Report  of  the  President-Elect — Reference  Com- 
mittee No.  1 

Report  of  the  Speaker  of  the  House — Reference 
Committee  No.  1 

Report  of  the  Chairman,  Board  of  Trustees — 
Reference  Committee  No.  1 with  the  following  ex- 
ceptions. All  matters  relating  to  Professional  Stand- 
ards Review  Organizations  were  referred  to  Reference 
Committee  No.  4,  and  the  Report  of  the  Ad  Hoc 
Committee  to  Study  Abortion  Guidelines  and  the 


Addendum  to  the  Report  of  the  Chairman  on  the 
full  report  of  the  Ad  Hoc  Committee  to  Study 
Abortion  Guidelines  were  referred  to  Reference  Com- 
mittee No.  6. 

Report  of  the  Secretary — Reference  Committee 
No.  1 

Report  of  the  Editor — Reference  Committee  No.  1 

Report  of  the  Treasurer — Reference  Committee 
No.  1 

Report  of  the  Delegates  to  AMA — Reference 
Committee  No.  1 

Report  of  the  Executive  Director — Reference  Com- 
mittee No.  1 

At  this  time,  Doctor  Greathouse  announced 
that  the  president  of  each  of  the  Student  AMA 
Chapters  in  Kentucky  was  present  to  present 
an  oral  report  to  the  House.  Mr.  Phil  Aaron, 
President  of  the  University  of  Louisville  Stu- 
dent AMA  Chapter,  and  Mr.  Elliott  Ray,  Presi- 
dent of  the  University  of  Kentucky  Student 
AMA  Chapter,  gave  their  reports. 

Doctor  Greathouse  introduced  Max  Parrott, 
M.D.,  of  Portland,  Oregon,  a member  and  past 
chairman  of  the  AMA  Board  of  Trustees,  who 
was  attending  our  Annual  Meeting.  Doctor 
Parrott  was  then  called  to  the  podium  for  some 
brief  remarks. 

The  Kentucky  State  Association  of  Medical 
Assistants  served  coffee  and  sweet  rolls  to  the 
members  of  the  House  at  10:50  a.m.  in  the 
lobby  of  Ramada  Inn. 

The  Speaker  then  continued  with  the  referral 
of  reports  to  the  reference  committees. 

Report  of  the  Judicial  Council — Reference  Com- 
mittee No.  6 

Report  of  the  Kentucky  Foundation  for  Medical 
Care,  Inc. — Reference  Committee  No.  4 with  the 
exception  of  the  portions  dealing  with  the  Report  of 
the  Continuing  Medical  Education  Committee  which 
was  referred  to  Reference  Committee  No.  2. 

Report  of  the  Rural  Kentucky  Medical  Scholar- 
ship Fund — Reference  Committee  No.  6 

Report  of  the  Board  of  Directors,  Kentucky  Physi- 
cians Mutual,  Inc. — Reference  Committee  No.  4 

Report  of  the  Scientific  Program  Committee — 
Reference  Committee  No.  2 

Report  of  the  Scientific  Exhibits  Committee — 
Reference  Committee  No.  2 

Report  of  the  Hospital  Committee — Reference 
Committee  No.  2 

Report  of  the  Emergency  Medical  Care  Com- 
mittee— Reference  Committee  No.  2 with  the  excep- 
tion of  the  paragraph  relating  to  changes  in  the 
Medical  Practice  Act  which  was  referred  to  Reference 
Committee  No.  3. 

Report  of  the  Advisory  Committee  to  Blue  Cross- 
Blue  Shield — Reference  Committee  No.  4 with  the 
exception  of  the  paragraph  relating  to  Emergency 
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Rooms  which  was  referred  to  Reference  Committee 
No.  2. 

Report  of  the  Committee  on  Business  Management 
and  Services — Reference  Committee  No.  5 

Report  of  the  Committee  on  Occupational  Health, 
Physical  Medicine  and  Rehabilitation — Reference 
Committee  No.  3 

Report  of  the  Maternal  Mortality  Study  Com- 
mittee— Reference  Committee  No.  3 
Report  of  the  Advisory  Committee  to  Selective 
Services — Reference  Committee  No.  5 

Report  of  the  Committee  to  Study  the  Constitution 
and  Bylaws — Reference  Committee  No.  6 

Report  of  the  Interim  Meeting  Program  Committee 
— Reference  Committee  No.  6 

Report  of  the  McDowell  House  Board  of  Man- 
agers— Reference  Committee  No.  6 

Report  of  the  Memorials  Commission — Reference 
Committee  No.  6 

Report  of  the  Committee  on  Legislative  Activities 
—Reference  Committee  No.  3 

Report  of  the  Committee  on  Orientation — Refer- 
ence Committee  No.  6 

Report  of  the  Committee  on  Community  and 
Rural  Health — Reference  Committee  No.  4 
Report  of  the  Committee  on  Environmental  Quali- 
ty— Reference  Committee  No.  3 

Report  of  the  Liaison  on  Cults  to  the  AMA — 
Reference  Committee  No.  3 

Report  of  the  Committee  on  Health  Care  of  the 
Poor — Reference  Committee  No.  4 
Report  of  the  Committee  on  School  Health,  Physi- 
cal Education  and  Medical  Aspects  of  Sports — 
Reference  Committee  No.  4 

Report  of  the  Advisory  Committee  to  Woman’s 
Auxiliary — Reference  Committee  No.  1 

Report  of  the  Committee  on  Public  Relations — 
Reference  Committee  No.  4 

Report  of  the  Coordinating  Commission  on  Gov- 
ernmental Medical  Services — Reference  Committee 
No.  5 

Report  of  the  Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) — Reference  Com- 
mittee No.  5 

Report  of  the  Advisory  Committee  on  Title  XVIII 
(Social  Security  Act) — Reference  Committee  No.  5 
Report  of  the  Committee  on  Appalachian  and 
OEO  Programs — Reference  Committee  No.  5 
Report  of  the  Continuing  Medical  Education  Com- 
mittee— Reference  Committee  No.  2 
Report  of  the  Interspecialty  Council — Reference 
Committee  No.  3 

Report  of  the  Committee  on  Medicine  and  Religion 
— Reference  Committee  No.  2 

Report  of  the  Committee  on  Mental  Health — 
Mental  Retardation  Centers — Reference  Committee 
No.  5 

New  Business 

New  business  was  presented  to  the  House  by 
the  Speaker  and  referred  to  the  reference  com- 
mittees indicated: 


(A)  Resolution  from  Ohio  County  Medical  Society 
concerning  Third  Party  Payment  Plans  (Reference 
to  Resolution  H of  1971  and  1972) — Reference 
Committee  No.  1. 

(B)  Resolution  from  Bullitt  County  Medical  So- 
ciety concerning  Physician  Distribution — Reference 
Committee  No.  1. 

(C)  Resolution  from  Campbell-Kenton  County 

Medical  Society  concerning  Abortion  Policy — Ref- 
erence Committee  No.  6. 

(D)  Resolution  from  Campbell-Kenton  County 

Medical  Society  concerning  AMA  Rubella  Policy — 
Reference  Committee  No.  6. 

(E)  Resolution  from  Jefferson  County  Medical 

Society  concerning  Residents  and  Interns  Proportion- 

ate Representation  in  the  KMA  House  of  Delegates — 
Reference  Committee  No.  6. 

(F)  Resolution  from  the  KMA  Board  of  Trustees 
concerning  Amendments  to  Bylaws — Reference  Com- 
mittee No.  6. 

(G)  Resolution  from  McCracken  County  Medical 
Society  concerning  PSRO — Reference  Committee 
No.  4. 

(H)  Resolution  from  KMA  Board  of  Trustees 
concerning  Position  Statement  on  Abortion — Ref- 
erence Committee  No.  6. 

(I)  Resolution  from  Campbell-Kenton  County 
Medical  Society  concerning  PSRO — Reference  Com- 
mittee No.  4. 

(J)  Resolution  from  Fayette  County  Medical  So- 
ciety concerning  Spring  Meeting  of  the  House  of 
Delegates — Reference  Committee  No.  1. 

(K)  Resolution  from  Fayette  County  Medical  So- 
ciety concerning  Section  B Continuing  Education 
Requirements  for  Kentucky  Physicians  (KMA- 
KFMC  Medical  Education  Committee) — Reference 
Committee  No.  2. 

(L)  Resolution  from  Fayette  County  Medical  So- 
ciety concerning  PSRO — Reference  Committee  No.  4. 

(M)  Resolution  from  Fayette  County  Medical 
Society  concerning  Realignment  of  KMA  Organiza- 
tion Structure  with  Goals  and  Objectives — Reference 
Committee  No.  1. 

(N)  Resolution  from  KMA  Board  of  Trustees 
concerning  PSRO — Reference  Committee  No.  4. 

(O)  Resolution  from  the  KMA  Board  of  Trustees 
concerning  Special  Recognition  of  Mr.  Wade  Mountz. 

A motion  was  made,  seconded,  and  carried  to 
adopt  this  resolution  which  read  as  follows: 

WHEREAS,  Wade  Mountz,  President  of  Nor- 
ton-Children’s  Hospitals,  Louisville,  Kentucky,  has 
diligently  pursued  his  chosen  field  of  endeavor 
with  zeal  and  high  purpose,  and 

WHEREAS,  in  addition  to  his  prescribed  duties, 
he  has  been  a leader  in  helping  to  provide  better 
health  care  for  all  Kentuckians,  and 

WHEREAS,  he  is  recognized  as  having  been  a 
catalyst  in  cementing  the  excellent  relationship 
among  Kentucky’s  allied  medical  organizations, 
and 

WHEREAS,  we  know  he  will  utilize  this  same 
persuasive  force  to  accomplish  this  desirable  goal 
at  the  national  level,  and 
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WHEREAS,  he  has  achieved  recognition  from 
his  peers  throughout  the  country,  and 

WHEREAS,  he  has  been  chosen  as  Chairman- 
Elect  Designate  of  the  American  Hospital  As- 
sociation Board  of  Trustees,  and 

WHEREAS,  election  to  this  position  is  the  high- 
est tribute  that  can  be  paid  to  any  member  of 
AHA,  now  therefore  be  it 

RESOLVED  by  the  House  of  Delegates  of  the 
Kentucky  Medical  Association  that  we  congratulate 
and  laud  Wade  Mountz  for  his  diligence  and  per- 
severance in  working  in  concert  with  all  health- 
related  organizations  throughout  Kentucky  in  a 
manner  which  reflects  much  credit  upon  his  pro- 
fessional association  and  be  it  further 

RESOLVED,  that  this  action  become  a part  of 
the  official  proceedings  of  the  first  meeting  of  the 
KM  A House  of  Delegates  during  this  1973  Annual 
Meeting  so  that  all  who  may  ever  look  upon  the 
records  of  this  Association  will  know  of  our  desire 
to  so  honor  Wade  Mountz  for  his  continuing  con- 
tributions to  his  profession,  this  Commonwealth 
and,  in  fact,  the  entire  United  States. 

(P)  Resolution  from  Perry  County  Medical  Society 
concerning  Use  of  Medical  Assistants — Reference 
Committee  No.  4. 

(Q)  Resolution  from  W.  Neville  Caudill,  M.D., 
concerning  Legal  Trust  Fund — Reference  Committee 
No.  1. 

Due  to  the  fact  that  Resolutions  E through 
O were  not  received  prior  to  opening  of  the 
Annual  Session,  a motion  was  made  and  sec- 
onded to  accept  these  resolutions  and  refer 
them  to  the  appropriate  reference  committees. 
Motion  carried. 

Vice  Speaker  Cooper  announced  the  meeting 
places  for  the  Nominating  Committees  for  gen- 
eral officers  and  the  trustee  districts  electing 
trustees.  Doctor  Cooper  stated  that  the  Nom- 
inating Committee  would  report  at  the  close  of 
the  first  scientific  session  on  Tuesday  morning 
as  well  as  at  the  second  meeting  of  the  House 
on  Wednesday.  Doctor  Cooper  named  the 
physicians  on  the  Nominating  Committee  as 
follows:  Glenn  W.  Bryant,  M.D.,  Louisville, 
Chairman;  William  E.  Becknell,  M.D.,  Man- 
chester; William  J.  Sandman,  Jr.,  M.D.,  Louis- 
ville; John  E.  Trevey,  M.D.,  Lexington;  and 
James  O.  Willoughby,  M.D.,  Bowling  Green. 
The  meeting  was  adjourned  at  11:45  a.m. 

Second  Session 

Speaker  Greathouse  called  the  second  ses- 
sion of  the  House  of  Delegates  to  order  at 
7:20  p.m.  on  September  19,  1973.  The  invoca- 
tion was  given  by  Paul  J.  Parks,  M.D.,  of 


Bowling  Green.  Doctor  Dorroh  reported  that  a 
quorum  was  present. 

Robert  N.  McLeod,  Jr.,  M.D.,  Somerset, 
Chairman  of  the  Board  of  Trustees,  was  then 
recognized  to  present  the  final  report  of  the 
Board.  He  read  the  following  resolution  which 
was  passed  by  the  Board  at  its  September  19 
meeting  and  moved  its  adoption.  The  motion 
was  seconded  and  carried. 

WHEREAS,  the  1973  KMA  Annual  Meeting 
has  made  a substantial  contribution  in  the  field  of 
continuing  medical  education  and  has  been  well 
received,  and 

WHEREAS,  many  individuals,  organizations, 
and  agencies  including  guests,  state  essayists,  scien- 
tific and  technical  exhibitors,  newspapers,  radio  and 
television  stations,  hotels,  and  the  Convention 
Center,  have  contributed  to  its  success,  therefore  be 
it 

RESOLVED,  that  this  House  of  Delegates  go  on 
record  as  expressing  its  deepest  appreciation  to  all 
individuals  and  organizations  who  have  had  a part 
in  the  development  and  implementation  of  the 
1973  Annual  Meeting. 

Doctor  McLeod  then  read  another  resolution 
that  was  adopted  by  the  Board  of  Trustees  at 
its  meeting  on  September  19  and  moved  its 
adoption.  The  motion  was  seconded  and 
carried. 

WHEREAS,  the  Kentucky  Foundation  for  Medi- 
cal Care,  as  established  by  the  KMA  House  of 
Delegates  in  1971,  has  made  significant  organiza- 
tional advancement  during  this  short  period  of 
time,  and 

WHEREAS,  at  the  request  of  the  KMA  Board 
of  Trustees,  the  Kentucky  Foundation  for  Medical 
Care  assumed  the  responsibility  for  Peer  Review, 
and 

WHEREAS,  the  Board  of  Trustees  further  re- 
quested the  Kentucky  Foundation  for  Medical 
Care  to  assume  the  responsibility  of  researching 
the  PSRO  Law  and  to  make  recommendations  to 
the  KMA  Board  of  Trustees  relative  to  PSRO,  and 

WHEREAS,  at  the  direction  and  request  of  the 
KMA  Board  of  Trustees,  the  Kentucky  Founda- 
tion for  Medical  Care  developed  a plan  of  im- 
plementation which  we  feel  is  best  for  the  private 
practicing  physician  and  our  patients,  and 

WHEREAS,  there  is  unanimous  support  for  the 
Kentucky  Foundation  for  Medical  Care  plan  for 
PSRO  among  allied  groups  including,  but  not 
limited  to,  the  Kentucky  Dental  Association,  the 
Certificate  of  Need  Board,  the  State  Comprehen- 
sive Health  Planning  Council,  and  the  Kentucky 
Hospital  Association,  and 

WHEREAS,  Doctor  David  Hull  has  served  ad- 
mirably this  past  year  as  President  of  the  Kentucky 
Foundation  for  Medical  Care  Board  of  Directors 
and  has  provided  excellent  leadership,  devoted  a 
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vast  amount  of  time,  and  has  caused  to  exist  an 
attitude  of  cooperativeness  among  our  medical 
allies  on  a difficult,  unpopular,  and  complex  law, 
now  therefore  be  it 

RESOLVED  that  the  KMA  House  of  Delegates 
commends  Doctor  David  Hull  for  his  leadership, 
his  dedication  to  our  profession,  and  the  outstand- 
ing manner  in  which  he  has  executed  the  assign- 
ment given  him  by  the  Board  of  Trustees  on 
PSRO,  and  be  it  further 

RESOLVED  that  a copy  of  this  Resolution  be 
presented  to  him  as  a token  of  this  House’s 
appreciation. 

Doctor  Scheen  was  then  called  to  the  podium 
for  announcements  and  recognition  of  guests 
from  the  surrounding  state  medical  associations 
who  had  attended  KMA’s  Annual  Session. 
These  were  Carl  E.  Stark,  M.D.,  President, 
Medical  Society  of  Virginia;  A.  Thomas  Mc- 
Coy, M.D.,  President,  West  Virginia  State 
Medical  Association;  James  Henry,  M.D., 
President-Elect,  Ohio  State  Medical  Associa- 
tion; Joseph  E.  Dukes,  M.D.,  President-Elect, 
Indiana  State  Medical  Association;  and  E.  A. 
Strieker,  M.D.,  President,  Missouri  State  Med- 
ical Association. 

The  Speaker  then  stated  that  the  reports 
of  the  reference  committees  would  now  be 
read. 

REFERENCE  COMMITTEE  NO.  1* 

John  E.  Trevey,  M.D.,  Lexington,  Chairman 

Reference  Committee  No.  1 considered  the 
following  reports: 

1.  Report  of  the  President 

2.  Report  of  the  President,  Woman’s  Auxiliary  to 
KMA 

3.  Report  of  the  President-Elect 

4.  Report  of  the  Speaker  of  the  House 

5.  Report  of  the  Chairman,  Board  of  Trustees 

All  matters  relating  to  Professional  Standards 
Review  Organizations  are  referred  to  Re- 
ference Committee  No.  4.  This  includes 
Paragraph  4 on  Page  8 and  the  first  full 
paragraph  on  Page  9. 


*In  order  to  make  the  Digest  of  Proceedings  of  the 
second  meeting  of  the  House  of  Delegates  more 
understandable  and  because  it  will  occupy  less  space 
in  The  Journal,  the  KMA  Board  of  Trustees  passed 
the  following  motion  several  years  ago:  “ that  if  no  dis- 
senting action  on  the  committee’s  recommendations 
is  made  either  by  the  committee  or  the  KMA  Board 
of  Trustees,  only  the  reference  committee  action  on 
the  report  be  printed  in  The  Journal.” 
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The  Report  of  the  Ad  Hoc  Committee  to 
Study  Abortion  Guidelines,  Paragraphs  2 
and  3 on  Page  12,  and  the  Addendum  to 
the  Report  of  the  Chairman  on  the  full 
report  of  the  Ad  Hoc  Committee  to  Study 
Abortion  Guilelines,  are  referred  to  Ref- 
erence Committee  No.  6. 

6.  Report  of  the  Secretary 

7.  Report  of  the  Editor 

8.  Report  of  the  Treasurer 

9.  Report  of  the  Delegates  to  AMA 

10.  Report  of  the  Executive  Director 

35.  Report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary 

Resolution  B — Physician  Distribution  (Bullitt 
County  Medical  Society) 

Resolution  J — Spring  Meeting  of  House  of  Dele- 
gates (Fayette  County  Medical  Society) 

Resolution  M — Realignment  of  KMA  Organiza- 
tional Structure  with  Goals  and  Objectives 
(Fayette  County  Medical  Society) 

Resolution  Q — Legal  Trust  Fund  (W.  Neville 
Caudill,  M.D.) 

Report  of  the  President 

As  I leave  this  year  of  Presidency,  I would  like  to 
place  before  you  some  thoughts  and  recommenda- 
tions about  the  future  of  KMA  and  organized  medi- 
cine which  has  been  such  an  integral  part  of  my  life 
these  past  five  years. 

Having  spent  five  years  on  your  Executive  Com- 
mittee, two  years  as  Chairman  of  your  Board  of 
Trustees,  one  year  as  President-Elect,  and  finally  this 
most  rewarding  year  as  your  President,  I feel  I have 
received  an  insight  into  our  problems  and  would  like 
to  offer  some  suggestions  for  our  future  gleaned  from 
this  experience. 

First,  let  me  say  that  it  has  been  an  extremely 
pleasurable  experience.  I have  met  and  learned  to 
know  some  of  the  finest  people  in  all  of  medicine 
all  over  this  nation.  I have  found  that  the  leadership 
of  KMA,  as  well  as  the  leadership  of  other  states, 
and  the  AMA  are  truly  dedicated  to  the  preservation 
of  the  private  practice  of  medicine  and  our  “way  of 
life.”  There  are  those  who  have  serious  doubts  about 
this;  but  in  all  my  travels,  which  have  been  con- 
siderable over  these  past  years,  I can  assure  you  of 
the  validity  of  this  statement. 

There  is  no  doubt  in  my  mind  that  the  untoward 
changes  occurring  are  really  not  of  our  own  doing 
but  have  been  pressed  upon  us  for  the  most  part. 
Ours  has  been  the  horrendous  responsibility  to  try  to 
mold  and  guide  these  changes  so  that  we  can  continue 
to  deliver  the  best  medicine  to  our  greatest  responsi- 
bility— our  patients.  As  protectors  of  our  patients,  we 
have  a public  trust  to  continue  on  in  this  endeavor 
lest  no  man,  institution,  government  body  or  law 
usurp  this  responsibility  or  we  be  marked  in  history 
as  perpetrators  of  travesty  upon  our  charges — our 
patients. 

In  order  to  do  this,  I make  these  recommendations 
to  you  for  your  consideration. 
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1.  We  have  a fine  organization  and  one  of  the  best 
working  staffs  of  any  state  medical  organization  in 
the  nation.  However,  in  recent  years,  I feel  we  have 
been  grossly  unfair  by  laying  more  and  more  upon 
these  shoulders.  The  committee  structure  has  ever 
increased,  as  has  the  work  load,  without  added  help 
in  proportion.  It  has  reached  a point  where  efficiency 
can’t  be  expected  to  remain  at  its  current  level.  I, 
therefore,  recommend  to  you  that  an  ad  hoc  com- 
mittee of  this  organization  be  formed  to  study  our 
objective  and  structure  new  committees  using  ad  hoc 
committees  wherever  possible,  deleting  some  of  the 
old  nonessential  committees,  and  realigning  this  work 
load,  thereby  breathing  new  life  into  this  fine  ma- 
chine before  it  flounders  from  overwork. 

2.  All  of  us  have  felt  the  pinch  of  fixed  income  and 
rising  costs.  It  has  only  been  through  diligent  handling 
of  our  financial  affairs  that  we  have  not  seriously 
depleted  our  standing  reserves,  which  we  should 
definitely  maintain  at  safe  levels.  There  are  numer- 
ous approaches  that  come  to  my  mind  that  I feel 
should  be  considered  in  maintaining  the  proper 
services  to  the  profession. 

Having  spent  a number  of  years  in  seeing  from 
the  inside  what  KMA  does  for  us  and  noting  the 
budget  requirements  and  management,  with  the  en- 
dorsement of  this  House  of  Delegates,  I would 
recommend  that  as  your  Immediate  Past  President  I 
would  do  the  following: 

A.  Meet  with  the  Budget  Committee  with  a 
charge  to  take  both  an  immediate  and  long  term 
look  at  KMA  financing. 

B.  Consider  with  the  Budget  Committee  the 
possibility  of  setting  a dues  base  for  KMA  mem- 
bers which  would  be  flexible  to  an  adjusting, 
plus  or  minus,  sliding  scale  by  being  tied  to 
some  recognized  cost  factor  such  as  the  cost 
of  living  index,  etc.  This  should  eliminate  any 
dues  increases  other  than  routine  adjustments 
except  when  the  House  of  Delegates  requests 
new,  costly  programs  requiring  additional  fund- 
ing. (We  should  at  least  maintain  our  purchas- 
ing income  at  a constant  level.  It  seems  we 
should  not  need  to  vote  to  change  our  Bylaws 
for  an  additional  $4  to  $5  every  year  or  so  to 
maintain  this  level.) 

C.  Thoroughly  investigate  the  concept  of  gen- 
erating income  to  supplement  or  replace  dues  in- 
creases. 

D.  Request  the  Chairman  of  the  Board  to 
name  four  Trustees  and  the  Speaker  of  the 
House  of  Delegates  to  name  four  members  of 
the  House  of  Delegates,  which  would  form  an 
ad  hoc  committee  to  accept  any  recommenda- 
tions from  the  Budget  Committee  when  such 
specific  recommendations  are  available.  The 
above-named  ad  hoc  committee  would  then  re- 
ceive these  recommendations  for  study  and 
would  submit  a report  to  this  House  of  Dele- 
gates for  whatever  action  may  be  indicated. 

3.  Earlier  this  year  I presented  to  your  Board  of 
Trustees  an  outline  of  the  duties  of  the  Trustee  as  I 
saw  them.  Correlating  these  duties  with  a map  of  the 


Trustee  Districts  of  the  State  of  Kentucky,  I find  that 
the  makeup  of  Trustee  Districts  in  some  parts  of  the 
state  make  the  application  of  duties  outlined  of  some 
of  the  Trustees  next  to  impossible. 

I would  recommend  that  another  ad  hoc  commit- 
tee composed  of  three  Trustees,  to  be  named  by  the 
Chairman  of  the  Board,  and  five  members  of  the 
House  of  Delegates,  to  be  named  by  the  Speaker  and 
Vice-Speaker,  be  appointed  to  study  this  external 
structure  of  KMA  with  the  view  of  improving  the 
relationship  and  communication  between  component 
societies  and  the  various  Trustees  so  they  can  more 
truly  represent  their  constituents. 

And  now  in  my  reflections  over  the  past  few 
years,  I wish  to  expound  on  some  generalities  rather 
than  specific  proposals  and  exercise  the  privilege  of 
my  office  to  give  you — the  House  of  Delegates,  the 
Board  of  Trustees,  and  our  elected  officers — a com- 
posite of  my  feelings  on  some  of  the  basic  issues  con- 
fronting you  now  and  in  the  near  future. 

1.  Political  Action — It  has  been  encouraging  to  me 
to  see  some  renewed  interest  by  our  membership  in 
the  political  process  through  increased  membership 
in  KEMPAC.  It  is  still  far  less  than  it  should  be. 
Our  participation  in  KEMPAC  and  AMPAC  still 
leaves  much  to  be  desired. 

Our  future,  as  is  our  present,  is  tied  to  the  legisla- 
tive process.  It  is  somewhat  sad  that  we  did  not  have 
two  or  threefold  as  much  participation  in  these  organ- 
izations and  two  or  threefold  more  input  in  the  ad- 
ministration. If  we  all  could  only  realize  the  im- 
portance of  this  activity  and  how  it  would  mold  our 
future,  I cannot  visualize  men  of  vision  and  intelli- 
gence turning  their  backs.  We  must  be  more  political- 
ly active  to  survive. 

2.  Professional  Standards  Review  Organizations — 
PSRO  is  now  the  law  of  the  land.  I think  most  of  us 
(I  surely  do)  feel  this  is  another  bureaucratic  travesty 
on  the  public  and  an  intrusion  into  medical  care. 
However,  as  an  American  citizen,  I “bow  to  the  law 
of  the  land”  and  make  these  observations. 

Government  has  passed  a law  which  it  authorizes 
us  to  administer.  Possibly,  under  our  guidance  and 
with  the  proper  attitude,  we  will  use  this  law  to  our 
own  advantage  and  to  our  patient’s  advantage  by  im- 
proving medical  care  by  pinpointing  areas  of  educa- 
tional needs  both  for  the  physician  and  for  our 
patients.  By  doing  this,  some  good  can  come  of  this 
activity.  I say  possibly  because  I still  have  grave 
doubts  it  will  work  even  with  our  diligent  attempt.  I 
do  know  that  government  clearly  intends  to  attempt 
to  make  it  work  with  our  without  us. 

I also  am  convinced  that  without  us  there  is  no 
doubt  PSRO  will  prove  to  be  the  destructing  instru- 
ment of  one  of  the  finest  health  delivery  systems  in 
the  world — Ours.  I feel  that  as  long  as  the  govern- 
ment allows  us  to  administer  our  own  standards  and 
does  not  impose  the  standards  of  bureaucratic  Wash- 
ington or  Frankfort  upon  us,  we  should  attempt  to 
make  it  work.  If  this  prerogative  ever  be  taken  from 
us,  that  will  be  the  time  to  show  our  real  strength 
of  cohesiveness  and  purpose  of  action,  namely,  the 
best  medicine  for  the  most  people  at  reasonable  cost 
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without  any  interference  between  ourselves,  the  physi- 
cian, and  our  patients. 

Ladies  and  gentlemen,  I wish  to  thank  you  for  the 
privilege  of  serving  as  your  President  this  past  year, 
and  I hope  and  pray  that  our  future  will  be  as  bright 
and  rewarding  as  our  past  has  been.  I have  included 
a schedule  of  meetings  I have  attended  to  represent 
you  this  past  year  for  your  information.  It  has  been 
a real  pleasure  for  me. 

Lee  C.  Hess,  M.D.,  President 


Sept.  28-30 
Oct.  3-5 
8-10 

15-17 

23 

25 

26 
Nov.  9 

9 

9 

16 


26-29 


Dec.  7 
14 
14 


PRESIDENT’S  MEETING  SCHEDULE 
1972 

KMA  Officer-Staff  Conference 
Chamber  of  Commerce  Tour 
National  Association  of  Blue  Shield 
Plans  Program  Conference,  Los  Angeles 
Indiana  State  Medical  Association  An- 
nual Meeting 

Ad  Hoc  Committee  to  Study  Judicial 
Council 

Board  of  Directors,  Kentucky  Founda- 
tion for  Medical  Care 
Executive  Committee  Meeting 
Kentucky  Association  of  Nursing  Stu- 
dents Convention 

Scientific  Program  Committee  Meet- 
ing 

Interim  Meeting  Program  Committee 
Meeting 

Board  of  Directors,  Kentucky  Physi- 
cians Mutual 

AMA  Clinical  Convention,  Cincinnati, 
Ohio 

KMA  Board  of  Trustees 
Specialty  Group  Presidents 
Emergency  Room  Problem 


1973 

Jan.  16  Quick  Action  Committee  and  Doctor 
Hull  with  Governor 
25  Long  Range  Planning  Session 
Feb.  1-2  Conference  on  Medical  Education 

16  KMA-KFMC-KHA  PSRO  Session 
16-18  AMA  Leadership  Conference 

22  Blue  Shield  Long  Range  Planning  Com- 
mittee 

March  7 Quick  Action  Committee 

7 Certificate  of  Need 

8 Executive  Committee 

10- 11  AMA-AMPAC  Workshop 

11- 12  AAMSE  PSRO  Workshop 

12- 13  KMA  Washington  Dinner 

20  KMA-KPhA  (Generic  Drugs) 

April  6-7  District  8 Meeting,  Carter  Caves 
12  District  4 Meeting,  Lebanon 

17  Program  Speaker,  KHA  Annual  Con- 
vention 

18  AMA  Action  ’73  Leadership  Confer- 
ence 

18  Meeting  with  Officers  of  KNA 

18  Meeting  with  Officers  of  KBA 

19  KMA  Leadership  Conference 

28-29  Hosted  Surrounding  State  Presidents 
Meeting 

May  1 District  13  Meeting,  Ashland 
2 District  14  Meeting,  Pikeville 
12-13  Blue  Shield  Business  Meeting,  Ft. 
Lauderdale,  Fla. 

15  KMA  Executive  Committee 

16  KMA — Foundation  Joint  Board  Meet- 
ing 


June  7 Special  Meeting  with  Mr.  True,  Head 
of  new  Department  of  Human  Re- 
sources 

13  Legal  Counsel  Search  Committee 

14  Meeting  with  KNA  Officers 
23-28  AMA  Convention,  New  York 

July  26  Blue  Shield  Board  of  Directors 
Aug.  8 Foundation  Board  of  Directors 

29  Executive  Committee 

30  KMA  Board  of  Trustees 

30  Meeting  with  HEW  Officials  (PSRO) 


Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President  was  reviewed  at 
length.  The  President  is  commended  for  his  excellent 
report  and  great  service  to  the  Kentucky  Medioal  As- 
sociation during  the  past  year.  His  thoughtful  recom- 
mendations have  been  reviewed,  and  they  are  felt  to 
be  very  desirable  for  the  betterment  of  KMA.  The 
recommendations  for  an  ad  hoc  committee  to  study 
the  reorganization  of  KMA  committee  structure, 
expenditure  study,  and  redistricting  study  are  felt 
desirable.  We  commend  the  President  for  a job  well 
done. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tion  of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President  of  the 
Woman’s  Auxiliary 

A challenge  was  issued  to  each  member  of  the 
Auxiliary  to  become  more  knowledgeable  about  the 
Auxiliary;  to  involve  herself  in  any  one  of  the  many 
and  varied  programs  offered  through  her  local  and/or 
state  Auxiliary. 

Since  membership  is  one  of  the  basic  necessities 
before  involvement,  we  look  with  pride  towards  our 
increase  from  last  year  of  1281  to  1389  this  year,  a 
vital  sign  of  interest  in  the  Auxiliary.  We  also  have 
a newly  organized  Auxiliary,  Rowan  County,  making 
25  organized  counties.  We  received  two  awards  at 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association  Convention  in  New  York;  one  for  in- 
crease in  membership  and  one  for  having  a new 
county  auxiliary  formed. 

Nutrition  was  a new  program  added  this  year  and 
it  was  gratifying  to  see  some  of  the  auxiliaries  im- 
mediately add  this  to  their  programs.  While  several 
had  this  as  a project,  many  counties  had  a program 
during  their  year  designed  to  educate  their  members 
as  to  what’s  new  and  applicable  in  nutrition.  Jeffer- 
son County  taught  cooking  classes  to  a group  of 
senior  citizens  with  an  emphasis  on  low  cost,  nutri- 
tion and  cooking  for  one  or  two.  Daviess  County 
helped  with  a similar  program.  Fayette  County  be- 
gan the  Special  Diets  Program  in  the  Meals  on 
Wheels  Program.  McCracken  County’s  Nutrition 
Chairman  prepared  a program  entitled,  “Food  Facts 
and  Fallacies,”  and  offered  it  to  various  groups  as 
well  as  her  Auxiliary. 

Since  the  Kentucky  legislature  didn’t  convene  this 
year,  our  efforts  in  this  direction  were  not  as  personal 
as  in  the  past.  County  legislative  chairmen  were  en- 
couraged to  actively  participate  in  the  LEGS  Line,  in- 
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troduced  by  the  National  Legislative  Chairman.  Sev- 
eral of  us  attended  the  Legislative  Day  in  Washing- 
ton where  we  met  with  our  Senators  and  Representa- 
tives from  Kentucky.  And  several  of  us  were  pleased 
to  be  invited  to  participate  in  the  course,  ACTION 
NHI  ’73  here  in  Kentucky. 

Our  KEMPAC  Chairman  has  encouraged  mem- 
bership in  KEMPAC  with  a concentrated  effort  di- 
rected toward  the  Board  members.  Our  Auxiliary  re- 
ceived a second  place  award  for  having  the  greatest 
number  of  Auxilians  as  KEMPAC  members  at  the 
AMPAC  workshop  in  Washington. 

The  two  medical  schools  in  Kentucky,  U of  L and 
U of  K,  were  presented  checks  at  the  Interim  Meet- 
ing of  KMA  earned  by  AMA-ERF  for  $11,608.51. 
The  Auxiliary  earned  $6,707.72  of  that.  Our  methods 
of  raising  this  money  continue  to  be  Christmas  cards, 
watches,  stationery,  donations,  etc.  This  year,  as  of 
July  1,  we  have  earned  $9,905.40.  Four  Auxiliaries 
have  contributed  $10  per  capita.  The  International 
Book  Project  which  is  a suggested  project  of  Interna- 
tional Health  Activities  Committee,  was  supported  by 
the  Fayette  County  Auxiliary  and  other  counties  ex- 
pressed interest  in  it. 

McDowell  House  continues  to  be  a visiting  place 
of  many  auxiliaries  and  receives  contributions  and 
physical  help  from  many  of  the  counties.  The  Was- 
sail Party  at  the  House  on  Christmas  was  a me- 
morable occasion.  It  was  beautifully  decorated  and 
the  aroma  emitting  was  so  enticing  and  pleasing 
that  it  surely  would  have  been  nostalgic  to  Doctor 
McDowell. 

From  antique  fairs  to  a day  at  the  track,  many 
methods  have  been  used  to  raise  money  to  pro- 
mote health  careers  and  health  career  loans  and 
scholarships.  Three  fairs  were  held  in  the  state  and 
many  programs  were  given  at  schools.  More  than 
$35,000  is  being  used  to  educate  some  52  students  in 
health  related  careers  in  Kentucky. 

I attended  the  National  Convention  in  New  York 
of  the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  the  Conference  in  Chicago,  Southern 
Workshop  in  Atlanta,  Quality  of  Life  Conference  in 
Chicago,  AMPAC  Workshop  and  Kentucky  Legisla- 
tive Day  in  Washington  and  the  Convention  of  the 
Woman’s  Auxiliary  to  the  Southern  Medical  Associ- 
ation in  New  Orleans. 

I planned  and  conducted  the  Fall  Conference  and 
Board  Meeting  of  the  WA-KMA  in  Louisville  and 
the  Spring  Board  Meeting  at  Lake  Barkley.  I’ve  vis- 
ited county  auxiliaries  and  spoke  at  KMA  District 
Trustee  Meetings. 

This  is  a unique  organization  which  can  serve  all 
physicians’  wives  throughout  the  state  with  its  many 
and  varied  programs.  It  creates  an  awareness  and 
concern  of  health  needs  in  respective  communities 
and  presents  a challenge  to  those  interested  in  the 
basic  concept  of  health. 

Rose  Gardner,  Co-ordinator,  has  been  a constant 
source  of  help  and  encouragement.  Our  office  in  the 
KMA  Building  has  created  a pleasant  atmosphere 
in  which  to  work  and  caused  us  to  feel  “part  of  it 
all.” 
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To  the  Kentucky  Medical  Association,  I extend 
grateful  thanks  and  appreciation  for  their  support, 
their  interest  and  their  financial  contributions.  We 
are  proud  of  our  Auxiliary  and  we  hope  you  are 
pleased  with  our  growth  and  our  many  endeavors 
of  this  year,  1972-73. 

Mrs.  George  W.  Schafer,  President 
Woman’s  Auxiliary  to  the  KMA 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President,  Woman’s  Auxiliary 
to  KMA,  was  reviewed;  and  again  this  year,  the 
committee  was  impressed  by  the  energy  and  work  of 
the  Auxiliary.  We  wish  to  congratulate  the  President 
and  express  our  gratitude  for  the  Auxiliary’s  support 
and  fine  work. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  President-Elect 

It  has  been  a pleasure  and  privilege  to  serve  this 
past  year  as  President-Elect  of  KMA.  It  has  been 
both  rewarding  and  informative  and,  hopefully,  has 
better  prepared  me  to  serve  the  forthcoming  Associ- 
ational  year  as  your  President.  Out-of-state  meetings 
have  particularly  been  an  educational  opportunity  and 
an  enjoyable  experience.  The  cooperation  which  I 
have  received  from  KMA  officers,  staff,  and  the  gen- 
eral membership  has  been  deeply  appreciated  and 
most  helpful. 

As  we  turn  the  corner  and  view  the  next  Associ- 
ational  year,  it  would  appear  from  many  indications 
that  we  will  be  faced  with  many  of  our  perennial 
tasks;  but  more  importantly,  it  would  appear  that  we 
will  see  more  major  changes  and  developments  in  the 
forthcoming  year  than  have  occurred  in  the  last  sev- 
eral years  combined.  Undoubtedly,  there  will  be 
changes  and  developments  which  will  touch  deeply 
the  convictions  and  feelings  of  many  people.  Need- 
less to  say,  the  final  resolution  of  such  major  and 
important  developments  may  not  meet  the  total 
and  specific  desires  of  all  people.  However,  we 
must  concern  ourselves  with  the  best  possible  ap- 
proach to  all  matters,  being  ever  mindful  of  the  quali- 
ty of  medical  care,  the  wishes  of  the  people,  and  the 
practice  of  free  medicine  as  unencumbered  as  possi- 
ble. 

It  is  my  strong  desire  to  convey  to  the  people  of 
the  Commonwealth  the  benefits  and  quality  of  the 
many  and  varied  medical  services  available  to  them 
as  well  as  the  monumental  efforts  expended  by  the 
members  of  our  profession  toward  the  betterment  of 
medical  care  for  all  people.  It  is  further  my  desire 
to  see  all  standing  and  ad  hoc  committees  functional 
and  productive  with  emphasis  on  the  involvement  of 
as  many  physicians  as  possible  in  our  organizational 
activities.  We  must  reach  out  to  tap  the  energy  and 
resourcefulness  of  our  young  physicians  while 
utilizing  the  experience  and  wisdom  of  our  older 
members  for  the  benefit  of  our  total  profession  and 
the  welfare  of  all  mankind. 
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1 wish  to  assure  each  physician,  KMA  officers, 
staff  members,  members  of  the  press,  government 
officials,  and  all  the  people  of  Kentucky  of  my 
fullest  cooperation  and  candid  approach  toward  the 
discussion  and  resolution  of  any  matter  which  may 
arise.  Certainly,  I look  forward  to  working  with 
each  of  you;  and  it  is  indeed  a privilege  to  have  this 
opportunity. 

Fred  C.  Rainey,  M.D.,  President-Elect 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  President-Elect  was  reviewed, 
and  the  committee  wishes  him  a most  successful 
tenure  of  office.  We  commend  his  stated  goals. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Speaker  of  House 

In  lieu  of  a lengthy  report  which  has  been  sub- 
mitted in  previous  years,  I wish  to  thank  all  of  the 
members  of  the  House  of  Delegates  for  their  at- 
tendance at  the  1973  meeting  and  say  to  you  that 
we  are  all  grateful  for  your  hard  work,  diligence  and 
perseverance  in  pursuing  the  matters  that  will  come 
before  this  body.  The  only  change  from  our  previous 
years’  meetings  will  be  that  Bennett  L.  Crowder, 
M.D.,  of  Hopkinsville,  Kentucky,  will  assume  his 
official  duties  as  Parliamentarian  of  the  House  of 
Delegates  and  will  be  available  to  the  Speaker  and 
members  of  the  House  on  matters  involving  parlia- 
mentary procedure. 

Once  again,  on  behalf  of  the  Speaker  and  Vice- 
Speaker,  we  appreciate  your  attendance  and  are  look- 
ing forward  to  seeing  you  at  the  September  meeting. 

Richard  F.  Greathouse,  M.D.,  Speaker 

Recommendations,  Reference  Committee  No.  1 

The  committee  reviewed  the  Report  of  the  Speaker 
of  the  House,  and  the  committee  commends  the 
Speaker  for  his  excellent  work  and  long  hours  spent 
in  working  for  KMA.  We  commend  the  election  of 
Doctor  Crowder  as  Parliamentarian. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Chairman  of  Board  of  Trustees 

Nobody  has  ever  written  a job  description  for  the 
office  of  Chairman  of  the  Board  of  Trustees.  This 
has  been  my  fifth  consecutive  year  on  the  Board, 
so  I should  have  known  what  it  entailed.  After 
serving  you  during  the  past  Associational  year  as 
your  Chairman  of  the  Board  of  Trustees,  I would 
certainly  say  that  there  are  many  things  that  char- 
acterize this  job.  It  is  interesting,  it’s  gratifying,  it 
involves  you  in  areas  that  you  never  knew  existed, 
and  it  certainly  brings  you  much  closer  to  the 
significant  issues  and  challenges  facing  medicine  at 
the  local,  state,  and  national  level.  Above  all,  it  is 


hard  work  and  it  certainly  contributes  to  what  was 
already  a poor  pediatrician's  cauliflower  ear,  i.e.,  you 
live  on  the  telephone. 

Involvement  of  KMA  on  your  behalf  increases 
daily  until  “the  Mountain”  we  deal  with  has  become 
so  high  that  there  is  no  way  the  entire  membership 
can  ever  know  what  is  being  done  for  them  by 
KMA  as  individuals,  for  the  profession  as  a whole, 
and  for  the  people  of  the  Commonwealth. 

Our  organization  is  one  in  which  we  must  take 
strong,  unified  stands  by  the  democratic  process  and 
act  for  the  profession  based  on  our  decision.  Many 
times  these  decisions  must  be  made  with  short  notice, 
so  it  is  imperative  for  us  to  try  to  stay  abreast  of 
all  the  changes  that  are  going  on  from  the  local  to 
the  national  level.  Of  course,  all  of  us  could  never 
agree  all  the  time  on  all  the  issues.  To  do  so  would 
be  a sign  of  weakness.  Can  you  imagine  all  the 
members  being  unanimous  on  two  tremendous  issues 
that  have  highlighted  this  year,  namely,  the  abortion 
issue  and  PSRO.  As  individual  thinkers,  this  could 
never  happen  and  should  not;  but  as  an  organization, 
we  must  make  a decision  that  we  feel  is  in  the  best 
interest  of  all  concerned,  physicians  and  patients. 
KMA  must  stand  stronger  today  than  ever  before. 
We  can  do  so  only  with  the  support,  understanding, 
and  representation  of  all  the  membership.  To  get  this, 
each  member  of  KMA  must  study  the  information 
he  receives  about  these  issues  so  that  he  can  instruct 
his  representatives  and  aid  in  making  KMA’s  decision 
— one  which  represents  the  eduoated  thinking  of  the 
majority  of  the  members  of  KMA. 

This  year  the  members  of  the  Board  have  given 
more  and  more  time  to  representing  our  entire  mem- 
bership and  to  do  the  job  that  must  be  done. 
Decisions  have  come  only  after  much  discussion, 
deliberation  and,  often,  soul  searching.  They  are  cer- 
tainly to  be  commended  for  their  superb  representa- 
tion. 

The  entire  Board  of  Trustees  was  in  session  nine 
times  this  year — one  of  these  being  a joint  meeting 
with  the  Blue  Shield  Board.  Two  were  joint  meetings 
with  the  Kentucky  Foundation  for  Medical  Care 
Board  of  Directors.  The  Executive  Committee  met 
four  times,  and  the  Quick  Action  Committee  met 
so  often  that  it  seems  we  were  in  contact  five  out  of 
seven  days  in  order  to  conduct  the  day-to-day 
operations  of  KMA. 

There  is  no  way  that  I could  possibly  give  you  a 
true  summary  of  all  KMA’s  activities.  I will  attempt 
to  give  you  a brief  synopsis  of  the  Board’s  actions 
and  plans,  and  I will  summarize  the  actions  of  the 
Board’s  ad  hoc  committees  at  the  end  of  this  report. 

First  Meeting,  September  21,  1972 

Acting  as  temporary  chairman,  KMA  Secretary  S. 
Randolph  Scheen,  M.D.,  introduced  the  new  or  re- 
elected members  of  the  Board  as  follows: 

James  B.  Holloway.  M.D.,  as  Vice-President 
Edward  Maxwell,  M.D.,  as  5fh  District  Trustee 
Earl  B.  Rynerson,  M.D.,  as  11th  District  Trustee 
Harold  L.  Bushey,  M.D.,  as  15th  District  Trustee 
Thomas  Heavern,  M.D..  AMA  Alternate  Delegate 
William  W.  Hall,  M.D.,  AMA  Alternate  Delegate 
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Re-elected  to  their  respective  positions  were: 

Richard  F.  Greathouse,  M.D., 
as  Speaker  of  the  House 
Carl  Cooper,  Jr.,  M.D.,  as  Vice-Speaker 
Paul  J.  Parks,  M.D.,  as  6th  District  Trustee 
Carl  J.  Brueggemann,  M.D., 
as  8th  District  Trustee 

A special  recognition  was  given  to  Fred  C.  Rainey, 
M.D.,  in  his  new  capacity  as  President-Elect. 

The  Executive  Committee  was  formed  with  the 
election  of  Robert  N.  McLeod,  M.D.,  as  Chairman, 
and  Ballard  W.  Cassady,  M.D.,  as  Vice-Chairman. 
Edward  Maxwell,  M.D.,  and  Eugene  Sloan,  M.D., 
were  named  to  represent  the  Board  of  Trustees  on 
the  Executive  Committee,  which  was  completed  with 
the  officers  who  automatically  serve  on  the  Executive 
Committee,  i.e.,  President.  President-Elect,  Vice- 
President,  and  Secretary. 

Next  to  be  elected  were  those  to  serve  on  the 
Kentucky  Foundation  for  Medical  Care  Board.  Those 
named  were  Bruce  Hamilton,  M.D.;  J.  Wesley  John- 
son, M.D.;  Paul  J.  Parks,  M.D.;  Edward  N.  Max- 
well, M.D.;  and  David  A.  Hull,  M.D.  Physicians- 
at-large  were  Robert  Blake,  M.D.;  C.  C.  Lowry, 
M.D.;  Walter  I.  Hume,  M.D.;  Joseph  Hamburg, 
M.D.;  and  W.  Neville  Caudill,  M.D.  Other  KFMC 
Board  members  were  noted  to  be  automatic  appoint- 
ments due  to  their  official  position. 

After  selecting  the  Louisville  Ramada  Inn  as  the 
site  for  the  1973  Convention,  the  Board  proceeded 
to  their  main  item  of  business,  that  of  appointing 
membership  of  all  the  committees  to  serve  during 
the  Associational  year. 

Second  Meeting,  December  7,  1972 

The  second  regular  session  of  the  KMA  Board  of 
Trustees  was  held  on  December  7,  1972,  at  the 
Headquarters  Office.  The  President’s  Report  and  the 
Report  of  the  Delegates  to  the  AMA  were  accepted 
for  information.  In  addition,  several  members  of  the 
executive  staff  presented  brief  reports  so  that  members 
of  the  Board  could  be  better  informed  regarding 
KMA’s  total  range  of  activities. 

Action  on  committee  activities  and  recommenda- 
tions included: 

Orientation  to  be  held  in  1973  once  more  on  a 
voluntary  basis. 

Executive  Committee  recommended  appointment 
of  an  ad  hoc  committee  to  study  a plan  and  bring 
to  the  Board  recommendations  concerning  KMA 
Trustee  and  Comprehensive  Health  Planning  districts 
being  the  same. 

Accepted  the  report  of  the  ad  hoc  committee  to 
study  the  Judicial  Council  matters  and  the  individual 
recommendations  of  that  committee. 

Set  a date  for  the  annual  Washington  Dinner, 
March  12-13,  1973,  at  the  Washington  Hilton  Hotel. 

Appointed  William  W.  Hall,  M.D.,  Owensboro,  to 
meet  with  the  Kentucky  Nurses  Association  regarding 
changes  in  the  Nurse  Practice  Act. 

Approved  recommendations  for  a Legislative  Af- 
fairs Seminar  to  be  held  in  conjunction  with  Smith 
Kline  and  French  Laboratories  in  1973. 
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Approved  and  finalized  the  program  for  the  1973 
Interim  Meeting. 

Voted  to  approve  expenditures  of  $2,500  over  the 
next  three  years  by  the  Public  Relations  Committee 
to  prepare  a KMA  booth  to  be  used  wherever  we 
are  asked  to  exhibit. 

Voted  to  approve  sponsorship  of  a WAVE  tele- 
vision special  on  Christmas  Eve  on  the  life  of  Doctor 
Ephraim  McDowell. 

Approved  construction  of  new  offices  for  the  De- 
partment of  Medical  Licensure  in  the  basement  of 
the  Headquarters  Building. 

Appointed  an  ad  hoc  committee  to  investigate 
medico-legal  guidelines. 

In  other  action  the  Board  heard  from  David  A. 

Hull,  M.D.,  President  of  the  Kentucky  Foundation  for 
Medical  Care,  and  voted  to  advance  the  Foundation 
$1,000  providing  legal  counsel  determines  it  can  be 
legally  accomplished. 

In  addition  to  Doctor  Hull,  the  Board  heard  a 
report  on  PSRO’s  from  W.  Neville  Caudill,  M.D., 
Chairman  of  the  Claims  and  Utilization  Review 
Committee. 

William  P.  McElwain,  M.D.,  Commissioner  of  the 
Department  of  Health  and  President  of  the  Medical 
Licensure  Board,  stated  the  Licensure  Board  had 
adopted  an  annual  registration  fee  for  Kentucky 
physicians  of  $12.00. 

The  KMA  Board  also  approved  sending  the 
Speaker  and  Vice-Speaker  of  the  KMA  House  of 
Delegates  to  the  Southeastern  Conference  of  Speakers 
if  money  is  available  for  such  a project. 

Dale  Farabee.  M.D.,  Commissioner  of  Mental 
Health  and  a member  of  the  KMA  Legislative  Com- 
mittee, spoke  in  regard  to  Resolution  L which  con- 
cerns admissions  to  state  hospitals.  He  stated  his 
feeling  that  the  major  problem  is  a misunderstanding 
of  the  law.  He  gave  several  examples  of  problems 
that  have  arisen  as  a result  of  misinterpretation. 

The  date  of  the  next  Board  Meeting  was  set  for 
March  28,  1973,  at  Lake  Barkley  Lodge  immediately 
preceding  the  KMA  Interim  Meeting. 

Third  Meeting,  March  28,  1973 

The  third  regular  session  of  the  KMA  Board  of 
Trustees  was  held  on  March  28,  1973,  at  Lake 
Barkley  State  Park  in  Cadiz.  At  the  beginning  of  the 
meeting,  the  President’s  Report  and  the  Headquarters 
Office  Report  were  accepted  for  information. 

Ballard  W.  Cassady,  M.D.,  Chairman  of  the  KMA 
Budget  Committee,  presented  the  proposed  budget 
for  the  1973-74  Fisoal  Year.  The  budget  had  pre- 
viously been  approved  by  the  Budget  Committee. 

The  budget  was  accepted  by  the  Board  and  the 
Committee  was  commended  for  its  efforts  and 
preparation  of  the  budget. 

Committee  action  and  recommendations  to  the 
Board  were  as  follows: 

Approved  a School  Health  Committee  request  of 
$500  for  possible  use  to  help  defray  costs  of  the 
Second  Annual  Seminar  on  the  Medical  Aspects  of 
Sports. 

Business  Management  and  Services  Committee  re- 
ported on  several  proposed  programs  concerning 
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group  travel  policies,  liability  insurance  and  others. 
The  committee  also  reported  on  a proposal  to  charter 
a flight  to  the  AMA  Clinical  Convention  in  Anaheim, 
California,  this  fall.  The  Board  approved  proceeding 
with  plans  for  such  a flight. 

Legislative  Activities  Committee  reported  briefly  on 
the  Washington  Dinner  and  also  the  fact  that  the 
first  KMA  Legislative  Seminar  is  scheduled  for  June 
15-17,  Barren  River  State  Park. 

Emergency  Medical  Care  Committee  reported  on 
plans  for  the  Second  Annual  Seminar  for  emergency 
room  nurses. 

Hospital  Committee  Chairman,  Richard  B.  Mc- 
Elvein,  M.D.,  discussed  several  problems  which  have 
arisen  concerning  hospital  emergency  rooms.  The 
committee  recommended  several  ways  to  meet  these 
problems  and  also  suggested  that  Metropolitan  Life 
Insurance  Company  (Medicare  Part  B)  sponsor 
regional  seminars  for  physician  staff  members  to 
assist  them  in  the  proper  methods  of  billing  for 
services  under  Medicare.  All  these  recommendations 
were  accepted  by  the  Board,  as  was  the  request  of 
the  Public  Relations  Committee  to  discontinue 
Community  Health  Week  as  a KMA  project. 

David  A.  Hull,  M.D.,  President  of  the  Kentucky 
Foundation  for  Medical  Care,  presented  a detailed 
report  to  the  Board  regarding  PSRO’s.  He  also  re- 
ceived approval  from  the  Board  to  request  the  State 
Comprehensive  Health  Planning  Council  to  endorse 
the  concept  of  a single  PSRO  for  Kentucky. 

Continuing  medical  education  was  considered  at 
length  and  the  Board  requested  that  the  Medical 
Education  Committee  continue  their  activities  in 
developing  continuing  medical  education  programs. 

J.  Thomas  Giannini,  M.D.,  Senior  AMA  Delegate 
from  Kentucky,  reported  on  activities  of  the  AMA 
delegation  regarding  membership.  He  further  reported 
that  the  KMA  had  received  recognition  for  increased 
membership  in  AMA  in  1972. 

The  Chairman  informed  the  Board  concerning 
several  state  councils  and  boards  to  which  KMA 
submits  nominees  to  the  Governor  for  appointment. 

A list  of  these  nominees  was  distributed  and  approved 
by  the  Board. 

The  Board  approved  an  Executive  Committee 
recommendation  that  a KMA-KNA  Joint  Practice 
Committee  be  established  and  referred  the  possible 
appointment  of  an  ad  hoc  committee  to  study  primary 
physicians  in  Kentucky  to  the  Quick  Action  Com- 
mittee. 

Lee  C.  Hess,  M.D.,  President  of  KMA,  reported 
on  action  regarding  an  Inter-Professional  Code  be- 
tween KMA  and  the  Kentucky  Bar  Association.  The 
Board  accepted  the  Code  and  finalized  plans  for 
publication  and  distribution. 

The  Ad  Hoc  Committee  to  Select  a KMA  Parlia- 
mentarian recommended  the  appointment  of  Bennett 
L.  Crowder,  M.D.,  Hopkinsville,  to  this  position.  The 
Board  approved  this  nomination.  The  Chairman  re- 
ported that  the  State  Department  of  Health  had  dis-  j 
cussed  with  KMA  the  possibility  of  a special  study  of 
drug  prescribing  patterns  of  physicians  in  Kentucky. 
The  Board  voted  to  appoint  a committee  to  work  j 
in  conjunction  with  the  State  Department  of  Health  j 


and  bring  back  recommendations  to  the  Board. 

The  Chairman  reported  that  the  Interim  Meeting 
Program  Committee  is  making  a detailed  study  of 
all  aspects  of  the  meeting  and  will  report  back  later 
concerning  continuation  of  the  Interim  Meeting. 

The  Board  voted  unanimously  that  a resolution  and 
special  award  be  presented  to  Hoyt  D.  Gardner,  M.D., 
Louisville,  to  recognize  him  for  his  service  as  Chair- 
man of  the  AMPAC  Board  of  Directors  during  the 
past  two  years. 

It  was  announced  that  the  next  regularly  scheduled 
meeting  of  the  Board  would  be  held  in  August,  but 
a special  meeting  may  be  held  in  the  interim  period. 

Fourth  Meeting,  April  19,  1973 

The  April  19  Board  Session  was  actually  a com- 
bined meeting  with  the  Blue  Shield  Board  and  with 
representatives  of  the  county  medical  societies.  Billed 
as  a Leadership  Conference,  the  day-long  program 
was  most  educational;  and  we  were  especially  grateful 
to  two  of  the  speakers  for  traveling  some  distance 
to  be  with  us.  They  were  Mr.  Ned  Parrish  of 
Chicago,  President  of  the  National  Association  of 
Blue  Shield  Plans,  and  Clinton  McGill,  M.D.,  of 
Portland,  Oregon,  a member  of  the  AMA  Speaker’s 
Bureau  and  President-Elect  of  the  Oregon  Medical 
Association. 

Fifth  Meeting,  May  16,  1973 

The  fifth  session  of  the  Kentucky  Medical  Associa- 
tion Board  of  Trustees  was  held  on  May  16,  1973, 
at  the  Headquarters  Building  in  Louisville.  The 
Board  appointed  an  ad  hoc  committee  to  study  the 
Supreme  Court  abortion  decision  as  it  relates  to 
current  KMA  policy  and  unanimously  reaffirmed 
support  of  the  Medicredit  legislation  with  new  addi- 
tions that  have  been  made  to  the  original  Medicredit 
bill.  Upon  recommendation  of  the  Executive  Com- 
mittee, the  Louisville  firm  of  Stites,  McElwain  and 
Fowler  was  selected  to  be  KMA’s  legal  counsel  ef- 
fective July  1. 

It  was  announced  that  the  next  regularly  scheduled 
meeting  of  the  KMA  Board  of  Trustees  would  be  held 
in  August. 

Sixth  Meeting,  August  9,  1973 

The  prime  purpose  of  the  August  meeting  of  the 
Board  is  to  review  the  committee  reports  before  they 
are  submitted  to  the  House  of  Delegates.  Numerous 
committee  chairmen  were  present  to  personally 
present  their  reports,  and  the  trustees  had  been  as- 
signed specific  reports  for  detailed  studying  and  re- 
porting to  the  full  Board. 

Detailed  reports  were  also  given  by  the  President, 
Senior  Delegate  to  the  AMA,  Corporate  Secretary, 
Foundation  President,  and  President  of  the  Board  of 
Medical  Licensure. 

A presentation  was  made  to  KMA  Past  President, 
John  S.  Harter,  M.D.,  (a  bound  volume  of  Journals 
published  during  his  year  as  president);  and  a resolu- 
tion of  sympathy  was  adopted  and  a plaque  autho- 
rized for  placement  in  the  Prestonsburg  General 
Hospital  in  memory  of  Past  President  George  P. 
Archer,  M.D. 
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The  Board  took  action  to: 

Approve  a policy  statement  concerning  the  duties 
of  the  KMA  Parliamentarian. 

Authorize  three  new  committees. 

Accept  an  Auxiliary  report  requesting  KMA  to 
provide  secretarial  help  to  the  Auxiliary. 

Place  a moratorium  on  KMA  Interim  Meetings, 
but  request  the  Interspecialty  Council  to  consider  a 
new  meeting  in  its  place. 

Submit  nominees  to  the  Governor  for  the  Board 
of  Nursing  Home  Administrators. 

Authorize  co-sponsoring  an  institute  with  the  Ken- 
tucky Hospital  Association  on  Joint  Commission  on 
Accreditation  of  Hospitals  matters. 

Approve  the  dates  of  September  17-21  for  the 
1978  KMA  Annual  Meeting. 

The  status  of  new  committees  reported  on  included 
the  Kentucky  Medical  Association — Kentucky  Bar 
Association  Committee,  the  Kentucky  Medical  Asso- 
ciation— Kentucky  Nurses  Association  Joint  Practice 
Committee,  a joint  committee  with  the  Kentucky 
Chamber  of  Commerce,  and  the  Committee  on 
Abortion  Guidelines.  The  Abortion  Guidelines  Com- 
mittee delayed  action  on  any  recommendations  they 
might  have  until  the  Board  session  just  prior  to  the 
Annual  Meeting. 

Action  was  taken  on  a Judicial  Council  request 
concerning  the  completion  of  statements  for  Medi- 
care patients.  The  Board  adopted  an  AMA  policy 
statement  which  states:  “The  physician  must  report 
fully  and  adequately  in  his  billing  the  nature  of  his 
services  provided  so  that  the  patient  may  be  properly 
reimbursed  by  the  Medicare  carriers.”  Nominations 
for  Judicial  Council  membership  are  to  be  finalized 
at  the  next  Board  Meeting  for  presentation  to  the 
House  of  Delegates. 

A full  discussion  was  held  on  the  Medical  Educa- 
tion Committee  report,  and  an  informational  report 
was  received  from  the  Claims  and  Utilization  Review 
Committee.  Action  was  also  taken  on  the  Emergency 
Medical  Care  Committee  on  subjects  relating  to  (1) 
emergency  medical  technicians,  (2)  first  aid  training 
in  high  schools,  and  (3)  local  airport  disaster  drills. 

Representation  was  authorized  for  an  AMA  PSRO 
conference  in  Cleveland,  Ohio,  September  6-7;  and 
information  was  provided  concerning  an  HEW  hear- 
ing on  PSRO  for  Kentucky  to  be  held  August  30 
with  the  KMA  and  KFMC  Boards  invited  along  with 
allied  groups,  third  party  carriers,  county  medical 
societies,  and  others  who  may  wish  to  attend. 

Following  a review  of  29  committee  reports,  the 
Chairman  announced  that  following  the  August  30 
Board  Meeting,  the  Board  would  hold  three  sessions 
during  the  Annual  Meeting  and  the  Executive  Com- 
mittee would  meet  at  least  once  during  that  time. 

Executive  Committee 

The  members  of  the  Executive  Committee  quickly 
learned  they  had  a job  and  not  a position.  They 
accepted  it  enthusiastically,  and  have  been  at  the 
grindstone  all  year.  They  represented  you  well  at 
many  local,  state,  and  national  meetings.  In  addition, 
there  were  many  special  assignments  and  much  work 
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was  demanded  of  them  in  preparing  for  their  atten- 
dance at  Executive  Committee  meetings. 

The  October  session  was  long  and  difficult  as  we 
strived  to  implement  the  actions  of  the  1972  House 
of  Delegates.  Of  special  note  here  is  the  many,  many 
hours  searching  for  a method  to  implement  Resolu- 
tion H as  passed  by  the  House  last  year.  The 
Executive  Committee  has  asked  that  I explain  what 
we  have  done  to  try  and  implement  Resolution  H. 

I will  plan  to  do  so  at  the  Monday  morning  session 
of  the  House.  In  addition,  I will  be  available  to  the 
reference  committee  to  which  this  report  is  assigned 
and  would  also  refer  the  reference  committee  mem- 
bers to  the  March  28  Board  minutes  where  this 
subject  is  discussed  in  some  detail.  I would  just  point 
out  at  this  time  that  the  Executive  Committee  and 
the  Board  of  Trustees  felt  that  everything  that  could 
or  should  be  done  has  been  accomplished.  The 
Board  feels  it  has  done  all  in  its  power  in  an  attempt 
to  implement  Resolution  H,  and  wanted  this  reported 
as  such  to  members  of  the  House. 

The  March  meeting  of  the  Executive  Committee 
also  covered  numerous  subjects,  but  in  May  a limited 
agenda  was  prepared  for  finalizing  recommendations 
to  be  made  to  the  Board.  The  August  meeting  is 
historically  a long  one  in  making  nominations  for 
our  committee  structure.  The  complete  minutes  of 
the  Executive  Committee  and  Board  of  Trustees  will 
be  made  available  to  members  of  Reference  Com- 
mittee No.  1. 

All  of  us  on  the  Board  are  extremely  grateful  to 
the  members  of  the  ad  hoc  committees  of  the  Board 
who  have  accomplished  much  for  us  this  year.  The 
following  summarizes  a portion  of  their  activity. 

Building  Committee 

The  KMA  staff  has  now  completed  a full  year’s 
occupancy  in  the  addition  to  the  KMA  Headquarters 
Building,  and  we  thought  that  the  membership  might 
be  interested  in  this  final  report  which  is  a follow-up 
to  last  year’s  report  when  we  discussed  the  con- 
struction phase  of  the  new  wing. 

The  addition,  which  increased  the  overall  size  of 
the  KMA  Headquarters  Office  to  approximately 
17,000  square  feet,  now  houses  part  of  the  executive 
and  secretarial  staff  members,  the  KEMPAC  office, 
the  office  of  the  Coordinator  for  the  Woman’s 
Auxiliary,  and  the  Kentucky  State  Department  of 
Medical  Licensure  as  well  as  kitchen  and  conference 
areas.  The  Licensure  Department  is  housed  on  the 
lower  level  of  the  building  addition  and  has  three 
offices,  a reception  area,  and  storage  area.  The 
Licensure  Department  rents  the  space  at  the  Head- 
quarters Office,  but  equipment  used  by  them  is  the 
property  of  the  State  of  Kentucky. 

Staff  reports  that  the  addition  is  highly  satisfactory 
and  is  quite  a relief  from  the  crowded  conditions  we 
reported  to  you  two  years  ago.  Additional  meeting 
space  was  incorporated  into  the  building  addition  and 
that  room  is  in  use  constantly.  Three  simultaneous 
meetings  at  the  Headquarters  Office  are  not  unusual 
and  as  many  as  nine  meetings  have  been  held  in  the 
Headquarters  Office  in  one  single  day.  The  entire 
second  floor  is  vacant  at  this  time  but  is  an  excellent 
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area  for  meetings  as  witnessed  by  the  fact  that  several 
large  groups,  including  combined  Board  meetings, 
have  been  held  on  the  second  floor. 

The  Building  Committee  is  pleased  to  report  that 
there  have  been  no  special  problems  with  the  new 
addition  and  everyone  that  has  taken  the  opportunity 
of  visiting  the  new  facility  has  been  very  pleased 
with  it. 

The  Headquarters  Office  is  located  at  3532 
Ephraim  McDowell  Drive  (interchange  of  Watterson 
Expressway  and  Taylorsville  Road)  and  is  approxi- 
mately a five  minute  drive  from  the  Ramada  Inn. 
Your  Building  Committee  urges  you  to  take  the 
opportunity  to  visit  the  Headquarters  Office  anytime 
you  are  in  the  Louisville  area. 

Committee  to  Study  Medico-Legal  Guidelines 

Our  committee  met  separately  and  with  represen- 
tatives of  the  Kentucky  Bar  Association  that  culmi- 
nated in  the  Boards  of  the  two  associations  adopting 
a KMA-KBA  Medico-Legal  Code.  Since  this  is  the 
first  such  code  adopted  in  Kentucky,  copies  of  it 
were  distributed  to  the  entire  membership  via  The 
Journal  of  KM  A.  After  suggestions  and  recommenda- 
tions have  been  received,  it  is  anticipated  that  the 
Code  will  be  modified  as  necessary. 

Other  Committee  Activities 

The  Ad  Hoc  Legal  Counsel  Search  Committee 
spent  many  hours  in  interviewing  and  preparing  their 
recommendations  for  the  Executive  Committee  and 
the  Board.  We  also  appreciate  the  good  work  of  the 
Ad  Hoc  Committee  to  Select  a KMA  Parliamentarian, 
and  I know  you  will  find  Doctor  Ben  Crowder  of 
Hopkinsville  knowledgeable  and  eager  to  assist  you 
in  your  deliberations. 

Other  special  ad  hoc  committees  were  utilized  to 
study  special  matters  such  as  Certificate  of  Need 
regulations  and  State  proposals  for  Department  of 
Human  Resources,  etc. 

Although  it  is  not  an  ad  hoc  committee,  I also 
wanted  you  to  know  of  the  newly  formed  Ken- 
tucky Medical  Association — Kentucky  Nurses  Asso- 
ciation (KMA-KNA)  Joint  Practice  Committee, 
serving  as  a sounding  board  for  the  two  professions 
and  to  examine  the  nursing  profession’s  expanding 
role.  The  committee  has  already  held  organizational 
meetings  and  is  expected  to  present  definitive  recom- 
mendations next  year. 

In  closing  my  report,  I would  like  to  express  my 
sincere  appreciation  to  each  member  of  the  Board 
and  to  all  committee  members,  especially  those  who 
have  served  so  diligently  on  ad  hoc  committees  with 
problems  that  have  been  acute  and  difficult  to  solve. 
I would  also  like  to  let  the  some  20  employees  of 
KMA  know  that  there  is  no  way  that  my  job  could 
have  been  done  without  their  help.  I sincerely  hope 
that  you,  the  membership,  realize  that  we  are 
fortunate  in  having  some  of  the  finest  people  to 
conduct  our  field  and  headquarter’s  services  and 
represent  us  so  well  not  only  in  the  Commonwealth 
but  in  various  and  sundry  meetings  in  other  states. 
Without  them  we  would  be  lost,  especially  the  leader- 
ship of  KMA.  I sincerely  wish  that  the  entire  mem- 


bership would  express  their  gratitude  to  these  fine 
people. 

Robert  N.  McLeod,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Chairman,  Board  of  Trustees, 
was  reviewed  with  the  exception  of  paragraph  four, 
page  8,  and  the  first  full  paragraph  on  page  9,  and 
also  the  Report  of  the  Ad  Hoc  Committee  to  Study 
Abortion  Guidelines,  paragraphs  two  and  three  on 
page  12,  and  the  Addendum  to  the  Report  of  the 
Chairman  on  the  full  report  of  the  Ad  Hoc  Com- 
mittee to  Study  Abortion  Guidelines.  We  commend 
the  Chairman  for  a very  outstanding  year,  and  take 
cognizance  of  the  many  hours  spent  in  working  for 
KMA.  The  committee  noted  particularly  the  efforts 
that  the  Executive  Committee  took  in  trying  to 
implement  Resolution  H of  1971  and  1972,  and  com- 
mends it  for  these  untiring  efforts. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Secretary 

It  is  difficult  to  realize  that  it  is  the  end  of 
another  year  of  activity  for  the  KMA.  As  we  reflect 
on  the  previous  year  and  look  forward  to  the  new 
challenges  on  the  medical  horizon,  I feel  that  we  can 
be  proud  of  what  we  have  done  in  the  past  and  look 
forward  with  a great  deal  of  confidence  to  the  future. 

It  is  with  a great  deal  of  pleasure  that  I would 
note  that  our  membership  is  now  at  an  all  time  high. 
The  involvement  of  numerous  physicians  in  the 
activities  of  KMA  and  in  local  societies  is  simply 
another  indication  of  the  earnest  devotion  to  duty 
and  unselfish  giving  of  time  by  our  KMA  members. 
I feel  that  our  increase  in  membership  has  been 
due  in  great  part  to  our  very  active  staff  who  has 
done  such  an  excellent  job  and  also  to  the  example 
set  by  our  leaders  in  KMA  in  attracting  new  members 
to  our  organization. 

I would  again  urge  all  of  our  members  to  come 
to  our  building  on  Ephraim  McDowell  Drive.  This  is 
very  easily  accessible  from  the  expressway  and  I feel 
that  for  those  of  you  who  have  not  visited  the  build- 
ing since  we  have  installed  the  new  addition,  it  will 
be  quite  an  experience  for  you.  The  new  decorations 
in  the  building  and  the  general  appearance,  I am 
sure,  will  make  you  proud  of  our  new  KMA  Head- 
quarters. It  certainly  is  much  more  functional  since 
the  new  addition  and  in  the  future  will  be  able  to 
handle  the  expanded  activities  of  the  KMA. 

I am  sure  that  you  all  are  familiar  with  the 
organization  of  the  new  Medical  Licensure  Board 
which  is  headquartered  in  the  new  office  building. 
This  Board  has  been  active  in  licensing  all  physicians 
who  are  engaged  in  practicing  in  Kentucky  and  I feel 
has  been  a long  overdue  innovation  in  medical 
licensing  in  Kentucky. 

As  Secretary,  I have  been  a member  of  the  Judicial 
Council,  Board  of  Trustees,  and  Executive  Com- 
mittee. I have  sat  in  on  the  many  meetings  and  long 
hours  with  the  gentlemen  who  comprise  the  com- 
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mittees.  I would  like  to  extend  at  this  time  my 
appreciation  to  all  of  these  gentlemen  for  their  un- 
selfish devotion  to  duty  to  the  KMA.  I feel  that  the 
average  physician  really  does  not  know  how  much 
time  and  effort  these  fine  gentlemen  put  into  their 
work  for  all  of  us  in  Kentucky.  I am  extremely 
proud  to  be  associated  with  these  gentlemen  and 
have  only  admiration  for  their  untiring  efforts  and 
giving  of  themselves  towards  the  goals  which  we 
have  set  for  ourselves  in  the  interest  of  the  promotion 
of  medical  care  in  Kentucky. 

In  order  to  realize  just  how  much  work  is  done 
at  the  executive  level,  one  needs  only  to  review  the 
number  of  meetings  which  have  been  attended,  the 
number  of  members  in  attendance  and  hours  involved 
in  meetings,  and  the  number  of  doctor  miles  traveled. 
From  July  15,  1972,  through  July  30,  1973,  there 
have  been  nine  Board  of  Trustees  meetings  which 
were  in  session  for  a total  number  of  941  doctor 
hours.  There  were  292  members  in  attendance  and 
the  number  of  doctor  miles  traveled  was  13,569. 
The  Executive  Committee  meetings  were  convened 
on  four  occasions.  There  were  149  doctor  hours 
involving  31  members  in  attendance  and  5,426  doctor 
miles  traveled.  Out-of-state  meetings  totaled  six  meet- 
ings which  included  17  days  spent  out  of  state  with 
41  M.D.s  involved  and  56,600  miles  covered.  The 
total  number  of  committee  meetings  held  was  74. 
The  total  number  of  members  in  attendance  was  421, 
number  of  hours  spent  in  the  meetings  was  1,272 
and  the  number  of  miles  traveled  was  60,777.  The 
total  mileage  of  the  Board,  Executive  Committee, 
and  regular  committee  meetings  involved  78,640 
miles  and  if  you  include  the  out-of-state  meetings, 
the  mileage  is  139,417  miles.  This  certainly  is  a 
rather  substantial  work  load  and  I think  that  this 
would  indicate  the  enthusiasm  and  sense  of  respon- 
sibility that  these  men  feel  for  their  appointed  posts 
and  they  have  certainly  been  diligent  and  faithful  in 
carrying  out  their  responsibilities. 

It  is  always  a privilege  to  give  credit  to  the 
tremendous  amount  of  work  which  has  been  done 
by  our  KMA  staff  who  do  such  an  excellent  job 
organizing  and  staffing  the  numerous  committee 
meetings  as  well  as  the  Board  of  Trustees  and 
Executive  Committee  meetings.  All  of  the  meetings 
which  are  related  to  KMA  work  have  been  previously 
organized  by  the  staff  and  certain  members  of  the 
staff  are  responsible  for  attending  each  of  these 
meetings  and  reporting  back  to  the  Executive  Director 
and  also  helping  to  record  the  results  of  the  meetings 
and  future  responsibilities  for  the  committees.  The 
staff  also  organizes  and  carries  out  the  duties  for 
the  annual  convention  as  well  as  the  interim  meetings 
which  we  have  had  in  the  past.  This  involves  also 
endless  hours  of  work  and  certainly  our  staff  deserves 
a strong  vote  of  thanks  and  appreciation  for  the 
excellent  work  that  they  have  done  in  the  past  year. 

It  is  with  eager  anticipation  that  I look  forward 
to  another  year  working  with  all  of  these  fine 
gentlemen  as  KMA  continues  to  enlarge  and  the 
duties  become  more  and  more  numerous.  We  all 
have  to  put  our  shoulder  to  the  wheel  and  push  a 
little  harder.  It  is  only  through  our  combined  effort 


and  pulling  together  that  we  can  accomplish  those 
purposes  for  which  our  organization  was  originally 
formed  and  that  is  for  the  improvement  of  health 
care  and  continuing  good  health  for  the  people  of 
our  great  Commonwealth  of  Kentucky. 

Thank  you. 

S.  Randolph  Scheen,  M.D.,  Secretary 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Secretary  was  reviewed  in  its 
entirety,  and  the  committee  was  impressed  with  the 
great  number  of  meetings  and  great  number  of  doctor 
miles  traveled.  This  is  indicative  of  the  great  effort 
that  is  being  expended  on  behalf  of  KMA  and  the 
people  of  Kentucky. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Editor 

The  editors  of  The  Journal  have  met  on  a monthly 
basis  during  this  past  year  to  evaluate  editorial 
policies,  articles  submitted  for  publication,  advertising 
schedules  and  the  general  management  of  this  KMA 
publication. 

The  quality  of  scientific  material  has  been  main- 
tained through  the  efforts  of  the  Scientific  Editor, 
Charles  C.  Smith,  Jr.,  M.D.  and  the  Board  of  Con- 
sultants. Doctors  Henry  Asman  and  Evan  Overstreet 
are  to  be  commended  for  their  excellent  work  during 
this  past  year. 

In  keeping  with  the  directives  of  the  KMA  Con- 
stitution for  The  Journal  as  the  “official  organ  of 
the  Association,”  the  editorial  board  continues  to 
look  for  ways  to  serve  Kentucky  physicians.  This 
year,  Interim  Meeting  speeches  were  published  for 
those  who  were  not  able  to  attend  and  the  official 
KMA-KBA  Interprofessional  Code  was  printed  in 
its  entirety  for  the  membership.  A postgraduate  op- 
portunities page  is  maintained  monthly. 

Two  new  features  brought  about  this  year  were 
the  Kentucky  Foundation  for  Medical  Care  Page  and 
“A  Committee  Reports  . . .”  which  provides  an  outlet 
for  physicians  and  staff  attending  out-of-state  meet- 
ings to  publish  reports  for  the  KMA  membership. 

The  editorial  board  is  always  receptive  to  any  ideas 
which  would  increase  the  usefulness  of  The  Journal 
of  KMA. 

Walter  I.  Hume,  Jr.,  M.D.,  Editor 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Editor  was  reviewed.  The 
Editor  and  his  staff  are  to  be  complimented  for  the 
continued  excellence  of  our  Journal. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Treasurer 

You  will  find  enclosed  in  your  House  of  Delegates 
envelope  a Statement  of  Financial  Condition  of  the 
Kentucky  Medical  Association  as  of  June  30,  1973, 
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a Statement  of  the  Changes  in  the  Fund  Balances, 
and  Condensed  Statements  of  Income  and  Expense 
of  the  Current  Fund,  Reserve  Fund,  McDowell 
House  and  the  Postgraduate  Medioal  Education  Fund 
for  the  year  ending  June  30,  1973. 

The  complete  report  of  audit  for  the  fiscal  year 
ending  June  30,  1973,  is  available  to  all  members 
of  the  Kentucky  Medical  Association  at  the  KMA 
Headquarters  Office,  3532  Ephraim  McDowell  Drive, 
Louisville,  Kentucky. 

At  this  meeting  in  1970,  we  discussed  a five  year 
financial  plan;  and  I am  pleased  to  report  that  we 
are  operating  well  within  the  limits  of  that  plan — 
even  better  than  projected. 

Keith  P.  Smith,  M.D.,  Treasurer 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Treasurer  was  reviewed  with 
the  help  of  a representative  of  KMA’s  auditing  firm. 
It  was  noted  the  financial  condition  of  the  Association 
is  on  a very  sound  basis  and  is  well  within  the 
projected  five  year  goal.  The  Treasurer  and  staff  are 
to  be  commended  for  the  increased  savings  noted 
during  the  past  year.  However,  it  was  noted  that  the 
deficit  from  publication  of  The  Journal  was  greater 
this  year  than  last  year. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Delegates  to  AMA 

The  Clinical  Convention  of  the  American  Medical 
Association  was  held  in  Cincinnati,  Ohio,  November 
26-29.  1972.  The  House  for  the  first  time  discussed 
the  recent  law  of  PSRO’s-Professional  Standards 
Review  Organizations,  and  the  House  adopted  a 
policy  that  the  AMA  should  provide  a dominant 
role  of  leadership  in  the  implementation  of  the 
PSRO  program  by  formation  of  an  Advisory  Com- 
mittee on  the  subject  which  will  include  members  of 
the  Board  of  Trustees  and  the  Council  on  Medical 
Services,  and  the  Board  may  invite  other  appropriate 
organizations.  Among  the  responsibilities  of  the 
Committee  are: 

1.  To  provide  input  into  the  medical  profession  in 
the  development  of  rules  and  regulations  which  will 
govern  the  PSRO  program. 

2.  To  assist  state  medical  associations,  or  state 
medical  associations  in  concert  with  county  medical 
societies,  in  developing  PSRO’s  and  to  recommend 
structures  and  operating  mechanisms  for  such 
organizations. 

3.  To  aid  in  defining  appropriate  geographic 
boundaries  for  PSRO’s,  especially  where  more  than 
one  state  may  be  involved. 

Other  ideas  on  this  Committee  were  to  monitor 
the  effect  of  PSRO  on  medical  care  and  to  report 
at  each  future  House  session. 

Doctor  Hoffman  in  his  address  to  the  House 
reported  on  his  recent  survey  of  health  care  systems, 
and  stated  that  what  was  of  more  interest  to  him 
was  the  fact  that  the  health  care  problems  of  the 
United  States  are  to  be  found  in  other  nations  where 


economic,  political  and  cultural  conditions  are  so 
different  from  ours.  He  commented  upon  the  question 
of  lack  of,  he  felt,  adequate  insurance  coverage  for 
catastrophic  illness,  and  pointed  out  that  insurance 
executives  had  told  him  that  this  was  an  insoluble 
problem  at  the  present  time  at  the  present  rate  of 
premiums.  In  regard  to  maldistribution  of  doctors, 
Doctor  Hoffman  suggested  that  perhaps  a way  to  get 
physicians  into  rural  areas  on  a strictly  voluntary 
program  would  be  state  or  federal  financing  the 
education  with  an  unbreakable  contract  to  practice 
in  needy  areas  for  three  to  four  years.  He  suggested 
temporary  licenses  in  order  that  this  contract  be 
honored  until  the  period  of  service  was  completed. 

In  regard  to  doctor  shortages  in  the  inner  cities. 
Doctor  Hoffman  stated  that  part  of  the  solution 
might  lie  in  better  establishment  and  use  of  neighbor- 
hood health  centers,  and  his  remarks  were  referred 
to  the  Council  on  Medioal  Services  for  consideration. 

Regarding  the  budget  and  financial  restraint,  the 
AMA  Office  of  Finance  and  the  Finance  Committee 
were  congratulated  on  their  budgetary  report,  and  I 
noted  that  the  Board  of  Trustees  had  made  a de- 
termined effort  to  exercise  fiscal  restraint  in  allo- 
cating the  financial  resources  according  to  priorities. 
Examples  of  fiscal  restraint  taken  by  the  Board  of 
Trustees  included  the  termination  of  four  councils  and 
six  committees.  Another  economy  action  taken  was 
making  specialty  journals  available  on  subscription 
only.  Prism,  the  AMA’s  new  socio-economic  publi- 
cation, will  be  sent  as  a membership  benefit,  along 
with  JAMA. 

Reporting  on  consideration  of  medical  care  of  the 
poor,  the  House  in  1971  urged  the  creation  of  state 
and  local  medical  society  committees  concerned  with 
health  care  of  the  poor,  and  it  was  noted  that  23 
state  and  29  local  societies  have  set  up  such  programs, 
and  are  now  developing  them  to  improve  the  health 
care  services.  The  House  urged  organized  medicine 
to  continue  to  provide  assistance  to  the  free  care 
clinics,  and  noted  that  they  are  increasing  throughout 
the  nation.  It  was  felt  that  by  this  liaison  with  these 
units  the  physicians  could  monitor  the  services  and 
be  sure  that  they  were  utilized  in  the  proper  manner. 

In  regard  to  the  blood  banks,  the  House  adopted 
Report  N of  the  Board  dealing  with  the  new  federal 
regulations  regarding  collection  and  distribution  of 
blood,  and  suggested  that  the  operating  standards  of 
the  American  Association  of  Blood  Banks  and  the 
American  Red  Cross  be  recognized  and  accepted. 
In  regard  to  young  physicians,  the  Council  on  Long 
Range  Planning  and  Development  will  be  expanded 
to  include  one  Intern  and  Resident  member  of  the 
AMA  as  a full  voting  Council  member.  Also  for  the 
first  time  in  the  history  of  the  AMA,  a medical 
student  took  his  seat  in  the  House  of  Delegates  as  a 
full  voting  member  of  the  House  of  Delegates  of 
the  AMA.  The  House  also  was  informed  that  the 
Internal  Revenue  Service  ruling  which  barred  phy- 
sicians from  withdrawing  voluntary  contributions  on 
their  Keogh  plan  prior  to  disability  or  age  59-1/2 
will  be  revised  to  permit  withdrawals  of  such  con- 
tributions made  to  a qualified  plan  prior  to  March  6, 
1972.  The  AMA  had  protested  this  ruling,  and  the 
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delegates  complimented  the  AMA  staff  for  its  prompt 
and  effective  action  in  this  regard. 

The  annual  meeting  of  the  American  Medical 
Association  was  held  in  New  York  Oity,  June  24-28, 
1973.  The  House  of  Delegates  was  presented  with 
the  largest  volume  of  material  of  any  House  in  the 
history  of  the  American  Medical  Association  for 
consideration.  The  material  consisted  of  84  reports 
and  179  resolutions. 

The  material  was  a variety  of  problems  including 
Professional  Standards  Review  Organization,  price 
controls,  institutional  licensure,  need  for  primary 
care  physicians  and  multiple  other  subjects  of  present 
interest  to  the  medical  profession. 

The  House  of  Delegates  selected  as  President-Elect 
of  the  American  Medical  Association,  Doctor  Mal- 
colm Todd,  of  California.  This  election  was  a de- 
parture from  the  usual  method  of  selection,  as  in 
most  cases  a member  of  the  Board  of  Trustees  is 
selected  for  the  President-Elect.  However,  the  election 
of  Doctor  Todd  was  expected  as  he  has  been  an 
outstanding  member  of  the  House  of  Delegates  for 
many  years,  and  has  shown  himself  to  be  a leader 
of  medicine. 

The  inaugural  address  of  President-Elect  Russell 
Roth  was  well  received.  He  enumerated  multiple 
problems  facing  medicine  and  the  medical  profession 
today,  and  made  a plea  for  unity  in  action  of  the 
medical  profession,  and  suggested  that  each  physician 
make  his  contribution  to  the  profession  to  which  he 
is  a part.  Doctor  Roth  pointed  out  the  complexities 
of  medicine  in  the  field  of  socio-economics,  health 
care,  legislation  and  education,  and  pointed  out  that 
the  American  Medical  Association  is  the  only  sys- 
tematized organization  which  can  successfully  cope 
with  most  of  these  problems  in  the  present  com- 
plexities that  are  presented  to  us. 

Doctor  Hoffman,  the  retiring  President  of  the 
American  Medical  Association,  admonished  the  AMA 
to  continue  its  efforts  for  improvement  in  the  health 
care  fields,  and  rather  than  diminish  the  educational 
requirements  for  physicians,  stated  that  they  should 
be  extended.  He  also  suggested  a restoration  of 
rotating  internships  for  the  benefit  of  community 
hospitals  and  for  the  good  of  the  primary  care 
physician.  Doctor  Hoffman  made  a plea  to  keep 
basic  objectives  in  perspective  regarding  the  con- 
tinued improvement  in  the  quality  of  health  care, 
the  patient-physician  relationship  and  the  freedom  of 
choice  in  medical  relationships. 

Among  the  multiple  aspects  of  medicine  which  were 
presented  to  the  House  were  those  pertaining  to  the 
physician  and  the  government — 1)  the  PSRO  law 
should  have  a high  degree  of  medical  input  in  the 
government  regulations  through  representatives  of  the 
American  medical  profession.  2)  The  House  opposed 
the  institutional  licensure  of  physicians  and  nurses. 
3)  Quality  assurance  programs:  The  House  suggested 
the  AMA  meet  and  offer  suggestions  and  a testing  of 
the  limited  number  of  hospitals  in  this  project.  4) 
Suggested  support  of  medical  staffs  to  include  the 
regulations  regarding  having  increased  number  of 
medical  representatives  on  hospital  staffs  and  support 
the  code  of  ethics  in  this  project,  supported  the 


certificate  of  need  law  approach  in  principle,  with 
final  authority  resting  in  Boards  which  include 
representation  by  physicians  in  the  active  practice  of 
medicine.  5)  Suggested  national  health  care  for 
migrant  workers  and  suggested  that  they  be  developed 
under  the  Council  on  Medical  Services. 

Association  and  Internal  Matters  of  the  House.  The 
House  acted  on  proposals  of  protecting  the  interest  of 
the  practicing  physician,  strengthening  membership, 
improving  the  response  of  the  Association  to  the 
constituency,  and  making  the  Association  more  re- 
sponsive to  the  membership.  Other  items  concerning 
unions,  malpractice,  dues  charges,  periods  of  office, 
and  separation  of  the  business  and  scientific  meetings 
were  discussed. 

Intern-Resident  Membership  on  Councils.  (The 
House  approved  Report  GG  of  the  Board  of  Trustees 
which  outlines  the  proposed  formation  of  a Medical 
Liability  Commission  to  represent  health  care  pro- 
viders in  dealing  with  medical  malpractice  problems.) 
The  House  supported  the  youth  movement  of  the 
intern-residency  division  of  the  House  and  voted 
that  they  should  have  memberships  on  the  Councils 
of  Medical  Services  and  Medical  Education,  as  well 
as  a liaison  member  for  the  Council  on  Forward 
Planning. 

The  terms  of  the  members  of  the  Board  of 
Trustees  were  considered,  and  will  be  further  studied 
in  the  next  meeting  of  the  House  of  Delegates. 

A Formal  Planning  System  for  the  AMA  was 
approved.  It  was  designed  to  enable  the  AMA  to 
sense  changes  in  attitudes,  to  sharpen  its  objectives, 
to  allocate  resources,  measure  progress  and  improve 
communications  between  the  AMA  and  constituent 
societies  and  memberships. 

Other  items  for  completeness  may  be  obtained 
through  your  KMA  Headquarters,  and  complete 
records  of  the  meeting  are  kept  in  this  Headquarters 
office  for  your  investigation. 

I am  indebted  to  the  Officers  and  Directors  of 
KMA,  to  the  Delegates,  Alternate  Delegates  and  to 
our  able  staff  who  have  assisted  me  in  obtaining 
this  material  for  this  report  to  you. 

J.  Thomas  Giannini,  M.D.,  Senior  Delegate 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Delegates  to  the  AMA  was 
reviewed.  We  wish  to  commend  them  on  their 
representation  of  our  state  to  the  AMA  and  their 
efforts  to  promote  matters  which  are  in  the  best 
interest  of  organized  medicine.  We  appreciate  the 
thoroughness  and  informativeness  of  the  report  of 
the  Annual  and  Clinical  Meetings  of  the  AMA 
House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the  Executive  Director 

This  year  I will  not  attempt  to  make  my  report 
as  detailed  or  as  lengthy  as  that  of  last  year  when 
I reviewed  the  duties  of  each  executive  staff  member 
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and  also  provided  you  with  a ten-year  summary  of 
Association  activities. 

Headquarters  Office  Building 

The  new  addition  to  our  Headquarters  office  build- 
ing has  now  been  complete  a little  over  one  year 
and  has  proven  to  be  a valuable  asset  to  us.  It  has 
filled  a critical  need  for  meeting  and  office  space. 

Within  the  Headquarters  office,  there  is  an  ever 
increasing  tempo  of  activity.  There  are  six  telephone 
lines  in  use;  the  volume  of  mail  is  growing  on  an 
almost  daily  basis;  and  “pedestrian”  traffic  has  been 
steadily  moving  upward  with  additional  meetings,  a 
rapidly  expanding  Licensure  Department,  and  many 
other  related  activities. 

Meetings 

There  is  a myriad  of  activities  underway  at  the 
Headquarters  office,  and  every  employee  must  be  a 
“jack  of  all  trades.”  However,  if  anyone  ever  insisted 
that  one  word  be  used  to  describe  the  role  of  our 
staff,  I suppose  it  would  be  Meetings.  Most  of  the 
staff  are  usually  in  the  process  of  preparing  for  a 
meeting,  sitting  in  one,  or  “cleaning  up”  by  imple- 
menting actions  after  one.  Some  meetings  are  only  a 
few  hours  long  while  others  may  last  a week.  The 
work  involved  in  preparing  for  this  Annual  Meeting 
and  the  efforts  required  to  conduct  it  speak  for 
themselves. 

It  might  be  interesting  to  note  that  your  executive 
staff  averages  at  least  one  meeting  every  working 
day  of  the  year.  There  may  be  some  days  when  no 
meetings  are  held  and  other  days  when  as  many  as 
six  are  conducted,  so  our  records  indicate  that  we 
average  more  than  one  meeting  per  day.  Since  many 
such  sessions  require  more  than  one  executive  staff 
member,  in  addition  to  a secretary,  it  might  be  an 
astounding  figure  to  know  just  how  many  hundreds 
of  hours  are  spent  annually  in  meetings.  Added  to 
the  hours  spent  in  meetings,  there  is  also  considerable 
time  involved  in  getting  to  and  returning  from  those 
not  held  in  Louisville  or  even  in  Kentucky. 

New  Activities 

A new  aspect  of  staff  involvement  has  been  the 
administration  of  the  Board  of  Medical  Licensure 
since  lanuary  1.  This  three-employee  department  has 
substantially  increased  the  volume  of  mail  and 
visitors  we  receive  daily.  They  have  administered  the 
Doctor  of  Medicine  examination  to  over  300  phy- 
sicians this  past  year  and  are  now  preparing  for  their 
next  “testing  period”  which  will  be  held  in  December. 

As  this  report  is  being  written,  many  staff  hours 
have  already  been  consumed  as  a result  of  the 
PSRO  Law.  However,  we  yet  have  to  learn  what  the 
final  outcome  will  be  or  the  involvement  that  will  be 
required  once  guidelines  are  written.  Our  role  has 
been  one  of  preparation  and  that,  I believe,  we  have 
accomplished. 

The  strong  involvement  of  government  and  the 
pattern  of  utilizing  initials  has  made  the  following 
an  everyday  part  of  our  lives:  PSRO,  EMCRO, 
BHI,  SSA,  KMAP,  HIP,  HSD,  CHAP,  HMO,  QAP, 
CHAMPUS,  OEO,  HASP,  RMP,  MAI,  NTH, 
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HSMHA,  HEW,  KFMC,  HUP,  PSRC,  etc.,  etc.  Not 
only  do  all  of  these  initials  have  a very  special 
meaning,  but  they  may  have  a very  strong  impact 
on  the  practice  of  medicine.  Staff  must  not  only 
be  aware  and  knowledgeable,  but  ready  to  assist  our 
membership  in  preparing  for  whatever  role  KMA 
may  be  called  upon  to  play  in  the  implementation  of 
new  programs. 

In  our  efforts  to  bring  KMA  still  “closer  to  home” 
to  our  membership,  we  are  attempting  to  provide 
more  tangible  benefits  which  the  members  can 
identify  with  their  professional  organization.  Just  two 
of  the  many  new  benefits  are  in  the  area  of  auto 
leasing  and  group  health  insurance.  Under  considera- 
tion are  such  things  as  liability  insurance,  life  in- 
surance, disability  insurance,  and  national  and  inter- 
national tours.  I would  hope  that  individual  members 
would  let  our  officers  know  of  areas  in  which  they 
feel  KMA  could  better  serve  them  and  better  provide 
them  with  such  tangible  programs. 

Conservation  of  Funds 

With  today’s  skyrocketing  prices  and  sporadic 
shortage  of  supplies,  I believe  your  staff  is  as  con- 
scientious as  possible  about  the  financing  of  the 
operation  of  KMA.  We  have  challenged  ourselves  to 
provide  the  most  efficient  quantity  and  highest  quality 
of  work  production  possible.  Working  with  the 
Treasurer  and  Budget  Committee,  we  feel  we  are 
ahead  of  the  “five  year  dues  schedule”  when  dues  were 
raised  in  1970  by  the  House  of  Delegates  even 
though  the  $130  annual  dues  voted  then  would  need 
to  be  $147.75  to  purchase  the  same  supplies  and 
services  today.  The  refining  of  cost  saving  practices 
and  the  generation  of  additional  income  has  been 
successful  and  remains  a part  of  our  daily  planning 
process. 

While  the  challenges  to  organized  medicine  con- 
tinue to  increase  with  each  passing  year  of  this 
decade,  we  have  operated  during  1973  with  one 
vacancy  existing  on  the  Executive  Staff  which  was 
created  by  the  transfer  of  one  man  to  the  new 
Department  of  Medical  Licensure.  It  is  anticipated 
that  this  vacancy  will  have  to  be  filled  as  we  move 
toward  the  opening  of  the  1974  Kentucky  General 
Assembly  when  we  routinely  lose  two  staff  men  for 
three  months  from  the  office  for  lobbying  purposes. 
In  addition,  the  usual  heavy  work  load  increases 
substantially  during  a legislative  session. 

A ppreciation 

I would  be  remiss  if  I did  not  express  a very  deep 
heartfelt  thanks  to  an  extremely  efficient  and  dedi- 
cated staff.  Their  work  may  sometimes  be  hidden; 
but  even  in  the  reports  submitted  to  the  House  of 
Delegates,  you  can  find  evidence  of  many  hours  of 
staff  effort.  We  would  proudly  stack  them  up 
against  any  group  anywhere. 

I feel  we  have  knitted  together  excellent  team 
players  with  enthusiastic  team  spirit.  I think  their 
dedication  is  demonstrated  by  their  loyalty  to  the 
Association.  My  faith  in  them  and  understanding  of 
them  has  grown  in  the  5-1/2  years  I have  served  in 
my  present  capacity,  and  I must  admit  I take  some 
pride  that  no  executive  staff  member  has  left  our 
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employ  during  that  time.  We  must  be  similar  to  the 
profession  in  one  respect — A problem  mu9t  be  judged 
and  considered  by  all  of  us,  some  with  differing 
opinions;  so  even  though  we  may  not  always  walk 
the  road  unanimously,  we  do  so  in  unity. 

All  of  us  on  the  staff  also  want  to  express  our 
thanks  and  appreciation  for  the  time,  efforts,  and 
guidance  of  our  officers,  committee  members,  and 
the  general  membership  of  KMA. 

We  would  not  want  to  miss  anyone,  but  feel  that 
we  would  specifically  like  to  thank  such  officials  as 
our  Treasurer  and  Journal  Editor  with  whom  we 
confer  quite  often,  our  President  and  Board  Chair- 
man who  can  expect  to  hear  from  us  almost  daily, 
and  a very  special  thanks  to  our  Secretary  who  we 
feel  is  the  unsung  hero  of  KMA  because  with  him 
we  have  more  than  daily  contact.  By  virtue  of  his 
position,  location,  and  three  year  office  term,  he  is 
continually  representing  you  with  the  public,  allied 
organizations,  and  with  staff. 

With  the  beginning  of  a new  Associational  year, 
we  carefully  critique  the  actions  and  activities  just 
past  and  plan  for  the  future,  with  your  guidance, 
to  best  serve  the  physicians  of  Kentucky  and  its 
citizenry — your  patients. 

On  behalf  of  the  entire  staff,  we  thank  each  of 
you  for  the  opportunities  afforded  us. 

Robert  G.  Cox,  Executive  Director 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Executive  Director  was  re- 
viewed in  detail.  We  wish  to  compliment  the  Director 
for  his  hard  work  and  the  staff  for  the  many  and 
varied  duties  they  have  performed  so  well  this  past 
year.  We  especially  noted  the  paragraph  dealing  with 
the  conservation  of  KMA  funds  and  commend  this 
worthwhile  activity. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Advisory  Committee  to 
Woman’s  Auxiliary 

The  Advisory  Committee  to  the  Woman’s  Auxiliary 
was  not  called  upon  for  recommendations  this  year, 
subsequently  no  meetings  were  held.  However,  we 
remain  available  for  consultations. 

We  are  of  the  opinion  that  the  Committee  can  be 
a very  helpful  one  and  should  be  continued. 

Walter  L.  Cawood,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  1 

The  Report  of  the  Advisory  Committee  of  the 
Woman’s  Auxiliary  was  reviewed. 

Mr.  Speaker,  1 move  the  adoption  of  this  section 
of  the  report. 

fMotion  was  seconded  and  carried.) 


Resolution  B 

Bullitt  County  Medical  Society 

WHEREAS,  physician  distribution  continues  to  be 
widely  discussed  by  both  lay  and  professional  groups, 
and 

WHEREAS,  Medicare,  Medicaid  and  private  third 
party  carriers  under  the  UCR  program  continue  to 
have  low  “maximum  allowable  fees”  in  most  rural 
areas  and  areas  of  physician  need,  and 

WHEREAS,  low  “maximum  allowable  fees”  tend 
to  make  these  areas  less  attractive  as  places  to 
practice  and  tend  to  decrease  the  bargaining  power 
of  the  people  living  in  these  areas  to  attract  phy- 
sicians, and 

WHEREAS,  the  KMA  House  of  Delegates  in 
1971  and  1972  passed  resolutions  favoring  a UCR 
fee  structure  for  third  party  carriers  based  on  the 
“state  as  a whole,”  and 

WHEREAS,  KMA  leadership  efforts  to  implement 
these  resolutions  have  been  resisted  as  anticipated 
by  third  party  carriers,  and 

WHEREAS,  KMA  leadership  by  its  decision  to 
discontinue  efforts  to  implement  these  resolutions 
has  acknowledged  its  ineffectiveness  in  influencing  the 
policies  of  third  party  carriers,  therefore  be  it 

RESOLVED,  that  the  KMA  House  of  Delegates 
direct  its  leadership  to  continue  its  efforts  to  improve 
physician  distribution  by  seeking  to  improve  the  fee 
structure  of  third  party  carriers. 

Recommendations,  Reference  Committee  No.  1 

Resolution  B,  Physician  Distribution,  introduced 
by  the  Bullitt  County  Medical  Society  was  felt  to  be 
a restatement  of  a known  problem  that  has  been 
dealt  with  in  the  past  in  Resolution  H of  1972.  Also, 
it  is  felt  that  third  party  payment  is  not  an  issue  in 
physician  distribution. 

Mr.  Speaker,  I move  the  rejection  of  this  Resolu- 
tion B. 

(Motion  was  seconded  and  carried.) 

Resolution  J 

Fayette  County  Medical  Society 

WHEREAS,  the  pace  of  organized  medicine  is 
accelerating,  and 

WHEREAS,  the  Board  of  Trustees  of  the  Ken- 
tucky Medical  Association  has  to  function  for  a 
year  without  input  from  its  membership;  for  example, 
the  Annual  Meeting  in  September  1972,  PSRO 
passed  in  October  1972  and  no  direct  Society  action 
until  September  1973;  therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  consider 
the  establishment  of  a spring  meeting  of  the  House 
of  Delegates  to  insure  prompt  consideration  of  vital 
matters  and  to  insure  membership  participation  in 
affairs  of  the  Association. 

Recommendations,  Reference  Committee  No.  1 

Resolution  J,  Spring  Meeting  of  House  of  Dele- 
gates, introduced  by  the  Fayette  County  Medical 
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Society  was  reviewed.  It  was  felt  that  certain  con- 
siderations, such  as  the  cost  factor  and  attendance, 
would  be  significant  potential  problems. 

Mr.  Speaker,  I move  that  this  Resolution  be 
accepted  and  referred  to  the  committee  which  is 
studying  interim  meetings. 

(Motion  was  seconded  and  carried.) 

Resolution  M 

Fayette  County  Medical  Society 

WHEREAS,  the  national  priorities  and  KMA  goals 
and  objectives  have  undergone  substantial  change, 
and 

WHEREAS,  President  Hess’  report  draws  attention 
to  the  need  to  recognize  these  and  other  factors,  and 

WHEREAS,  the  KMA  has  not  conducted  an  in- 
depth  study  of  its  organizational  structure  in  a num- 
ber of  years  in  relation  to  emerging  health  priorities 
and  external  health  organizational  structures  and 
programs,  be  it 

RESOLVED,  that  the  Board  of  Trustees  create  a 
task  force  to  study  organizational  structure  in  relation 
to  current  challenges  and  problems  facing  the  organi- 
zation. 


Recommendations,  Reference  Committee  No.  1 

Resolution  M,  Realignment  of  KMA  Organiza- 
tional Structure  with  Goals  and  Objectives,  intro- 
duced by  the  Fayette  County  Medical  Society  was 
reviewed;  and  it  was  felt  that  it  is  in  line  with 
recommendations  in  Report  No.  1. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  Resolution. 

(Motion  was  seconded  and  carried.) 


Resolution  Q 

W.  Neville  Caudill,  M.D. 

WHEREAS,  in  the  laudable  attempt  to  provide 
adequate  medical  care  for  all  people,  governments, 
and  medical  care  intermediaries  have  not  infrequently 
acted  precipitously  (if  not  capriciously)  in  estab- 
lishing medical  care  programs  and  policies;  and, 
WHEREAS,  the  inevitable  consequences  of  such 
actions  have  proven  to  be  fiscally  disastrous  and 
often  counter-projective;  and, 

WHEREAS,  such  agencies  are  characteristically 
not  capable  of  admitting  and  remedying  their  own 
basic  errors,  but  have  inevitably  sought  to  place  the 
blame  for  their  own  foibles  on  extrinsic  factors; 
and, 

WHEREAS,  physicians,  as  a group,  have  provided 
a convenient  and  highly  visible  scapegoat  for  such 
failures  of  foresight  and  planning;  and, 

WHEREAS,  as  a result  of  this  “scapegoatism” 
the  ability  of  physicians  to  prescribe  for  and  treat 
their  patients  as  individuals  (as  opposed  to  com- 
puterized norms)  is  being  constantly  eroded  and  the 
physician  is  increasingly  being  harassed  by  restric- 
tions not  applied  to  any  other  profession  or  segment 
of  the  economy  (including  other  “Health  Care  Pro- 
viders”); and, 

WHEREAS  there  is  no  hope  of  redress  from  the 


legislative  nor  executive  branches  of  government;  be 
it  therefore 

RESOLVED  that  the  KMA  establish  a “Legal 
Trust  Fund”  with  the  following  purposes  and 
mechanisms: 

The  purpose  of  this  fund  will  be  to  support  the 
legal  efforts  of  any  active  KMA  member  to 
effect  change  of  or  gain  redress  from  legislation, 
governmental  regulations,  or  “third-party”  poli- 
cies which,  subject  to  the  stipulations  below, 
adversely  affect  the  practice  of  medicine,  pa- 
tient protection,  or  physicians’  rights  either  as 
individuals  or  professionals. 

Such  support  will  be  granted  by  the  Trustee  of 
the  fund  only  to  those  issues  which  have  widespread 
or  potentially  widespread  effects  on  medical  practice, 
physicians’  or  patients’  rights. 

The  Trustee  of  the  fund  will  be  the  KMA  Board 
of  Trustees. 

The  decision  to  support  a cause  may  be  made 
only  after  advice  of  KMA  counsel  and  will  require 
affirmative  vote  of  3/4  of  the  KMA  Trustees  present 
and  voting  at  a regularly  scheduled  meeting  of  the 
Board  of  Trustees.  All  such  decisions  will  be  final 
and  unappealable  unless,  by  unanimous  consent,  the 
Board  votes  to  reconsider  the  matter  at  a later  date. 

Having  underwritten  a cause,  the  Trustee  is  obli- 
gated to  continue  its  support  to  the  highest  judicial 
level  possible  consistent  with  the  advice  of  KMA 
and  plaintiff  physician’s  counsel. 

The  support  given  should  ordinarily  cover  all 
legal  and  physician  expenses  (vide  infra)  but  may 
be  less  at  the  discretion  of  the  Trustees. 

The  fund  will  be  provided  by  a $3  per  annum 
assessment  of  the  entire  active  KMA  membership. 
Should  the  expenses  exceed  limits  of  the  fund  in  a 
given  year,  the  Trustee  may  assess  the  KMA  active 
membership  for  sufficient  funds  to  carry  litigation 
forward  without  interruption.  This  will  be  done  as 
a special  assessment,  but  will  carry  the  same  obliga- 
tion as  KMA  dues. 

Any  physician  requesting  support  by  the  trust  fund 
must  do  so  in  writing  at  least  six  weeks  before  the 
next  scheduled  meeting  of  the  KMA  Board  of 
Trustees.  Such  requests  will  immediately  be  forwarded 
to  all  KMA  Trustees  and  to  KMA  Counsel  for 
formulation  of  legal  opinion. 

All  requests  must  clearly  relate  the  cause  of 
grievance  and  the  principled)  upon  which  the  com- 
plaint is  based — in  language  comprehensible  to  a 
(legalistic)  layman. 

Although  not  strictly  necessary,  it  is  advisable  that 
any  physician  applying  for  support  from  the  trust 
fund  consult  his  personal  attorney  for  competent 
opinion  of  the  merits  and  practicality  of  legal  action, 
and  the  preparation  of  the  request  prior  to  submis- 
sion of  that  request. 

If,  in  the  opinion  of  the  Trustee,  the  trust  contains 
sufficient  funds  for  the  projected  need  in  the  ensuing 
year,  the  per  annum  assessment  shall  be  held  in 
abeyance  until  such  time  as  replenishment  of  the 
fund  shall  be  deemed  necessary  by  the  Trustee. 

Funds  from  the  trust  may  be  invested  for  capital 
growth  as  seems  prudent  to  the  Trustee,  but  monies 
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must  always  be  available  to  support  the  stated  pur- 
pose of  the  fund. 

Trust  funds  will  be  used  only  to  pay  for  legal 
costs  and  expenses  of  the  physician(s)  involved  in 
the  case.  The  physician  expenses  will  be  restricted  to 
travel,  lodging  and  food  costs  incurred  as  a result  of 
the  litigation,  and  commensurate  with  business  ex- 
penses ordinarily  provided  for  KMA  employees.  In 
no  case  will  involved  physicians  be  reimbursed  for 
time  lost  from  practice. 

No  funds  from  the  trust  may  be  paid  to  KMA 
employees  nor  to  KMA  counsel  (including  any  firm 
of  which  he  is  a member  or  in  which  he  has  personal 
interest). 

If  the  outcome  of  litigation  results  in  a monetary 
award  to  the  plaintiff  physician,  he  must  agree  in 
advance  that  all  funds  provided  by  the  trust  in  the 
conduct  of  the  case  will  be  repaid  (interest  free) 
up  to  the  limits  of  the  judgment — any  surplus  monies 
will  belong  to  the  plaintiff. 

If  the  outcome  of  the  litigation  is  adverse  or  re- 
sults in  no  monetary  award  the  plaintiff  physician  will 
have  no  financial  obligation  to  the  trust  fund. 

The  Trustee  is  empowered  to  impose  other  admin- 
istrative procedures  and  regulations  as  necessary  to 
the  administration  of  this  trust  as  long  as  such 
procedures  and  regulations  in  no  way  compromise  nor 
contravene  the  principles  embodied  in  this  resolution. 

The  specific  activities  of  this  trust  will  be  reported 
to  the  KMA  membership  annually  as  part  of  the 
report  of  the  President  of  the  Board  of  Trustees. 

Recommendations,  Reference  Committee  No.  1 

Resolution  Q,  Legal  Trust  Fund,  introduced  by 
W.  Neville  Caudill,  M.D.  was  reviewed  in  great 
length.  It  was  felt  that  the  Resolution  is  desirable 
and  necessary  in  its  intent.  It  is  recommended  that  in 
paragraph  number  one,  “medical  care  intermediaries” 
be  changed  to  “third  party  payers.”  (This  change  was 
accepted  by  Doctor  Caudill.) 

Mr.  Speaker,  I move  that  this  Resolution  be  ac- 
cepted and  referred  to  an  ad  hoc  committee  appointed 
by  the  Board  of  Trustees  for  study. 

(Motion  was  seconded  but  defeated.) 

William  P.  VonderHaar,  M.D.,  Louiville,  moved 
the  adoption  and  implementation  of  Resolution  Q 
as  amended  by  Reference  Committee  No.  1 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  1 as  a whole  as  amended. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  as  Chairman,  I wish  to  thank  all 
members  of  this  committee  for  their  efforts  in  help- 
ing to  prepare  this  report.  I would  also  like  to 
thank  Mrs.  Janet  Williams  for  her  excellent  help  in 
preparing  this  report. 

REFERENCE  COMMITTEE  NO.  1 
John  E.  Trevey,  M.D.,  Lexington,  Chairman 
L.  F.  Beasley,  M.D.,  Franklin 
Glenn  W.  Bryant,  M.D.,  Louisville 
C.  David  Eversole,  M.D.,  Covington 
A.  B.  Richards,  M.D.,  Louisa 


REFERENCE  COMMITTEE  NO.  2 

Earl  P.  Oliver,  M.D.,  Scottsville,  Chairman 

Reference  Committee  No.  2 considered  the 
following  reports: 

15.  Report  of  the  Scientific  Program  Committee 

16.  Report  of  the  Scientific  Exhibits  Committee 

17.  Report  of  the  Hospital  Committee 

18.  Report  of  the  Emergency  Medical  Care  Com- 
mittee, Paragraph  4 on  Page  1 relating  to  changes 
in  the  Medical  Practice  Act,  is  referred  to  Reference 
Committee  No.  3 

42.  Report  of  the  Committee  on  Medicine  and 
Religion 

12.  Report  of  the  Kentucky  Foundation  for  Medi- 
cal Care,  portions  of  the  report  dealing  with  the 
Report  of  the  Continuing  Medical  Education  Com- 
mittee, only 

19.  Report  of  the  Advisory  Committee  to  Blue 
Cross  and  Blue  Shield,  Paragraph  1 on  Page  3 relat- 
ing to  Emergency  Rooms,  only 

Resolution  K — Section  B.  Continuing  Education 
Requirements  for  Kentucky  Physicians,  KMA-KFMC 
Medical  Education  Committee  (Fayette  County  Med- 
ical Society) 

Report  of  the 

Scientific  Program  Committee 

The  KMA  Scientific  Program  Committee  general- 
ly meets  for  approximately  two  hours  to  plan  the 
scientific  program  for  the  KMA  Annual  Meeting. 
This  meeting  then  generates  ten  months  of  work  for 
your  committee  and  staff.  During  this  time,  your 
committee  members,  chairman,  and  staff  are  con- 
tinuously involved  in  a multitude  of  phone  calls, 
personal  contacts,  and  volumes  of  correspondence 
necessary  in  putting  this  program  together. 

Early  in  the  Associational  Year,  your  chairman 
and  the  KMA  President  met  with  the  17  specialty 
group  presidents  to  discuss  their  participation  in 
planning  the  scientific  sessions.  The  scientific  pro- 
grams of  the  specialty  groups  held  in  conjunction 
with  our  general  sessions  have  proven  to  be  valuable, 
and  we  feel  provide  an  excellent  contribution  to  the 
continuing  education  of  our  members. 

I am  appreciative  of  the  splendid  cooperation  in 
the  planning  of  the  overall  meeting  we  always  receive 
from  the  specialty  groups. 

This  year  we  are  looking  forward  to  holding  our 
meeting  in  a new  facility,  and  feel  that  it  will  be  a 
pleasant  experience  for  all  concerned.  The  Scientific 
Program  Committee’s  objective  is  to  present  an  ap- 
pealing and  educational  program  that  will  provide 
maximum  benefit  to  the  members  of  KMA;  and  cer- 
tainly, providing  this  educational  program  in  pleasant 
surroundings  will  be  helpful. 

It  has  been  the  committee’s  experience  in  the  past 
that  the  selection  of  themes  for  portions  of  the  scien- 
tific program  has  proven  to  be  beneficial  and  that 
policy  has  been  carried  over  into  this  year’s  session. 
The  themes  are  designed  to  maintain  the  continuity 
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of  the  program  and  afford  an  opportunity  for  in- 
depth  coverage  of  the  subject. 

This  year’s  program  will  be  comprised  of  indi- 
vidual presentations,  and  the  committee  members 
and  specialty  groups  have  gone  to  great  length  to 
bring  in  who,  we  feel,  are  some  of  the  country’s  out- 
standing speakers.  A feature  of  this  year’s  program 
will  be  in-room  closed  circuit  color  television,  which 
is  being  sponsored  by  the  American  Medical  Associ- 
ation. Each  afternoon,  from  5 p.m.  to  1 a.m.,  pre- 
recorded programs  of  scientific  subjects  will  be  pre- 
sented along  with  interviews  of  KMA  officials.  We 
hope  you  will  find  this  to  be  an  appealing  addition  to 
this  year’s  meeting. 

This  year,  as  in  the  past,  the  South  Central  Bell 
Telephone  Company  is  sponsoring  a message  center 
in  the  Technical  Exhibit  Hall.  This  continues  to  be  a 
valuable  service  to  our  Association  membership,  and 
we  are  most  appreciative  for  it. 

Your  Chairman  is  thankful  to  those  who  assisted 
in  the  formation  of  this  program,  and  I would  like 
to  give  a special  note  of  appreciation  to  the  commit- 
tee members,  specialty  group  presidents,  and  the  pro- 
gram chairmen. 

Any  suggestions  the  membership  might  have  for 
future  programs  will  be  most  welcome. 

R.  Glenn  Greene,  M.D.  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  wishes  to  commend  the 
Scientific  Program  Committee  for  the  excellent  quali- 
ty of  program  presented  this  year.  We  want  to  express 
appreciation  to  the  American  Medical  Association  for 
its  sponsoring  of  in-room  closed  circuit  color  tele- 
vision. We  again  wish  to  thank  the  South  Central 
Bell  Telephone  Company  on  behalf  of  the  Kentucky 
Medical  Association  for  sponsorhip  of  the  message 
center. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Scientific  Exhibits  Committee 

The  Committee  on  Scientific  Exhibits  meets  late 
in  the  Associational  year  in  order  to  review  applica- 
tions for  scientific  exhibit  space  at  the  Annual  Meet- 
ing. As  a result,  it  has  become  customary  for  the 
Committee  to  submit  a final  report  prior  to  the  meet- 
ing to  make  sure  that  it  will  be  included  with  all 
committee  reports. 

This  year  we  hope  to  have  approximately  15  ex- 
hibits, which  will  be  located  along  the  entrance  to 
the  general  assembly  hall  in  the  Bluegrass  Conven- 
tion Center.  The  scientific  exhibitors  will  be  available 
to  discuss  their  exhibits  and  will  have  special  badges 
and  ribbons  to  identify  themselves. 

Exhibitors  will  receive  a certificate  for  participa- 
ting in  this  phase  of  continuing  medical  education. 
Our  Committee  feels  that  the  scientific  exhibit  is  a 
valuable  contribution  to  postgraduate  physician  edu- 


cation, and  is  hopeful  that  anyone  attending  the  An- 
nual Meeting  will  visit  the  exhibits. 

Arnold  C.  Williams,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  is  pleased  to  see  that  the 
quality  of  the  scientific  exhibits  remains  high  and 
commends  the  Scientific  Exhibits  Committee  for  its 
activities.  We  feel  that  the  scientific  exhibit  is  a valu- 
able contribution  to  postgraduate  physician  educa- 
tion. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Hospital  Committee 

The  Committee  met  on  March  21,  1973  and  May 
31,  1973  with  good  attendance  by  members  and 
guests. 

The  Committee  heard  reports  that  the  physician 
awareness  of  hospital  costs  program  had  been  im- 
plemented and  that  all  hospital  chiefs-of-staff  had 
been  urged  to  establish  and  maintain  “on  call”  rosters 
in  Kentucky  hospitals  as  recommended  by  the  last 
House  of  Delegates. 

An  overview  of  PSRO  and  its  relationship  to  the 
Hospital  Committee  was  carried  out  with  no  immedi- 
ate specific  recommendations  or  actions. 

The  Committee  has  been  asked  to  work  toward 
the  execution  of  an  educational  program  on  the 
proper  use  of  the  emergency  room.  This  request  came 
as  a result  of  some  confusion  over  charges  in  emer- 
gency room  coverage  and  the  methods  of  reimburse- 
ment for  physician  services  provided. 

Problems  concerning  emergency  rooms  are  varied 
and  complex  and  the  Committee  hopes  to  develop  a 
program  which  will  be  useful  to  physicians  and  hos- 
pitals as  well  as  the  general  public.  We  hope  to  for- 
ward specific  recommendations  to  the  Board  of  Trus- 
tees in  the  very  near  future.  It  is  apparent  that  this 
will  be  a long-term  project  and  will  be  carried  out 
with  the  cooperation  of  the  Kentucky  Hospital  As- 
sociation, Blue  Cross-Blue  Shield-Delta  Dental  and 
commercial  carriers. 

The  Committee  enthusiastically  commends  those 
members  of  the  “Dry  Run”  teams  who  regularly  pro- 
vide, without  compensation,  expert  review  of  hospi- 
tals who  intend  to  become  accredited.  As  Chairman, 

I wish  to  thank  the  members  of  the  Committee  for 
their  continued  interest  and  activity. 

Richard  B.  McElvein,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Hospital  Committee  was  re- 
viewed with  particular  attention  focused  on  recom- 
mendations dealing  with  an  educational  program  for 
the  purpose  of  informing  the  insured  regarding  the 
extent  of  their  coverage.  The  reference  committee 
endorses  this  portion  of  the  recommendation  and 
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looks  forward  to  less  patient-physician  misunder- 
standing when  this  program  is  implemented. 

Mr.  Speaker,  I move  the  adoption  and  imple- 
mentation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Emergency  Medical  Care  Committee 

The  KMA  Emergency  Medical  Care  Committee 
has  just  completed  a very  active  year.  The  commit- 
tee met  three  times  and  we  were  pleased  to  have 
representatives  from  the  various  health  agencies  from 
across  the  state  interested  in  emergency  medical  serv- 
ices meet  with  us. 

Last  year  the  Committee  recommended  that  part 
of  this  year’s  KMA  Annual  Meeting  Scientific  Pro- 
gram contain  a section  on  critical  care  medicine  and 
we  are  pleased  to  report  that  this  is  being  implement- 
ed. We  urged  everyone  to  attend  the  opening  Scien- 
tific Session  on  Tuesday  morning.  We  feel  that  crit- 
ical care  medicine  is  becoming  more  and  more  im- 
portant and  are  gratified  to  see  that  the  Association 
is  continuing  its  interest  in  this  area. 

The  Committee  heard  several  reports  on  the  MAST 
Program  (Military  Assistance  to  Safety  and  Traffic) 
which  is  designed  to  help  relieve  emergency  transpor- 
tation problems  through  the  use  of  army  helicopters. 
We  understand  that  the  implementation  of  the  pro- 
gram in  central  and  eastern  Kentucky  depends  on  al- 
location of  congressional  funds.  The  Committee  is  of 
the  opinion  that  this  program  is  extremely  worthwhile 
and  feels  that  it  will  be  a useful  adjunct  to  existing 
emergency  transportation  systems. 

Perhaps  the  biggest  endeavor  of  the  Committee 
this  year  was  to  plan  and  implement  the  Second 
Annual  Emergency  Room  Nurses  Seminar  which 
was  held  June  14  and  15  at  the  Bluegrass  Conven- 
tion Center  here  in  Louisville.  Registration  was  well 
over  200  and  we  were  pleased  to  have  not  only 
nurses  but  emergency  medical  technicians,  state 
health  officials,  representatives  of  police  agencies, 
and  some  physicians  in  attendance.  We  were  honored 
to  have  David  R.  Boyd,  M.D.,  of  Chicago  and  his 
Chief  Trauma  Nurse,  Teresa  Romano,  R.N.,  B.S.N., 
as  our  guests  and  we  feel  that  the  meeting  was  well 
received  by  all  those  in  attendance. 

The  Committee  has  had  some  informal  discussion 
as  to  the  feasibility  of  expanding  next  year’s  program 
to  include  invitations  to  fire  fighters,  rescue  teams, 
police  departments  and  any  other  agencies  that  might 
have  rescue  squad  and  ambulance  facilities.  The  pro- 
gram context  would  also  be  expanded,  although  the 
basic  direction  would  remain  toward  emergency  room 
nurses  as  it  now  is.  The  Committee  enthusiastically 
urges  that  next  year’s  meeting  again  be  held  in  Louis- 
ville in  June  with  specific  details  such  as  location 
and  format  to  be  worked  out  by  the  Committee. 

We  also  spent  a good  deal  of  time  this  year  dis- 
cussing the  feasibility  of  carrying  out  disaster  drills 
at  Kentucky’s  commercial  airfields.  The  Committee  is 
of  the  opinion  that  these  would  certainly  be  helpful 
both  to  the  management  of  those  airfields  as  well  as 


to  the  various  agencies  that  would  respond  to  an 
aircraft  disaster.  At  our  June  meeting  we  had  repre- 
sentatives of  the  Louisville  Jefferson  County  Air 
Board,  Airline  Pilots  Association  and  other  agencies 
to  discuss  this  subject  in  detail.  It  was  the  Commit- 
tee’s feeling  that  it  would  indeed  be  beneficial  for 
these  drills  to  be  carried  out  and  the  Committee  has 
recommended  that  county  medical  societies,  in  coun- 
ties in  which  commercial  airfields  are  located,  work 
toward  a simulated  disaster  to  test  the  effectiveness  of 
their  emergency  systems. 

The  Committee  also  investigated  the  feasibility  of 
asking  that  first  aid  training  be  taught  in  all  Ken- 
tucky secondary  schools  as  a requirement  for  gradu- 
ation. A subcommittee  made  up  of  members  of  this 
Committee  and  representatives  of  the  Kentucky  Edu- 
cation Association  and  Kentucky  School  Board  As- 
sociation was  appointed  and  charged  with  the  re- 
sponsibility of  looking  into  this  matter  further.  It  is 
hopeful  that  a recommendation  will  have  been 
made  to  the  Board  of  Trustees  prior  to  the  KMA 
Annual  Meeting. 

We  were  pleased  to  note  the  ongoing  interest  of  the 
State  Department  of  Highways  in  the  emergency  hos- 
pital signing  along  interstate  highways.  The  Commit- 
tee learned  of  one  or  two  new  signs  put  up  this 
year  and  feel  that  this  is  certainly  of  benefit  not  only 
to  the  residents  of  Kentucky  but  to  those  visitors 
from  out  of  state  passing  through  as  well. 

The  members  of  the  Committee  worked  long  and 
hard  this  year  and  I would  like  to  express  my  appreci- 
ation to  them  for  their  time  and  efforts  expended  in 
the  area  of  emergency  health  care. 

E.  Truman  Mays,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Emergency  Medical  Care  Com- 
mittee was  reviewed  with  particular  attention  being 
given  to  the  feasibility  of  teaching  first  aid  training  in 
secondary  schools.  The  reference  committee  ap- 
proved the  idea  of  teaching  first  aid  in  secondary 
schools  throughout  Kentucky;  however,  it  was  brought 
out  during  the  discussion  that  legislative  action  would 
be  necessary  to  require  a first  aid  course  for  gradu- 
ation. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee 
on  Medicine  and  Religion 

The  KMA  Committee  on  Medicine  and  Religion 
did  not  meet  during  the  past  Associational  year.  As 
Chairman,  I was  unable,  due  to  a lengthy  illness,  to 
be  involved  in  any  committee  activities. 

With  this  thought  in  mind,  I would  ask  the  in- 
dulgence of  the  Board  of  Trustees  and  House  of 
Delegates  of  KMA  for  our  lack  of  activity,  but  would 
like  to  reaffirm  our  deep  and  continuing  interest  in 
what  we  feel  is  a very  worthwhile  part  of  the  activi- 
ties of  this  Association. 

As  many  of  you  know,  the  activities  of  the  AMA 
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Medicine  and  Religion  Committee  have  been  very 
restricted  and  may  possibly  be  phased  out  completely 
in  a relatively  short  time.  The  Committee  intends  to 
stay  abreast  of  these  activities  and  to  actively  pursue 
our  previously  stated  goals  during  the  upcoming  As- 
sociational  year. 

I would  like  to  thank  the  members  of  the  Com- 
mittee and  members  of  the  Kentucky  Chaplain’s  As- 
sociation who  have  continued  to  give  freely  of  their 
time  to  help  improve  liaison  between  physicians  and 
the  clergy  in  Kentucky. 

J.  Campbell  Cantrill,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Committee  on  Medicine  and  Re- 
ligion was  reviewed.  The  reference  committee  com- 
mends the  Committee  on  Medicine  and  Religion  for 
its  programs  and  workshops. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Medical  Education  Committee  and 
KFMC  Continuing  Medical 
Education  Committee 

I am  pleased  to  submit  the  report  of  this  conjoint 
Committee.  I wish  to  commend  my  associate  Commit- 
tee members  and  the  KMA  staff  who  worked  unusual- 
ly hard  and  persistently  on  a number  of  problems  this 
year,  including  a specific  charge  from  the  KMA- 
KFMC  Boards. 

Chronologically  the  following  events  occurred: 

November  15: 

1.  Received  AM  A accreditation  of  the  scientific  ses- 
sions of  the  KMA  Annual  Meeting  for  continuing 
education  purposes. 

2.  Received  a detailed  report  of  the  AMA  Third 
National  Conference  of  State  Medical  Association 
Representatives  on  continuing  education. 

3.  As  a result  of  Item  2,  the  Committee  requested 
authorization  from  the  KMA-KFMC  to  study  and  de- 
velop a KMA-sponsored  systematic  program  in  con- 
tinuing education  for  its  members.  The  study  has  pro- 
ceeded throughout  the  year  and  was  aimed  at: 

A.  “Development  of  a KMA  accreditation  sys- 
tem for  continuing  education  at  various  ‘centers’ 
throughout  the  state.” 

B.  “Definition  of  appropriate  continuing  educa- 
tional requirements  for  physicians  with  recommenda- 
tions for  action  in  cases  of  non-compliance.” 

C.  “Definition  of  a systematic  peer  review  me- 
chanism acceptable  for  implementation  and  super- 
vision of  such  educational  requirements.” 

4.  Received  reports  concerning  and  made  sug- 
gestions for  the  development  of  the  Biennial  KMA 
Medical  Education  Conference,  February  1 and  2, 
1973  (see  report  of  Conference  - Appendix  A) 

December  22: 

5.  Doctor  Seeley  resigned  as  Chairman  of  the  Com- 
mittee, moving  to  the  Judicial  Council.  Doctor  Lemon 


was  appointed  Chairman  of  the  Committee  in  his 
place. 

February  1: 

6.  Designated,  on  recommendation  of  their  respec- 
tive Deans,  Borys  Surawicz,  M.D.,  University  of 
Kentucky,  and  Ulrich  Westphal,  M.D.,  University  of 
Louisville,  to  receive  the  annual  KMA  Faculty  Sci- 
entific Achievement  Awards  at  the  Interim  Meeting 
in  March. 

7.  Pertinent  to  the  study  on  continuing  medical 
education,  the  Committee  was  fortunate  in  having  a 
visit  and  the  advice  and  counsel  of  Rutledge  W.  How- 
ard, M.D.,  Associate  Director  of  the  Division  of  Med- 
ical Education  of  the  AMA. 

March  8: 

8.  Approved  the  preliminary  recommendations  of 
the  subcommittees  considering  the  items  noted  in  Item 
3 above,  having  to  do  with  a continuing  medical  edu- 
cation system. 

March  28: 

9.  The  Chairman  reported  to  the  KFMC  Board  of 
Directors  concerning  the  progress  of  the  study  and 
transmitted  the  request  of  the  Committee  for  explicit 
endorsement  of  the  study  which  it  had  undertaken. 
That  endorsement  was  given  on  that  date  and  trans- 
mitted to  the  Committee  members  by  the  Chairman 
in  May. 

July  11: 

10.  The  Committee  received,  modified,  and  ap- 
proved the  completed  reports  and  recommendations 
of  its  subcommittees  in  regard  to  a KMA  plan  for 
continuing  education  (see  Recommendations  - Ap- 
pendix B) 

In  regard  to  the  specific  recommendations  made 
in  Appendix  B,  the  Chairman  notes  that  over  a peri- 
od of  eight  months  various  members  of  the  Commit- 
tee have  spent  considerable  time  in  research  and 
study  of  other  state  medical  association  programs 
and  activities  in  continuing  medical  education.  After 
much  deliberation  based  on  that  study,  the  Commit- 
tee has  proposed  its  conclusions  in  the  form  of  resolu- 
tions should  the  Board(s)  find  these  appropriate  to 
transmit  to  the  House  of  Delegates. 

The  Committee  has  acted  not  only  on  the  basis 
of  its  own  intellectual  concerns  and  interests  but  on 
the  basis  of  the  mandate  handed  down  by  the  two 
Boards.  It  also  points  out  that  a desire  for  consistent- 
ently  available  and  accredited  continuing  education 
opportunities  was  strongly  expressed  by  Kentucky 
physicians  in  a 1970  survey  conducted  under  the 
auspices  of  the  KMA,  the  Ohio  Valley  Regional  Med- 
ical Program  and  the  two  Universities.  We  also  note 
that  same  survey  indicated  a strong,  but  not  ma- 
jority, support  by  Kentucky  physicians  for  a man- 
datory program  in  continuing  medical  education  for 
all  physicians. 

One  of  the  stimuli  for  this  year-long  effort  has  been 
Association  concern  over  the  advent  of  the  Profession- 
al Standards  Review  Organization  required  by  Public 
Law  92-603.  The  implications  of  that  law,  and  its 
eventual  implementation,  have  ever  been  in  the  Com- 
mittee’s view  as  we  considered  the  program  which  is 
now  being  recommended.  There  are  so  many  ques- 
tions yet  to  be  answered  in  regard  to  PSRO,  however, 
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that  the  Committee  has  been  able  to  suggest  only 
vaguely  a possible  relationship  between  that  prospec- 
tive program’s  administrative  mechanism  and  the  on- 
going continuing  education  system  which  we  are  rec- 
ommending. To  the  extent  possible,  future  KMA- 
KFMC  medical  education  committees  and  PSRO 
organizations  in  Kentucky  should  collaborate  in 
utilizing  any  PSRO  data  developed,  in  any  way  that  is 
possible,  to  guide  the  development  of  continuing  ed- 
ucation programs  for  physicians. 

We  believe  that  the  need  to  develop  a firm  KMA 
posture  on  a systematic  program  of  continuous  learn- 
ing for  all  physicians  is  both  important  and  urgent 
and  hope  that  our  work  will  be  of  some  assistance 
to  the  KMA  Boards  and  the  House  of  Delegates  in 
that  regard.  Thank  you  for  your  support  of  the  Com- 
mittee during  this  year. 

Frank  R.  Lemon,  M.D.,  Chairman 

APPENDIX  A 

The  Committee  sponsored  the  1973  Biennial  Med- 
ical Education  Conference  at  Elizabethtown,  Febru- 
ary 1 and  2.  The  Conference  was  structured  around 
four  topics: 

1.  The  Involvement  of  Medical  Schools  in  Off- 
Campus  (Out  Reach ) Programs. 

2.  The  Trend  toward  Corporate  Responsibility  for 
Postgraduate  Education. 

3.  Changing  Concepts  in  Pre-Doctoral  Medical 
Education. 

4.  Education  for  Primary  Team  Care. 

Participants  at  the  Conference  were  faculty  mem- 
bers of  the  Universities  of  Louisville  and  Kentucky 
medical  schools,  the  KMA  Board  of  Trustees  and  in- 
dividual KMA  members.  Approximately  85  partici- 
pants were  present  at  the  session  which  developed 
into  a productive  and  valuable  exchange  of  ideas  be- 
tween educators  and  practitioners.  The  Committee 
notes,  in  this  regard,  its  appreciation  for  the  assist- 
ance provided  by  the  Deans  of  both  medical  schools 
and  the  participating  speakers  with  the  development 
of  a successful  Conference. 

APPENDIX  B 
Recommendations 

Although  the  Committee  thinks  of  the  component 
parts  of  a continuing  medical  education  system  for 
KMA  and  its  members  as  quite  interrelated,  it  never- 
theless makes  recommendations  in  two  areas  under 
two  different  titles: 

Section  A:  A KMA  Accreditation  System  for 
Continuing  Medical  Education  Centers  in  Kentucky 

Proposed  Resolution: 

WHEREAS,  a recent  survey  of  the  continuing 
education  needs  and  practices  of  Kentucky  physicians 
indicated  a widespread  desire  to  participate  in  ac- 
credited programs,  and 

WHEREAS,  the  same  survey  indicated  a general 
feeling  that  more  locally  available  and  “accredited” 
continuing  education  programs  were  needed,  and 

WHEREAS,  the  only  AMA  accredited  center  for 
continuing  education  in  Kentucky  is  the  University 


of  Kentucky  Medical  Center,  and 

WHEREAS,  a current  program  of  the  AMA 
strongly  encourages  state  medical  societies  to  estab- 
lish programs  for  the  accreditation  and  surveillance 
of  regional  continuing  education  centers  in  their 
states,  which  base  their  curricula  on  the  assessment 
of  physician  performance,  therefore  be  it 

RESOLVED,  that  the  KMA  establish  an  organized 
system  for  accrediting  regional  hospitals,  medical  or 
professional  societies,  or  other  institutional  groups  as 
approved  “centers”  for  continuing  education,  offering 
such  educational  programs  in  a manner  that  will 
meet  various  categories  of  AMA  and  specialty  so- 
ciety approval  for  continuing  education,  and  be  it 
further 

RESOLVED,  that  with  the  establishment  of  such 
an  accreditation  system,  the  KMA  itself  seek  accredi- 
tation from  the  AMA  as  an  approved  accrediting 
body  according  to  the  regulations  and  requirements 
that  have  been  established  by  the  AMA  for  this  proc- 
ess, and  be  it  further 

RESOLVED,  that  any  institution  or  organization 
seeking  KMA  accreditation  as  a continuing  medical 
education  center  must  meet  the  criteria  and  be  subject 
to  the  administrative  and  regulatory  provisions  for 
eligibility,  on-site  surveys,  and  their  costs,  and  the 
use  of  appeal  mechanisms,  as  outlined  in  detail  in  the 
attached  document:  KMA  Accreditation  Program  in 
Continuing  Medical  Education,  and  be  it  further 
RESOLVED,  that  the  objectives  for  the  KMA  in 
regard  to  continuing  medical  education  be  broadly 
defined  as  establishing  a framework  which  will  en- 
able practicing  physicians  to  easily  update  and  main- 
tain their  medical  skills,  improve  their  efficiency,  and 
improve  the  communications  between  academic 
faculties  and  practicing  physicians. 

Section  B:  Continuing  Education  Requirements  for 
Kentucky  Physicians 
Proposed  Resolution: 

WHEREAS,  one  of  the  sincere  desires  of  the  con- 
scientious physician,  for  himself,  his  patients,  and  his 
colleagues,  is  to  maintain  the  practice  of  medicine 
at  a high  level  of  performance  based  on  current 
knowledge,  and 

WHEREAS,  a national  trend  increasingly  calls 
physicians  to  be  publicly  accountable  for  their  efforts 
in  continuing  medical  education,  and 

WHEREAS,  a systematic  program  for  organizing 
and  stimulating  physician  participation  in  continuing 
education  could  accomplish  acceptable  exposure  to  or 
participation  in  continuing  medical  education  by  all 
physicians,  and 

WHEREAS,  Public  Law  92-603  established  both  a 
national  and  a Kentucky  requirement  for  a PSRO, 
with  a concurrent  systematic  educational  mechanism 
for  developing  a response  to  PSRO  identified  educa- 
tional needs  of  physicians,  and 

WHEREAS,  a number  of  specialty  organizations 
have  either  established  or  are  in  the  process  of  estab- 
lishing educational  requirements  viewed  as  minimally 
essential  and  proper  to  the  continued  practice  of  the 
physician  in  the  respective  specialty  field,  therefore  be 
it 

RESOLVED,  that  the  KMA  endorse  and  hereby 
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call  upon  its  staff  to  administratively  establish  a sys- 
tem for  insuring  the  systematic  participation  of  all 
physicians  in  continuing  education  based  on  the 
following  components: 

A.  A continuing  educational  requirement  in  some 

detail,  and  by  specialty,  as  described  in  the  docu- 
ment: KMA  Continuing  Education  Program  for 

Physicians. 

B.  A proviso  that  the  plan  as  herein  adopted  by 
the  KMA  may  be  modified  from  time  to  time,  spe- 
cialty by  specialty,  as  recommended  by  respective 
specialty  societies  and  approved  by  the  KMA  Board 
of  Trustees. 

C.  A system  for  the  collection  of  records  and  data, 
pertinent  to  establishing  the  compliance  of  physicians 
with  those  educational  standards,  which  is  open  to 
all  physicians  licensed  in  Kentucky,  whether  KMA 
members  or  not. 

D.  Every  physician  to  be  allotted  a period  of  three 
years  from  July  1,  1974,  to  furnish  evidence  of  his 
compliance  with  the  continuing  education  require- 
ments of  his  specialty  as  spelled  out  in  “A”  above, 
and  provided  that  continued  compliance  after  the 
initial  three  years  will  be  based  on  the  same  stand- 
ards for  subsequent  three-year  periods — or  less,  as  in- 
dicated in  the  KMA  plan. 

and  be  it  further 

RESOLVED,  that  the  Kentucky  Board  of  Medical 
Licensure  be  requested  to  require  (by  regulation) 
satisfactory  participation  in  continuing  education  for 
annual  re-registration  of  the  license  to  practice  medi- 
cine. 

KMA  Accreditation  Program  in 
Continuing  Medical  Education 

FORWARD 

The  purpose  of  this  program  is  to  help  the  medical 
staff  of  institutions  or  organizations,  and  community 
hospitals  to  develop  effective  continuing  medical  edu- 
cation. The  concept  of  “lifetime  of  learning”  has  be- 
come an  accepted  fact  to  the  practicing  physician. 
The  Kentucky  Medical  Association  and  the  Ameri- 
can Medical  Association  have  undertaken  programs 
of  recognition  of  completion  of  minimal  require- 
ments of  continuing  medical  education  in  an  effort  to 
implement  this  concept.  In  spite  of  the  vast  array  of 
courses  currently  available,  it  is  apparent  that  new 
approaches  will  be  required  to  meet  the  demand.  It 
is  this  Committee’s  recommendation  that  each  com- 
munity hospital  establish  this  when  possible,  an  edu- 
cation committee  in  cooperation  with  the  local  County 
Medical  Society  and  that  the  effectiveness  of  the 
educational  effort  be  evaluated  by  a review  of  the 
quality  of  medical  care  which  affects  changes  in  med- 
ical staff  performance.  The  KMA,  under  the  auspices 
of  the  AMA,  will  survey  and  accredit  continuing 
medical  education  activities  for  community  hospitals 
and  other  organizations  seeking  accreditation.  The 
principles  described  in  this  manual  are  the  general 
statements  of  criteria  to  be  used  by  the  survey  teams 
in  evaluating  the  quality  of  the  educational  efforts. 
These  criteria  are  flexible  and  will  be  reviewed  peri- 
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odically;  from  time  to  time,  materials  containing  prac- 
tical suggestions  for  determining  educational  needs 
and  for  the  planning  and  evaluation  of  programs  de- 
signed to  meet  these  needs  will  be  provided. 

ADMINISTRATIVE  POLICIES 

Survey  Eligibility  — To  be  eligible  for  accrediting 
survey,  the  following  standards  are  deemed  as  crit- 
ically important  aspects  of  hospitals  or  organizations 
commitment  to  improving  patient  care  through  con- 
tinuing medical  education: 

Standard  # 1 : Administration 

1)  There  shall  be  explicit  support  of  continuing 
medical  education  by  the  governing  body,  organized 
medical  staff,  and  administration  through  continuing 
medical  education  committee  having  cross-member- 
ship  with  patient  care  review  committee,  including 
a wide  range  of  sub-specialties  in  departmental  rep- 
resentation. 

2)  There  shall  be  a responsible  educator  and  chief 
with  supporting  staff,  including  availability  and  use 
of  expert  knowledge  of  educational  methods  when- 
ever practical. 

There  shall  be  evidence  of  coordination  and  co- 
operation with  other  educational  programs  in  the 
area  in  sharing  resources  and  evidence  of  efforts  to 
meet  the  educational  needs  of  physicians  in  the  com- 
munity. 

Standard  #2:  Budget 

There  shall  be  evidence  of  financial  support 
through  provisions  of  a budget  for  continuing  med- 
ical education  of  the  attending  staff. 

Standard  #5:  Teaching  Staff 

There  shall  be  evidence  of  a commitment  from 
physicians  of  proven  ability,  training  and  experience, 
with  interest  and  dedication  to  the  development  of  a 
carefully  planned  educational  program. 

Standard  # 4 : Curriculum 

There  shall  be  a mechanism  of  need  assessment 
as  developed  through  quality  inpatient  care  review 
mechanisms. 

There  shall  be  a method  of  preparing  clearly  de- 
fined objectives  for  each  educational  activity  based 
upon  these  need  assessment  procedures. 

Standard  #5:  Facilities 

There  shall  be  adequate  facilities  to  encourage 
participation  in  methods  of  education. 

Standard  #6:  Educational  Methods 

There  shall  be  planned  learning  experiences  de- 
signed to  bring  about  the  specific  objectives,  select- 
ing the  most  effective  educational  method  for  the 
particular  needs,  whether  knowledge,  skill,  attitudes, 
or  performance  are  to  be  changed. 

Standard  #7:  Method  of  Evaluation 

There  shall  be  evaluation  of  each  individual  edu- 
cational activity  in  the  entire  continuing  education 
program  of  the  institution,  in  terms  of  impact  on  the 
quality  of  patient  care,  through  review  procedures 
similar  to  those  in  following  assessment  of  needs. 

Standard  # 8 : Physicians’  Record 

Each  physician’s  record  for  participation  in  con- 
tinuing education  should  be  his  improved  ability  to 
care  for  his  patients  and  the  stimulation  of  his  own 
spirit  of  intellectual  adventure. 
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Standard  #9:  Survey  Personnel 

A site  team  composed  of  three  persons  will  con- 
duct surveys:  1)  An  experienced  site  visitor,  2)  A 
first-timer  for  a site  accreditation  visit,  and  3)  A 
representative  of  the  local  county  medical  society. 

The  amount  of  time  spent  in  conducting  the  sur- 
vey of  each  institution  shall  be  determined  by  the 
Council  on  Education  of  the  Kentucky  Medical  As- 
sociation, but  it  is  expected  that  each  site  visit  will  be 
of  a one-day  duration. 

Standard  #10:  Survey  Fees 

A survey  registration  fee  of  $50  will  be  charged  by 
the  KMA  for  administrative  work  connected  with 
site  visits.  This  shall  be  paid  in  advance  at  the  time 
of  submission  of  the  pre-survey  information.  If  the 
institution  is  not  surveyed,  the  fee  will  be  refunded. 

The  expense  of  the  site  visitors  to  include  travel  and 
food  will  be  covered  by  the  institution  requesting 
accreditation.  These  expenses  will  be  based  on  actual 
cost  as  determined  following  the  site  visit  and  paid 
to  the  site  visitors  directly.  It  is  anticipated  that  no 
institution  will  have  to  pay  more  than  $200  for  a site 
visit  in  addition  to  the  $50  paid  to  the  KMA. 

Standard  #11:  Accreditation  and  Duration 

Each  institutional  organization  that  has  been  sur- 
veyed will  be  notified  by  the  Council  on  Medical  Edu- 
cation whether  or  not  they  have  been  accredited. 

Types  of  Accreditation: 

1 ) Accreditation  of  the  institution  or  organization 

2)  Accreditation  of  the  institution  or  organization 
contingent  upon  stipulated  changes  in  the  pro- 
gram. Accreditation  granted  when  contingent  is 
met  (This  classification  applies  in  those  cases 
where  the  program  does  not  meet  the  require- 
ments for  accreditation  but  seemed  to  have  the 
potential  for  doing  so,  would  be  for  a limited 
only  basis  and  a re-survey  would  be  made  with- 
in a stated  period  of  one  or  two  years). 

3)  Provisional  accreditation  of  an  institution  or  or- 
ganization. (Applicable  only  to  newly  developed 
programs  and  with  a time  limit  of  one  or  two 
years). 

4)  Accreditation  only  of  certain  courses  within  an 
institutional  or  organizational  setup  rather 
than  the  entire  institution.  (This  classification 
is  to  be  given  in  cases  where  courses  given  by 
one  department  or  branch  of  the  institution  are 
of  high  quality  and  those  given  by  another 
area  of  the  institution  or  organization  are  not 
of  satisfactory  quality  for  accreditation). 

5)  Non-accreditation  of  the  institution  or  organi- 
zation— in  such  cases,  reasons  for  the  recom- 
mendation will  be  given. 

6)  Accreditation  decision  and  appeal — At  the  com- 
pletion of  the  survey  visit,  a site  team  will 
hold  a summation  conference  and  submit  its 
recommendation  to  the  Council  on  Education 
of  the  KMA. 

The  Accreditation  Commission  of  the  Council 
on  Education  shall  make  a recommendation  on 
accreditation  and  the  subsequent  decision  shall 
be  made  by  the  full  Council  on  Education. 

7)  A decision  of  the  Accreditation  Commission 
to  deny  or  revoke  accreditation  because  of  the 


recommendations  of  the  site  team  shall  entitle 
the  institution  or  organization  to  provide  addi- 
tional information  and  further  clarify  the  find- 
ings pertaining  to  the  decision  of  the  accredita- 
tion commission. 

If  accreditation  is  denied,  an  appeal  in  writing 
may  be  submitted  to  the  Council  on  Educa- 
tion of  the  KMA  with  supporting  information 
and  data,  questioning  the  recommendation  and 
requesting  reconsideration  from  the  Accredita- 
tion Commission. 

8)  Public  Recognition 

A Certificate  of  Accreditation  shall  be  provid- 
ed to  an  institution  or  organization  that  is 
granted  accreditation.  The  Certificate  shall 
specify  the  type  of  accreditation  and  the  years 
for  which  it  is  granted.  The  institution  or  organ- 
ization will  be  entitled  to  indicate  on  continuing 
education  programs  the  type  of  accreditation 
approved  for  their  institution  and  the  category 
in  which  it  is  given. 

KMA  CONTINUING  EDUCATION 
PROGRAM  FOR  PHYSICIANS 
(Educational  Requirements  by  Specialty) 

ANESTHESIOLOGY  REQUIREMENTS 

1 credit  for  each  hour  of  attendance  at  national, 
regional,  or  state  society  meetings,  for  that  portion  of 
the  meeting  devoted  to  scientific  presentation  and  dis- 
cussion. 

1 credit  for  attendance  at  non-anesthesiology  meet- 
ings such  as  mortality  and  morbidity  conferences, 
state  and  county  society  meetings,  and  hospital  sur- 
gical and  medical  conferences,  when  related  to  an- 
esthesia. 

1 credit  for  each  hour  of  organized  teaching 
whether  medical  school,  hospital  staff,  inhalation 
therapy,  etc.  Limit  30  credits  per  three-year  period. 

25  credits  for  original  papers  or  exhibits  presented 
at  county  society  or  higher  level,  or  published  in  a 
recognized  medical  journal. 

Time  credits  for  attendance  at  hospital  staff  meet- 
ings for  that  portion  of  the  meeting  given  to  scien- 
tific medical  presentations — usually  30  minutes. 

1 credit  for  each  hour  of  audio-digest  tapes,  and/or 
recognized  anesthesiology  journals.  Limit  75  credits 
per  three-year  period. 

150  credits  per  triennium  required. 

DERMATOLOGY  REQUIREMENTS 

2 credits  for  each  hour  of  attendance  at  local, 
state,  regional,  and  national  specialty  society  scientific 
meetings  in  dermatology  such  as: 

Kentucky  Dermatologic  Society 
American  Academy  of  Dermatology 
American  Dermatological  Association 
Society  for  Investigative  Dermatology 
Others 

2 credits  for  each  hour  of  participation  in,  or  at- 
tendance at,  specialty  postgraduate  courses  sponsored 
by  a medical  school  or  other  educational  organiza- 
tions recognized  as  qualified  to  conduct  meaningful 
courses  in  dermatology. 
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2 credits  for  each  hour  of  attendance  at  AMA 
scientific  programs,  e.g.,  AMA  Dermatology  Section, 
sponsored  by  or  relating  to  dermatology. 

2 credits  for  each  hour  of  formal  or  informal 
teaching  to  medical  or  allied  medical  personnel.  Limit 
90  credits  per  three-year  period. 

1 credit  for  each  hour  of  attendance  at  hospital  sci- 
entific programs.  Limit  of  30  credits  per  three-year 
period. 

1 credit  for  each  hour  of  participation  in  journal 
clubs,  journal  reading,  or  audio  digest.  Limit  30  cred- 
its per  three-year  period. 

1 credit  for  each  hour  of  attendance  at  component 
society  or  KMA  scientific  program.  Limit  30  credits 
per  three-year  period. 

1 credit  for  each  hour  of  attendance  at  scientific 
programs  of  other  generally  recognized  medical  or- 
ganizations not  necessarily  relating  to  your  specialty, 
e.g.,  allergy,  diabetes,  surgery.  Limit  60  credits  per 
three-year  period. 

10  credits  for  preparing  and  publishing  a scientific 
paper  in  a recognized  professional  journal,  or  for 
presenting  such  a paper  to  a medical  or  allied  medical 
professional  group. 

150  credits  per  triennium  required. 

FAMILY  PRACTICE  REQUIREMENTS 
(also  “General  Practice”) 

Each  family  practitioner  must  complete  150  hours 
of  acceptable  postgraduate  study  every  three  years. 

At  least  50  credits  must  be  obtained  from  pre- 
scribed scientific  medical  sources  as  follows: 

A.  AAFP  produced  programs. 

B.  Medical  school  or  postgraduate  medical 
produced  programs. 

C.  Publication  of  an  original  scientific  paper  in 
a state  or  national  scientific  journal.  Limit  10 
credits  per  paper. 

D.  Presentation  of  an  original  scientific  paper  at 
the  county  medical  society  level  or  above.  Limit 
10  credits  per  paper. 

E.  Programmed  instruction  courses  in  (journal) 
on  satisfactory  completion  of  the  entire  course. 
Credit  to  be  allowed  as  specified  for  each  course. 

F.  Teaching  medical  students  or  physicians.  One 
credit  for  each  hour,  with  a limit  of  20  credits 
for  each  three  years. 

G.  Special  programs,  in  states  without  medical 
schools,  may  be  approved  by  the  Commission  on 
Education  of  the  AAFP  at  least  30  days  in  ad- 
vance. 

H.  Hospital  residency  training.  Credit  to  be  de- 
termined by  the  Council  on  Medical  Education. 

The  remaining  credits  may  be  obtained  from  elec- 
tive scientific  medical  sources  as  follows: 

A.  The  scientific  meetings  of  the  American 
Medical  Association  and  the  state,  district,  and 
county  medical  societies.  When  not  approved 
for  prescribed  credit. 

B.  Hospital  scientific  meetings,  staff,  CPC  and 
other  formal  programs. 

C.  Other  scientific  postgraduate  medical  pro- 
grams. 

D.  Approved  medical  school  correspondence 


courses.  Limit  15  credits  each  three  years. 

E.  Preparation  and  presentation  of  a scientific 
medical  exhibit  at  the  state  level  or  above.  Limit 
10  credits  per  exhibit. 

F.  Hours  spent  in  any  field  of  postgraduate 
medical  study  may  be  submitted  as  elective  cred- 
its for  consideration  by  the  Council  on  Medical 
Education. 

Requirements  may  be  fulfilled  by  completing  all 
or  any  portion  of  the  150  credits  in  prescribed  credits. 
However,  minimum  acceptable  prescribed  credits  are 
50  each  three  years. 

150  credits  per  triennium  required,  at  least  50 
from  prescribed  sources. 

INTERNAL  MEDICINE  REQUIREMENTS 

2 credits  for  each  hour  of  attendance  at  national 
and  regional  medical  meetings. 

2 credits  for  each  hour  of  attendance  at  Kentucky 
ACP  Annual  Meeting. 

2 credits  for  each  hour  of  attendance  at  Kentucky 
ACP  Monthly  scientific  meetings. 

2 credits  for  each  hour  of  attendance  at  postgradu- 
ate education  courses  in  internal  medicine. 

2 credits  for  each  hour  of  attendance  at  hospital 
medical  department  conferences. 

2 credits  for  each  hour  of  making  a presentation 
before  a hospital  medical  staff. 

2 credits  for  each  hour  of  attendance  at  a medical 
school  department  conference. 

10  credits  for  presenting  or  publishing  a scientific 
paper. 

1 credit  for  each  hour  of  attendance  at  state  med- 
ical association  meetings. 

1 credit  for  each  hour  of  attendance  at  component 
medical  society  meetings. 

1 credit  for  each  hour  of  attendance  at  local 
medical  meetings. 

1 credit  for  each  hour  of  journal  clubs,  journal 
reading,  and  audio-digest  tapes.  Maximum  of  150 
credits  per  three-year  period. 

1 credit  for  each  hour  of  general  hospital  staff 
meetings. 

1 credit  for  each  hour  of  preceptorship  activities  at 
a hospital  or  a medical  school. 

300  credits  per  triennium  required. 

OBSTETRICS  AND  GYNECOLOGY  REQUIREMENTS 

2 credits  for  each  hour  of  attendance  at  national 
and  regional  medical  organizations. 

2 credits  for  each  hour  of  attendance  at  Kentucky 
Obstetrical  and  Gynecologic  Society. 

2 credits  for  each  hour  of  attendance  at  postgradu- 
ate courses  in  obstetrics  and  gynecology. 

2 credits  for  each  hour  of  attendance  at  hospital 
obstetrics  and  gynecological  department  conferences. 

2 credits  for  each  hour  of  attendance  at  medical 
school  department  conferences. 

2 credits  for  each  hour  of  attendance  at  journal 
clubs. 

2 credits  for  each  hour  of  making  a formal  presen- 
tation before  a hospital  medical  staff. 


tucky  Medical  Association  • December  197.1 


843 


10  credits  for  presenting  or  publishing  a scientific 
paper. 

1 credit  for  each  hour  of  attendance  at  state  med- 
ical association  meetings. 

1 credit  for  each  hour  of  attendance  at  component 
medical  society  meetings. 

1 credit  for  each  hour  of  attendance  at  other  local 
medical  meetings. 

1 credit  for  each  hour  of  journal  reading  and  audio- 
digest tapes. 

1 credit  for  each  hour  of  preceptorship  activities  at 
hospital  and  medical  school. 

1 credit  for  each  hour  of  attendance  at  general 
hospital  staff  meetings. 

300  credits  per  triennium  period. 

OPHTHALMOLOGY  REQUIREMENTS 

7 credits  for  each  full  day  of  attendance  at  an  ac- 
cepted meeting.  The  following  meetings  are  consid- 
ered acceptable: 

Kentucky  EENT  Society 
American  Academy  of  Otolaryngology  and 
Ophthalmology 
American  College  of  Surgeons 
American  Medical  Association 
Others 

For  each  of  the  following  staff  meetings,  the  par- 
ticipants should  receive  2 credits: 

University  of  Kentucky  and  University  of 
Louisville  Medical  School  Ophthalmology 
Department 
Others 

Lectures,  grand  rounds,  and  special  teaching  ses- 
sions to  interns  and  residents,  one  credit  for  each 
hour  spent  teaching.  One  credit  should  be  given  for 
each  hospital  staff  meeting  where  a scientific  pro- 
gram is  presented.  Journal  club  should  be  award- 
ed one  credit  for  each  hour  of  participation. 

Audio-digest  tapes  have  become  extremely  valuable 
teaching  aids.  It  was  felt  that  72  credits  per  three- 
year  period  should  be  awarded  to  those  who  listened 
to  the  program  conscientiously. 

Preparation  of  a lecture  for  a staff  meeting,  a spe- 
cial club  such  as  the  Lions  Club,  Rotary  Club,  etc., 
should  award  two  credits  per  each  presentation. 

Other  recognized  postgraduate  courses  should  be 
given  the  same  amount  of  consideration  as  those 
which  have  been  named  (7  credits  per  day). 

150  credits  per  triennium  period  required. 

OTOLARYNGOLOGY  REQUIREMENTS 

Intensive  courses,  all  day  and  evening — 10  credits 
per  day 

American  Academy  of  Ophthalmology  and 
Otolaryngology,  National  Triological,  Otological,  and 
other  national  meetings  which  run  all  day — 8 credits 
per  day. 

American  Medical  Association,  8-hour  day — 8 cred- 
its per  day. 

Kentucky  EENT  Society  meetings — ? credits. 

Local  hospital  staff  meetings,  1 hour  sessions — 1 
credit  per  hour.  Includes  sections  on  eye,  ear,  nose 
and  throat,  general  staff  meetings,  tumor  board,  and 


any  other  recognized  departments  of  the  staff. 

Preparation  for  and  taking  of  the  American  Board 
examinations  in  Otolaryngology — 50  credits. 

Preparation  and/or  presentation  of  a paper  before 
an  Otolaryngological  Society,  or  publication  of  a 
paper  in  a recognized  journal — 10  credits. 

Miscellaneous  credits:  tapes,  accredited  correspond- 
ence courses,  local  hospital  and  medical  society  meet- 
ings— 1 credit  for  each.  Maximum  75  miscellaneous 
credits  per  three-year  period. 

150  credits  per  triennium  required. 

PATHOLOGY  REQUIREMENTS 

Postgraduate  seminars,  workshops,  slide  seminars, 
meetings  and  other  teaching  sessions,  whether  local, 
regional  or  national.  2 credits  for  each  hour  of  at- 
tendance. 

Teaching  medical  students,  workshops,  etc.,  for 
physicians.  3 credits  per  hour. 

Making  presentation  before  a hospital  medical 
staff.  2 credits  per  hour. 

Teaching  medical  technologists,  technicians,  aides 
and  other  paramedical  personnel.  2 credits  per  hour. 

Preceptorship  activities  at  a hospital  or  medical 
school.  1 credit  per  hour. 

Published  paper  or  paper  read  at  a regional  or 
national  meeting — 10  credits. 

Paper  read  at  a state  or  local  meeting — 3 credits. 

Medical  department  conferences,  medical  school 
departmental  conferences,  journal  clubs,  tumor 
boards,  etc.  1 credit  for  each  hour  of  attendance. 

300  credits  per  triennium  required. 

PEDIATRIC  REQUIREMENTS 

2 credits  per  hour  of  attendance  at  roundtables 
and  seminars  at  the  Annual  Meeting  of  the  Ameri- 
can Academy  of  Pediatrics. 

2 credits  per  each  hour  of  attendance  at  post- 
graduate courses  of  the  American  Academy  of  Pedi- 
atrics or  of  medical  schools  on  pediatric  topics. 

2 credits  for  each  hour  of  attendance  at  postgradu- 
ate courses  of  other  specialties  of  pediatrics. 

2 credits  for  each  hour  of  attendance  at  hospital 
pediatric  staff  meetings. 

2 credits  for  each  hour  of  attendance  at  preceptor- 
ship teaching  of  house  officers,  interns  and  students. 
Limit  of  60  credits  per  three-year  period. 

10  credits  for  presentation  of  a paper  at  hospital 
medical/pediatric  meeting. 

1 credit  for  each  hour  of  attendance  at  general  or 
specialty  sessions  of  the  meetings  of  the: 

American  Academy  of  Pediatrics 
American  Pediatric  Society 
Association  of  Ambulatory  Pediatric  Services 
International  Congress  of  Pediatric 
Society  for  Pediatric  Research 

1 credit  for  each  hour  of  attendance  at  regional 
pediatric  meetings. 

1 credit  for  each  hour  of  local  pediatric  society 
meetings. 

1 credit  for  each  hour  of  attendance  at  Commit- 
tee meetings  of  the  American  Academy  of  Pediatrics 
and  other  national  pediatric  societies. 
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1 credit  for  each  hour  of  attendance  at  general 
hospital  staff  meetings. 

1 credit  for  each  hour  of  self-instruction  such  as 
audio-digest  tapes,  and  reading  of  reputable  journals. 

5 credits  to  be  given  for  the  taking  of  the  American 
Academy  of  Pediatrics  self-evaluation  course. 

10  credits  for  the  publication  of  a scientific  paper 
in  a reputable  journal. 

300  credits  per  triennium  period. 

PREVENTIVE  MEDICINE  REQUIREMENTS 

2 credits  for  each  hour  of  attendance  at  American 
Public  Health  Association  meetings. 

2 credits  for  each  hour  of  attendance  at  branch 
meetings. 

2 credits  for  each  hour  of  attendance  at  American 
Medical  Association  meetings. 

2 credits  for  each  hour  of  attendance  at  specialty 
scientific  sessions  of  any  specific  specialty  branch  of 
medicine. 

2 credits  for  each  hour  of  attendance  at  the  of- 
ficial Conference  of  Local  Health  Officers. 

2 credits  for  each  hour  of  attendance  at  postgradu- 
ate education  courses. 

2 credits  for  each  hour  of  attendance  at  hospital 
department  conferences. 

Publication  of  a paper  or  article  in  a scientific 
journal,  or  presentation  of  a paper  at  county  society 
level  or  higher.  Limit  10  credits  per  publication  or 
presentation. 

2 credits  for  each  hour  of  attendance  at  state 
medical  association  meetings. 

2 credits  for  each  hour  of  attendance  at  state  so- 
ciety committee  meetings. 

2 credits  for  each  hour  of  attendance  at  the  Ken- 
tucky Association  of  Public  Health  Physicians  meet- 
ings. 

1 credit  for  each  hour  of  attendance  at  meetings  of 
voluntary  health  associations. 

1 credit  for  each  hour  of  attendance  at  hospital 
staff  meeting. 

1 credit  for  each  hour  of  attendance  at  preceptor- 
ship  meeting. 

1 credit  for  each  hour  of  attendance  at  journal 
clubs.  Maximum  of  60  credits  per  triennium  required. 

300  credits  per  triennium  required. 

RADIOLOGY  REQUIREMENTS 

1 credit  for  each  hour  of  actual  attendance  at  post- 
graduate radiology  lectures. 

1 credit  for  each  hour  of  attendance  at  refresher 
courses. 

1 credit  for  each  meeting  of  Kentucky  Chapter, 
American  College  of  Radiology. 

1 credit  for  attendance  at  each  non-radiological 
meeting  such  as  tumor  clinics,  mortality  and  mor- 
bidity conferences,  journal  clubs,  state  and  county 
medical  meetings,  cancer  conferences,  etc. 

1 credit  for  each  hour  of  organized  teaching,  wheth- 
er medical  school,  hospital  staff,  etc.  Limit  of  30 
credits  per  three-year  period. 

Maximum  of  25  credits  for  original  paper  or  ex- 
hibit presented  at  county  society  or  higher  level. 

150  credits  per  triennium  required. 


SURGERY  REQUIREMENTS 

2 credits  for  each  hour  of  attendance  at  national 
and  regional  surgical  meetings. 

2 credits  for  each  hour  of  attendance  at  postgradu- 
ate courses. 

Participation  in  self-evaluation  examinations 
(such  as  that  given  by  the  Academy  of  Orthopedic 
Surgeons).  Maximum  of  35  credits  per  exam.  Maxi- 
mum of  105  credits  per  three-year  period. 

2 credits  for  each  hour  of  participation  in  clinical 
or  laboratory  research  projects.  Maximum  of  105 
credits  per  three-year  period. 

1 credit  for  each  hour  of  attendance  at  local  or 
state  surgical  meetings  or  surgical  specialty  meetings. 

1 credit  for  each  hour  of  attendance  at  local  or 
state  medical  societies,  etc. 

1 credit  for  each  hour  of  attendance  at  hospital 
surgical  staff  meetings,  tumor  conferences,  CPC’s. 

1 credit  for  each  hour  of  attendance  at  preceptor- 
ship  activities  at  hospital  or  medical  school. 

1 credit  for  each  hour  of  medical  reading,  audio- 
digest tapes,  journal  clubs.  Maximum  of  105  credits 
per  three-year  period. 

5 credits  for  presentation  or  lecture  before  hospital 
staff,  interns,  or  students. 

5 credits  for  presentation  before  local  or  regional 
surgical  meetings. 

25  credits  for  publication  of  scientific  papers. 

25  credits  for  preparation  of  scientific  exhibit. 

300  credits  per  triennium  required. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  the  Report  of 
the  Kentucky  Foundation  for  Medical  Care,  portions 
of  the  report  dealing  with  the  report  of  the  Continu- 
ing Medical  Education  Committee.  Particular  atten- 
tion was  focused  on  Appendix  A and  Sections  A 
and  B of  Appendix  B.  The  reference  committee  is 
aware  that  an  immense  amount  of  time  and  study 
was  devoted  to  the  preparation  of  this  report  and  the 
reference  committee  expresses  appreciation  for  the 
in-depth  report  which  was  presented.  The  reference 
committee  wishes  to  express  its  approval  of  the  prin- 
ciple of  mandatory  continued  education  of  physicians 
but  the  committee  believes  the  mechanics  and  format 
of  Section  B of  Appendix  B require  further  study 
before  implementation.  The  committee,  therefore,  ap- 
proves the  report  of  the  Continuing  Medical  Educa- 
tion Committee  except  Section  B of  Appendix  B 
which  the  committee  recommends  be  referred  back 
to  the  Medical  Education  Committee  for  continued 
study. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Advisory  Committee 
to  Blue  Cross  and  Blue  Shield 
Paragraph  Relating  to 
Emergency  Rooms  only 

During  1972,  there  had  been  considerable  misun- 
derstanding on  the  part  of  many  consumers  with  re- 


' ucky  Medical  Association  • December  1973 


84f> 


spect  to  the  different  methods  of  delivering  services  in 
hospital  emergency  rooms.  The  confusion  arose  in 
hospitals  that  had  once  staffed  their  emergency  rooms 
with  employed  house  physicians,  and  then  changed 
and  began  contracting  with  private  physicians  to  staff 
the  emergency  rooms.  In  these  instances,  the  private 
physicians  charged  a fee  for  services.  Currently, 
KMA,  KHA,  and  Blue  Cross  and  Blue  Shield  are 
developing  public  education  material  concerning  the 
proper  use  of  emergency  rooms  and  the  different 
types  of  arrangements  in  staffing  them. 

Recommendations,  Reference  Committee  No.  2 

The  Report  of  the  Advisory  Committee  to  Blue 
Cross  and  Blue  Shield,  Paragraph  1 on  Page  3 relat- 
ing to  Emergency  Rooms  was  reviewed.  The  refer- 
ence committee  recommends  that  the  appropriate 
Kentucky  Medical  Association  insurance  committee 
be  informed  to  stimulate  third  party  carriers  to  inform 
their  insured  of  the  nature  of  their  insurance  cover- 
age, particularly  in  relation  to  emergency  room  pro- 
cedures. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  K 

Fayette  County  Medical  Society 

BACKGROUND:  It  is  presumed  that  most  physi- 
cians in  Kentucky  remain  well  informed  regarding 
new  medical  knowledge.  This  is  achieved  through 
formal  continuing  education  programs  as  well  as 
through  informal  learning,  reading,  and  encounters 
with  other  physicians  in  a variety  of  settings.  Most 
agree  the  general  lay  public  is  usually  unable  to 
judge  the  qualities  of  a good  physician.  This  same 
public  is  now  requesting  a demonstration  by  physi- 
cians of  continuing  clinical  competence.  This  request 
is  not  satisfied  by  procedure  of  one  time  licensure. 
Some  specialty  societies  and  some  state  medical  so- 
cieties in  the  United  States  have  established  the  pre- 
cedent by  requiring  compliance  with  certain  stand- 
ards of  continuing  education  for  membership  in  good 
standing.  Good  physicians  generally  do  not  oppose 
this  idea  except  for  the  nuisance  of  extra  paper  work. 
Legislatures,  both  state  and  national,  are  threatening 
the  medical  profession  with  third  party  operation  of 
such  systems.  It  would  seem  appropriate  for  these 
various  reasons  for  the  society  of  physicians  at  this 
time  to  voluntarily  establish  and  demonstrate  effec- 
tive standards  for  this  one  aspect  of  quality  control. 

RESOLVED,  that  the  House  of  Delegates  of  the 
Kentucky  Medical  Association,  meeting  September  19, 
1973,  instruct  the  Committee  on  Medical  Education 
to  prepare  a plan  of  formal  continuing  education  as 
a requirement  for  membership  in  good  standing.  This 
plan  shall  be  presented  to  the  1974  House  of  Dele- 
gates for  final  consideration  before  implementation. 

Recommendations,  Reference  Committee  No.  2 

The  reference  committee  reviewed  Resolution  K. 
The  reference  committee  wishes  to  express  its  ap- 
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proval  of  continued  education  of  physicians  but  ex- 
presses the  belief  that  the  mechanics  and  implemen- 
tation require  further  study.  The  reference  commit- 
tee, therefore,  recommends  that  Resolution  K not  be 
adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  2 as  a whole. 

(Motion  was  seconded  and  carried.) 

As  Chairman  of  Reference  Committee  No.  2,  I 
wish  to  express  appreciation  to  the  members  of  the 
Committee  and  KMA  secretarial  staff  for  their  co- 
operation and  help  in  consideration  of  the  matters 
brought  before  this  Committee. 

REFERENCE  COMMTTEE  NO.  2 

Earl  P.  Oliver,  M.D.,  Scottsville,  Chairman 
Richard  F.  Hench,  M.D.,  Lexington 
Nelson  B.  Rue,  M.D.,  Bowling  Green 
Paul  J.  Sides,  M.D.,  Lancaster 
Lloyd  G.  Yopp,  M.D.,  Louisville 

REFERENCE  COMMITTEE  NO.  3 

Robert  G.  Overstreet,  M.D.,  Louisville, 

Chairman 

Reference  Committee  No.  3 considered  the 
following  reports: 

21.  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine,  and  Rehabilitation 

22.  Report  of  the  Maternal  Mortality  Study  Com- 
mittee 

28.  Report  of  the  Committee  on  Legislative  Activi- 
ties 

31.  Report  of  the  Committee  on  Environmental 
Quality 

32.  Report  of  the  KMA  Liaison  on  Cults  to  the 
AMA 

41.  Report  of  the  Interspecialty  Council 

18.  Report  of  the  Emergency  Medical  Care  Com- 
mittee, Paragraph  4 on  Page  1,  relating  to  changes  in 
the  Medical  Practice  Act,  only 

Report  of  the  Committee  on 
Occupational  Health,  Physical 
Medicine  And  Rehabilitation 

The  Committee  on  Occupational  Health,  Physical 
Medicine  and  Rehabilitation  held  two  meetings  dur- 
ing the  Associational  year.  Initially,  the  Committee 
discussed  plans  to  implement  a program  which  would 
serve  the  needs  of  the  private  physician  who  had  at 
least  a part-time  involvement  in  occupational  medi- 
cine. In  order  to  effectively  plan  such  a program,  a 
survey  of  the  membership  was  conducted  to  deter- 
mine the  number  of  physicians  who  had  an  interest 
in  a continuing  education  program  on  occupational 
health.  The  results  indicated  that  a sizeable  propor- 
tion of  Kentucky  physicians  do  provide  health  service 
to  industries,  and  over  100  physicians  indicated  an 
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interest  in  a seminar,  particularly  relative  to  the  re- 
cent Occupational  Safety  and  Health  Legislation. 

On  August  2,  1973,  the  Committee  met  in  Frank- 
fort with  representatives  of  the  Occupational  Health 
Administration,  Department  of  Labor,  Industrial 
Medical  Association  and  the  continuing  education 
departments  of  the  University  of  Louisville  and  Uni- 
versity of  Kentucky  to  determine  how  best  to  serve 
the  needs  of  Kentucky  physicians  during  the  coming 
year.  Your  Committee  has  developed  basic  concepts, 
established  means  of  coordination  between  the  vari- 
ous segments  of  the  occupational  health  field  and 
generated  considerable  interest  which  should  trans- 
late into  a viable  program  in  1974. 

Charles  E.  Hornaday,  M.D.,  Co-Chairman, 
Occupational  Health 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Occupational 
Health,  Physical  Medicine,  and  Rehabilitation  was 
reviewed  and  accepted  by  the  committee. 

A motion  was  passed  at  a meeting  of  the  above 
committee  on  August  2,  1973  stating: 

Recommend  that  a seven-member  committee  to 
deal  with  Occupational  Health  be  set  up  by  the 
Board  of  Trustees  of  KMA.  Four  members  of 
the  committee  would  be  taken  from  a list  recom- 
mended by  the  KIMA  Board  of  Directors  to  the 
Board  of  Trustees  of  KMA.  These  nominees 
would  be  members  of  the  Kentucky  Medical  As- 
sociation. The  Committee  on  Physical  Medicine 
and  Rehabilitation  would  become  a separate 
committee  to  deal  only  with  matters  regarding 
rehabilitation  and  the  means  to  best  accomplish 
this  rehabilitation. 

This  motion  was  discussed  by  William  F.  Hawn, 
M.D.,  J.  Bradford  Block,  M.D.,  and  Eugene  Krern- 
er  III,  M.D.,  representing  the  Kentucky  Industrial 
Medical  Association,  who  recommended  the  inclusion 
of  this  motion  to  the  report. 

Mr.  Speaker,  I move  the  adoption  of  this  report 
and  recommend  the  above  motion  be  brought  to 
the  attention  of  the  Board  of  Trustees. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Maternal  Mortality 
Study  Committee 

The  KMA  Maternal  Mortality  Study  Committee 
has  met  twice  during  the  last  Associational  year.  On 
September  29,  1972,  the  Committee  reviewed  18 
cases  involving  deaths  associated  with  pregnancy,  and 
29  cases  were  reviewed  at  the  April  27,  1973  meeting. 

These  cases  were  discussed  in  great  detail,  each 
meeting  lasting  two  to  three  and  a half  hours.  There 
was  good  representation  on  the  Committee  of  ob- 
stetricians, family  practitioners,  and  anesthesiologists. 
As  in  the  past,  cases  were  discussed  anonymously  and 
had  occurred  at  least  one  year  prior  to  the  meeting 
in  order  to  avoid  any  medical-legal  involvement. 

Cases  that  were  particularly  excellent  examples  for 
teaching  were  then  selected  by  the  Committee  and 
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published  one  each  month  in  The  Journal  with  edi- 
torial comments  intended  for  instructional  purposes. 

John  W.  Greene,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Maternal  Mortality  Study  Com- 
mittee was  reviewed  and  discussed  by  this  commit- 
tee. The  reference  committee  recommends  that  the 
following  phrase  from  Line  6 of  Paragraph  2 of  the 
report  be  deleted  as  this  is  not  legally  applicable  to 
the  present  law:  “.  . . in  order  to  avoid  any  medical- 
legal  involvement”  and  further,  that  this  phrase  be 
deleted  from  next  year’s  committee  report.  We  recom- 
mend the  acceptance  of  this  report  as  amended. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Committee  on  Legislative  Activities 

National  Affairs 

The  KMA  Committee  on  Legislative  Activities  met 
four  times  during  this  Associational  year,  which  in- 
cluded one  meeting  with  representatives  of  the  Leg- 
islative Committee  of  the  Jefferson  County  Medical 
Society  and  representatives  of  the  Woman’s  Auxiliary 
to  KMA. 

The  16th  Annual  KMA-sponsored  Washington 
Congressional  Trip  was  made  on  March  12  and 
13,  1973,  immediately  following  the  AMA-AMPAC 
Public  Affairs  Workshop  held  on  March  10  and  11. 
This  year  the  location  was  changed  from  the  May- 
flower Hotel  to  The  Washington  Hilton.  A briefing 
session  was  held  the  afternoon  of  March  12,  and 
staff  from  the  AMA  Washington  Office  gave  an  ex- 
cellent presentation  on  current  and  developing  legisla- 
tion. This  was  followed  by  a presentation  on  the 
status  of  PSRO  by  a representative  of  the  Depart- 
ment of  Health,  Education  and  Welfare.  Visits  were 
made  to  all  members  of  the  Kentucky  Congressional 
Delegation  on  Tuesday,  March  13.  The  annual  social 
dinner  was  attended  by  approximately  60,  which  in- 
cluded physicians  and  their  wives.  Congressmen,  and 
their  Administrative  Assistants. 

On  April  18,  1973,  representatives  of  the  AMA 
Speakers  Bureau  on  National  Health  Insurance  pre- 
sented to  representatives  of  the  KMA  Board  of 
Trustees,  the  KMA  Committee  on  Legislative  Activi- 
ties, the  KMA  Public  Relations  Committee  and  the 
Woman’s  Auxiliary  to  KMA  an  excellent  program  on 
the  important  subject  of  National  Health  Insurance. 
The  meeting,  held  at  the  KMA  Headquarters  Office, 
stressed  the  need  for  Kentucky  physicians  to  be  con- 
versant on  the  AMA  Medicredit  Bill  and  knowledge- 
able on  other  National  Health  Insurance  proposals. 

The  first  session  of  the  93rd  Congress  convened  the 
first  week  of  January  with  a number  of  issues  dis- 
cussed in  previous  Congresses  up  for  consideration. 
Medicredit  was  introduced  on  January  18  and  has 
more  sponsors  than  any  other  National  Health  In- 
surance proposal.  The  new  bills  (S.  444  and  H.R. 
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2222,  officially  titled  “The  Health  Care  Insurance  Act 
of  1973”)  have  a number  of  new  additions,  to  include 
dental  care  for  children,  emergency  dental  care  for 
all  ages  and  home  health  services.  The  KMA  Board 
of  Trustees,  at  its  meeting  on  May  16,  1973,  reaf- 
firmed the  support  of  Medicredit. 

For  a “Status  of  Selected  Medical  Legislation  as 
of  June  18,  1973,”  see  Supplement  A to  this  report. 
A “Status  of  National  Health  Insurance  Legislation” 


follows  this  report  as  Supplement  B. 

The  Chairman  expresses  appreciation  to  the  lead- 
ership of  KMA  for  the  opportunity  to  have  served 
and  wishes  to  express  grateful  appreciation  to  all 
the  members  of  the  Committee  who  have  served 
diligently. 

Hoyt  D.  Gardner,  M.D. 

Chairman  for  National  Affairs 


BILL  NO. 

H.R.  50 
Roy 

H.R.  1058 
S.  423 
Rogers/ 
Ribicoff 

H.R.  7447 

H.R.  7724 
Rogers 

H.R.  7974 
Roy 

H.R.  8070 
Brademas 

S.  14 
Kennedy 


S.  59 
Cranston 


S.  504 

(H.R.  6458) 
Cranston 

S.  607 
Kennedy 

S.  723 
Beall 

S.  1115 
Cook 

S.  1125 
Hughes 
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Supplement  A 

STATUS  OF  SELECTED  MEDICAL  LEGISLATION 
June  18,  1973 

DESCRIPTION 

Establishes  an  Office  of  Rural  Health  Care  in  HEW 
to  administer  and  coordinate  rural  health  care  programs. 

To  create  a cabinet  level  Department  of  Health. 


Supplemental  Appropriation  for  fiscal  year  1973. 


The  National  Biomedical  Research  Fellowship,  Trainee- 
ship,  and  Training  Act  of  1973 : Establishes  a program 
of  health  research  fellowships  through  NIH. 

Health  Maintenance  Organization  Act  of  1973 : Provides 
federal  aid  for  development,  establishment,  and  opera- 
tion of  HMO’s. 

The  Rehabilitation  Act  of  1973:  Extends  authorization 
of  grants  to  states  for  rehabilitation  services. 

Health  Maintenance  Organization  and  Resources  De- 
velopment Act  of  1973:  Provides  $805  million  in  federal 
aid  for  development,  establishment,  and  operation  of 
HMO’s. 

Veterans  Medical  Care  Act  of  1973:  Provides  expansion 
of  medical  care  to  veterans;  provides  hospital  and  med- 
ical care  to  certain  dependents  and  survivors;  improves 
recruitment  of  career  personnel. 

The  Emergency  Medical  Services  Systems  Development 
Act  of  1973:  Authorizes  federal  aid  to  emergency  med- 
ical service  systems. 

To  extend  programs  to  eliminate  hazards  of  childhood 
poisoning  caused  by  lead  based  paints. 

The  National  Institute  of  Health  Care  Delivery  Act: 
Establishes  institute  for  research  and  development  re- 
garding the  organization  and  delivery  of  health  care. 

The  Narcotic  Addict  Treatment  Act  of  1973:  Provides 
for  registration  of  practitioners  conducting  narcotic 
maintenance  programs. 

Comprehensive  Alcohol  Abuse  and  Alcoholism  Preven- 
tion, Treatment,  and  Rehabilitation  Act  Amendments  of 
1973:  Calls  for  three-year  extension  of  alcohol  abuse 
control  programs. 


STATUS 

Referred  to  Interstate  and  For- 
eign Commerce  Committee 

Referred  to  Senate  Labor  and 
Public  Welfare  and  House  In- 
terstate and  Foreign  Commerce 
Committee 

House  Passed  5/10/73 
Senate  Passed  5/31/73 

House  Passed  5/31/73 


Approved  by  House  Subcom- 
mittee on  Public  Health  and 
Environment 

House  Passed  6/5/73 


Senate  Passed  5/15/73 


Senate  Passed  3/6/73;  Hear- 
ings before  House  Veterans  Af- 
fairs Committee 


Before  Conference  Committee 


Senate  Passed  5/9/73 


Senate  Passed  5/15/73 


Senate  Passed  6/13/73 


Reported  by  Committee  on 
Labor  and  Public  Welfare 
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S.  1 136 
Kennedy 

S.  1143 
Humphrey 

S.  1191 
Mondale 


The  Public  Health  Service  Assistance  Extension  Act  of 
1973:  Authorizes  a one-year  extension  of  certain  ex- 
piring PHS  programs. 

The  Social  Security  and  Medicare  Reform  Act  of  1973: 
Eliminates  Part  B Medicare  premium  and  modifies 
Medicare  financing. 

Child  Abuse  Prevention  Act:  Establishes  National  Center 
on  Child  Abuse;  assist  prevention  programs. 


Senate  Passed  6/5/73 
House  Passed  5/31/73 


Referred  to  Committee  on 
Finance 


Hearings  before  Senate  Sub- 
committee on  Children  and 
Youth 


S.  1446 
Javits 


S.  1450 
Javits 


The  Medical  Devices  Safety  Act:  Authorizes  safety 
standards  for  medical  devices  and  requires  premarket 
testing  in  some  cases. 

To  extend  authority  for  assistance  to  medical  libraries. 


Referred  to  Committee  on  La- 
bor and  Public  Welfare 


Referred  to  Committee  on  La- 
bor and  Public  Welfare 


Supplement  B 

STATUS  OF  NATIONAL  HEALTH  INSURANCE  LEGISLATION 
June,  1973 

The  following  health  insurance  bills  have  been  introduced  at  this  date.  No  hearings  have  been  scheduled. 
The  House  Subcommittee  on  Public  Health  and  Environment  is  expected  to  conduct  hearings  following  the 
summer  recess.  Primary  responsibility  for  NHI,  however,  remains  with  the  Ways  and  Means  Committee. 


BILL  NO. 

H.R.  1 
Ullman 


H.R.  22 
S.  3 

Griffiths/ 

Kennedy 


DESCRIPTION 

National  Health  Care  Services  Reorganization  and  Financing  Act:  Provides  for  establishment 
of  new  program  of  health  care  delivery  through  locally  organized  health  care  corporations; 
establishes  program  of  health  insurance  coverage,  with  employers  paying  75%  of  health 
insurance  premiums;  HEW  would  provide  coverage  for  aged  and  indigent. 

Health  Security  Act:  Provides  for  comprehensive  health  benefits  for  all  U.  S.  citizens  financed 
through  an  employer-employee  payroll  tax  and  from  general  revenue. 


H.R.  33 
Dingell 


H.R.  2222 
S.  444 
Fulton/ 
Broyhill/ 
Hartke/ 
Hansen 

S.  587 
Beall 


The  National  Health  Insurance  Act:  Provides  for  a system  of  national  health  insurance 
financed  through  a payroll  tax,  and,  for  those  not  employed,  through  state  and  federal 
general  revenues.  The  plan  calls  for  comprehensive  benefits  and  covers  nearly  all  residents 
of  the  United  States. 

Health  Care  Insurance  Act  of  1973  (Medicredit):  Provides  comprehensive  basic  and  cata- 
strophic health  insurance  coverage  financed  through  tax  credits  (or  vouchers)  with  full 
federal  payments  for  the  poor,  and  for  other  assistance  related  to  income. 


National  Catastrophic  Illness  Protection  Act  of  1973:  Authorizes  national  catastrophic  illness 
insurance  program  administered  by  federal  government  through  the  states  and  existing  in- 
surance carriers. 


S.  915 
Javits 


National  Health  Insurance  and  Health  Service  Improvement  Act:  Expands  Part  A and  B 
Medicare  benefits  as  a minimum  standard  for  everyone. 


S.  1100 
H.R.  5200 
McIntyre/ 
Burleson 


National  Health  Care  Act  of  1973:  Establishes  a system  of  national  health  insurance 
implemented  through  existing  health  insurance  systems.  Benefits  would  be  phased-in  over 
a 10-year  period,  and  a system  of  insurance  pools  would  be  used  to  provide  benefits  to 
poor,  near  poor,  and  previously  uninsurable. 


S.  1416 
Long 


Catastrophic  Health  Insurance  Plan:  Provides  coverage  after  first  60  days  of  hospitalization 
or  after  first  $2,000  of  medical  expenses.  Financed  by  .3  of  1%  payroll  tax  on  employers 
and  employees.  Program  would  be  administered  under  Social  Security  System. 
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State  Affairs 

The  Committee  on  Legislative  Activities  meets  less 
frequently  in  the  year  the  Kentucky  General  Assem- 
bly is  not  in  session.  Most  of  this  year’s  meetings 
placed  the  emphasis  on  national  affairs. 

Our  staff  has  attended  and  has  reported  on  meet- 
ings of  the  Interim  Health  and  Welfare  Committee 
and  several  other  interim  committees  in  Frankfort. 
Your  Chairman  met  with  representatives  of  the  Ken- 
tucky Nurses  Association  and  allied  health  groups  to 
discuss  proposed  legislation. 

In  recent  years  the  Association  has  been  asked  to 
comment  on  proposals  of  individual  health  groups 
for  their  particular  service  to  be  included  in  various 
health  policies.  A policy  statement,  adopted  by  the 
KMA  Executive  Committee,  has  been  endorsed  by 
the  Legislative  Committee  for  future  use  and  is  quot- 
ed below  in  part. 

That  position,  simply  stated,  is  that  the  Kentucky 
Medical  Association  continues  to  cooperate  with  every 
private  and/or  governmental  agency,  health  insurance 
carrier,  comprehensive  health  planning  organization 
and  all  others  interested  in  good  health  care  to  try  to 
do  everything  possible  to  assure  the  citizens  of  Ken- 
tucky wide-ranging,  high-quality  health  services  at  the 
lowest  possible  cost. 

How  these  services  will  be  paid  for  is  not  a subject 
to  which  we  normally  address  ourselves.  It  is,  how- 
ever, our  feeling  that  any  medical  services  provided 
to  patients  should  be  done  under  the  direct  super- 
vision of  a licensed  medical  doctor.  We  feel  this  is 
imperative  whether  the  service  is  paid  for  by  the 
patient,  by  a health  insurance  carrier  or  by  a govern- 
ment medical  program.  It  is  our  feeling  that  a broad- 
er range  of  health  services  can  best  be  provided  when 
the  attending  physician  is  in  control  of  the  entire 
patient  treatment  and  can  continuously  offer  his 
broad  medical  expertise. 

The  Kentucky  Medical  Association  continues  to 
be  available  to  discuss  with  any  interested  group  the 
many  ways  possible  to  provide  high-quality,  low-cost 
health  care  for  all  Kentuckians. 

This  past  spring,  at  the  request  of  the  KMA 
Board  of  Trustees,  I have  made  a study  of  malprac- 
tice statutes.  The  Kentucky  General  Assembly  has 
enacted  a number  of  proposals  on  this  subject  in 
recent  years.  The  Legislative  Committee  is  acutely 
aware  of  the  concern  of  the  Association  regarding 
malpractice  legislation  and  is  appreciative  of  the  wis- 
dom and  understanding  of  the  Board  of  Trustees  in 
providing  the  Committee  with  broad  instructions. 

The  Committee  on  Legislative  Activities  recom- 
mends that  the  House  of  Delegates  continue  the  fol- 
lowing policies:  (1)  All  legislative  proposals  be  co- 
ordinated by  and  channeled  through  the  Legislative 
Committee.  (2)  Two  staff  men  continue  to  work 
full  time  exclusively  on  legislative  matters  during  the 
time  the  Kentucky  General  Assembly  is  in  session, 
reporting  directly  to  their  immediate  superiors.  (3) 
The  composition,  authority,  and  function  of  the 
Quick  Action  Committee  be  retained.  (4)  The  com- 
position, priority,  manner,  and  time  of  introduction 
of  legislative  proposals  be  left  to  the  discretion  of  the 


Committee  on  Legislative  Activities.  The  above  poli- 
cies are  not  new;  rather  they  are  the  ones  under 
which  we  are  currently  operating.  However,  I feel 
they  are  extremely  important  and  would  be  pleased 
to  appear  before  any  committee  or  group  to  further 
discuss  them  if  desired. 

We  wish  to  make  note  of  the  fact  that  Mitchel  B. 
Denham,  M.D.,  has  been  elected,  without  opposition, 
as  the  State  Representative  for  the  70th  District,  and 
that  Nicholas  Kafoglis,  M.D.,  is  a candidate  for  re- 
election  in  the  20th  House  District.  Once  again  this 
Committee  cannot  emphasize  frequently  nor  strongly 
enough  the  absolute  necessity  of  physicians  participat- 
ing at  the  local  level,  not  only  in  legislative  affairs, 
but  in  primary  and  general  elections  as  well.  We  urge 
all  physicians  to  become  interested  in  legislative  mat- 
ters and  to  stay  abreast  of  legislative  trends  and  ef- 
fectively communicate  their  opinions  to  their  respec- 
tive Legislators.  It  is  extremely  important  for  all 
physicians  to  maintain  rapport  with  their  Legislators, 
and  even  more  importantly,  for  the  Key  Men  so  as- 
signed. 

I wish  to  express  appreciation  to  those  members  of 
the  Committee  on  Legislative  Activities,  to  the  Quick 
Action  Committee,  the  KMA  Board  of  Trustees,  and 
to  the  KMA  House  of  Delegates  for  their  continued 
support  and  understanding. 

William  W.  Hall,  M.D. 

Chairman  for  State  Affairs 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Legislative  Activi- 
ties was  reviewed  and  discussed  with  interest. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee  on 
Environmental  Quality 

The  Committee  on  Environmental  Quality  held 
one  meeting  during  this  Associational  year  on  Febru- 
ary 7,  1973. 

That  meeting  concentrated  primarily  on  a review  of 
activities  of  the  Kentucky  Department  for  Natural  Re- 
sources and  Environmental  Protection.  Thomas  O. 
Harris,  Commissioner  of  the  Department,  attended 
the  meeting  and  set  forth  some  of  the  many  goals 
which  his  Department  had  established  in  its  reorgani- 
zation plans.  The  Committee  members  talked  at 
length  about  the  various  programs  in  which  the  Med- 
ical Association  might  take  an  active  part.  Since  the 
time  of  the  meeting  the  Committee  has  worked 
diligently  to  keep  up-to-date  on  all  hearings  at  the 
State  level  and  continues  to  make  every  effort  possi- 
ble to  have  additional  input  into  programs  involving 
the  environment  in  Kentucky. 

The  Committee  forwarded  to  the  Kentucky  Water 
Pollution  Control  Commission  resolutions  passed  by 
the  Fayette  County  Medical  Society  and  the  Jefferson 
County  Medical  Society  regarding  the  thoughts  of 
those  groups  on  stream  classifications. 
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The  Committee  did  make  an  effort,  although  be- 
latedly, to  attempt  to  get  a physician  appointed  to  the 
Environmental  Quality  Commission.  However,  we 
were  not  successful  in  our  efforts  on  this  matter. 

I am  hopeful  that  in  the  upcoming  Associational 
year,  the  Committee  will,  by  virtue  of  increased 
knowledge,  be  in  a position  to  have  considerably  more 
input  into  all  statewide  activities  involving  the  en- 
vironment. We  are  at  least,  since  being  added  to  the 
State  mailing  list,  getting  more  regular  information 
than  we  have  ever  received  in  the  past.  The  Com- 
mittee stands  ready  at  all  times  to  counsel  with  county 
medical  societies  regarding  specific  problems  that 
may  arise  in  individual  areas. 

John  E.  Trevey,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Environmental 
Quality  was  reviewed  and  discussed. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

KMA  Liaison  on  Cults  to  the  AMA 

Beginning  with  the  1972-73  Associational  year  the 
former  Cults  Committee  became  known  as  the 
KMA  Liaison  on  Cults  to  the  AMA.  The  Committee 
met  once  during  the  Associational  year  on  Novem- 
ber 22,  1972.  in  Lexington,  but  has  spent  consid- 
erable time  attempting  to  keep  up-to-date  on  changes 
that  are  taking  place  around  the  country  regarding 
chiropractors  and  other  cults.  In  its  new  role,  the 
Committee  has  received  regular  reports  from  AMA 
on  activities  at  the  national  level  and  has  attempted 
to  stay  as  up-to-date  as  possible  on  how  these  activi- 
ties affect  Kentucky,  particularly  with  the  knowledge 
that  1974  will  be  a legislative  year  in  the  State. 

In  making  a final  report  for  this  Associational 
year,  we  would  urge  that  all  members  of  the  Ken- 
tucky Medical  Association  become  aware  of  the  fact 
that  at  the  State  legislative  level  and  throughout  the 
nation  chiropractic  activity  has  increased  tremen- 
dously during  1973.  There  have  been  bills  introduced 
which  will  include  chiropractors  under  workmen’s 
compensation,  private  health  insurance  policies  and 
will  lower  the  standards  for  licensing  in  many  areas. 

Since  the  admission  of  chiropractors  under  Medi- 
care, there  seems  to  be  a vastly  increased  level  of 
activity  on  the  part  of  their  group  nationwide.  It  is 
our  thinking  that,  without  a concentrated  effort  on 
the  part  of  this  Association,  we  are  likely  to  see  great 
changes  as  a result  of  the  1974  Legislative  Session. 
It  is  our  belief,  based  on  our  continuing  studies,  that 
these  changes  would  not  be  helpful  to  medical  and 
health  care  programs  of  this  Commonwealth.  It  is 
the  intention  of  the  Liaison  Committee  to  keep  close 
watch  on  all  legislative  changes  throughout  the 
country  and  do  whatever  is  within  our  power  to  do  in 
helping  to  maintain  as  high  a standard  as  possible 
for  all  health  care  personnel  who  are  licensed  or  certi- 
fied in  Kentucky. 


The  Committee  stands  ready  to  work  closely  with 
all  groups  within  this  Association  and  within  the 
State  who  are  interested  in  continually  upgrading 
health  care  standards  and  avoiding  the  influx  of  any 
cult  that  would  detract  from  these  continuing  efforts. 

Richard  F.  Park,  M.D. 

Melvin  Shein,  M.D. 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Committee  on  Cults  was  dis- 
cussed and  reviewed  by  the  committee. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Interspecialty  Council 

Although  the  KMA  Interspecialty  Council  has  not 
had  occasion  to  meet  this  year,  we  are  pleased  to 
report  that  four  specialty  groups  are  taking  ad- 
vantage of  administrative  services  through  the  KMA 
Headquarters  Office,  and  all  indicate  that  they  are 
highly  satisfied  with  it.  We  urge  all  specialty  societies 
to  utilize  the  services  of  the  Headquarters  adminis- 
trative staff  and  equipment,  particularly  with  regard 
to  such  services  as  volume  mailings,  secretarial  serv- 
ices, membership  billing,  and  program  planning. 

There  have  been  some  informal  discussions  among 
the  membership  as  to  the  feasibility  of  two  or  three 
specialty  societies  presenting  joint  scientific  programs; 
and  as  chairman,  I would  recommend  that  this  be 
pursued  next  year. 

We  are  of  the  opinion  that  the  Interspecialty  Coun- 
cil has  a good  deal  of  potential  for  service  to  the 
individual  specialty  groups. 

Ballard  W.  Cassady,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  3 

The  Report  of  the  Interspecialty  Council  was  re- 
viewed and  discussed  with  interest. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Emergency  Medical 
Care  Committee  Paragraph  Relating 
to  Medical  Practice  Act  only 

In  the  area  of  emergency  transportation,  your  com- 
mittee feels  that  it  is  imperative  for  changes  to  be 
made  in  Kentucky’s  Medical  Practice  Act  to  allow 
emergency  medical  technicians  and  other  adequately 
trained  personnel  to  perform  certain  procedures  on 
patients  en  route  that  they  are  currently  prevented 
from  doing.  Your  Chairman  met  with  the  KMA 
Board  of  Trustees  on  August  9 to  discuss  this  matter 
and  to  make  specific  recommendations  as  to  KMA’s 
position  during  this  year’s  Kentucky  General  Assem- 
bly. 
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Recommendations,  Reference  Committee  No.  3 

Paragraph  4 on  Page  1 of  the  Report  of  the 
Emergency  Medical  Care  Committee  was  reviewed 
and  discussed  with  interest.  We  recommend  this  para- 
graph be  referred  to  the  Legislative  Activities  Com- 
mittee for  action. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  3 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  as  Chairman,  I wish  to  thank  the 
members  of  this  committee  for  their  help  in  preparing 
this  report  and  also  a note  of  thanks  to  our  secretary, 
Miss  Connie  O'Neil. 

REFERENCE  COMMITTEE  NO.  3 

Robert  G.  Overstreet,  M.D.,  Louisville.  Chairman 
Marilyn  Sanders,  M.D.,  Owensboro 
Raymond  D.  Wells,  M.D.,  Inez 
James  G.  Wilhite,  M.D.,  Lexington 
William  R.  Yates,  M.D.,  Hebron 

At  this  time,  Doctor  Greathouse  introduced 
Carl  Cooper,  M.D.,  Chairman  of  the  KEMPAC 
Board  of  Directors,  who  presented  his  annual 
report  as  follows: 

Mr.  Speaker,  fellow  delegates  and  guests — 

On  behalf  of  the  Board  of  Directors  of  KEMPAC, 
I am  pleased  to  give  the  oral  report  on  its  activities. 

Candidate  support  committees  formed  for  support 
of  candidates  in  the  May  primary  for  the  1974  Ken- 
tucky General  Assembly  had  a win  record  of  76%. 
Physicians,  as  treasurers  of  these  committees,  are  to 
be  complimented  for  the  efficient  record  keeping  in- 
volved due  to  the  change  in  the  Election  Finance 
Laws  in  1971.  We  realize  this  involves  some  problems 
to  the  committees  and  offer  our  help  and  guidance  as 
we  go  into  the  general  election  campaigns  at  this 
time. 

The  KEMPAC  Topics  has  been  mailed  to  our 
membership  on  a regular  basis  and  we  are  hopeful 
this  has  kept  you  informed  of  the  current  political 
activities  of  KEMPAC.  District  Directors  have  writ- 
ten letters  to  prospective  KEMPAC  members  in  each 
district  as  well  as  personal  contact.  The  KEMPAC 
membership  as  of  this  time,  is  1,150  with  27  sustain- 
ing members.  We  would  like  to  remind  you  that 
family  membership  is  $35  and  sustaining  membership 
is  those  who  have  contributed  $100  or  more — both 
payable  on  a calendar  year  basis. 

There  are  several  District  Director  appointments 
to  be  made  to  the  KEMPAC  Board  of  Directors  this 
year  due  to  the  expiration  of  the  six-year  term  and 
also  the  appointment  of  four  representatives  from  the 
Woman’s  Auxiliary  to  KMA  instead  of  three,  making 
the  political  affiliation  for  both  major  parties  ab- 
solutely even. 

Tomorrow  will  be  the  last  day  of  the  KMA 
Annual  Meeting  this  year,  which  also  means  the  last 


day  that  you  will  be  able  to  visit  with  members  of 
our  KEMPAC  Board  at  our  booth.  If  you  are  not  a 
member,  stop  by  and  join — bring  along  a friend. 
KEMPAC,  as  the  political  arm  of  our  profession, 
needs  your  support  with  dollars  and  participation  in 
political  activity  to  try  to  elect  the  best  people  to 
represent  our  great  Commonwealth  of  Kentucky. 

We  express  our  deep  appreciation  to  you,  the 
House  of  Delegates  and  to  the  KMA  Board  of 
Trustees  for  your  moral  and  financial  support. 

In  1972,  as  in  past  years,  the  KMA  House  of 
Delegates  reaffirmed  its  belief  in  the  objectives  of 
KEMPAC  and  AMPAC  and  recommended  100% 
participation  by  doctors  and  their  wives.  It  further 
recommended  reaffirmation  of  KMA  policy  that  there 
be  county  society  billing  in  order  to  encourage  this 
participation,  and  recommended  a vote  of  endorse- 
ment and  encouragement  of  the  KEMPAC  organiza- 
tion to  continue  its  worthwhile  political  efforts  on  the 
behalf  of  our  free  enterprise  system  and  the  freedom 
of  the  art  and  science  of  medicine. 

In  addition  to  this  official  explanation  of  your 
support,  I would  like  for  you  to  further  demonstrate 
that  you  support  the  objectives  and  goals  of 
KEMPAC  by  achieving  100%  membership  of  the 
House  of  Delegates  in  KEMPAC.  If  you  are  not 
now  a member,  I urge  you  once  again  to  visit  our 
booth  in  the  exhibit  area  and  join. 

As  Chairman  of  KEMPAC,  I request  that  you  not 
only  reaffirm  this  endorsement,  but  urge  you  to  work 
at  the  grass  roots  level  to  make  KEMPAC  an  ef- 
fective political  lever. 

REFERENCE  COMMITTEE  NO.  4 

John  M.  Baird,  M.D.,  Danville,  Chairman 

Reference  Committee  No.  4 considered  the 
following  reports: 

12.  Report  of  the  Kentucky  Foundation  for  Med- 
ical Care,  Inc.  The  portions  of  this  report  dealing 
with  the  Report  of  the  Continuing  Medical  Educa- 
tion Committee,  are  referred  to  Reference  Commit- 
tee No.  2 

14.  Report  of  the  Board  of  Directors,  Kentucky 
Physicians  Mutual,  Inc. 

19.  Report  of  the  Advisory  Committee  to  Blue 
Cross  and  Blue  Shield 

Paragraph  1 on  Page  3 relating  to  Emergency 
Rooms,  is  referred  to  Reference  Committee  No.  2 

30.  Report  of  the  Committee  on  Community  and 
Rural  Health 

33.  Report  of  the  Committee  on  Health  Care  of 
the  Poor 

34.  Report  of  the  Committee  on  School  Health, 
Physical  Education  and  Medical  Aspects  of  Sports 

36.  Report  of  the  Committee  on  Public  Relations 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Paragraph  4 on  Page  8 and  the  first  full  paragraph 
on  Page  9,  relating  to  Professional  Standards  Review 
Organizations,  only 

Resolution  G — PSRO  (McCracken  County  Med- 
ical Society) 

Resolution  I — PSRO  (Campbell-Kenton  Medical 
Society) 
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Resolution  L — PSRO  (Fayette  County  Medical 
Society) 

Resolution  N — PSRO  (KMA  Board  of  Trustees) 

Resolution  P — Use  of  Medical  Assistants  (Perry 
County  Medical  Society) 

Report  of  the  Kentucky 
Foundation  for  Medical  Care 

President's  Report 

The  decade  of  the  ’60’s  with  the  initiation  of  wide- 
spread socialized  medical  and  health  services  can  cor- 
rectly be  termed  the  decade  of  Medicare.  The  decade 
of  the  ’70’s  will  probably  be  known  as  the  decade  of 
PSRO  (Professional  Standards  Review  Organizations). 
The  law  which  contains  the  PSRO  provision  was  en- 
acted by  the  U.S.  Congress  in  October,  1972,  only 
a few  weeks  after  I became  President  of  the  Founda- 
tion. Nearly  all  of  my  activities  as  President  since 
that  time  have  been  involved  in  PSRO  in  some  man- 
ner. 

The  Foundation’s  Board  of  Directors  quickly  took 
the  position  that  the  requirement  for  Professional 
Standards  Review  Organizations  was  in  fact  law  and 
that  the  time  of  active  opposition  was  past.  A time  of 
active  involvement  was  necessary  if  PSRO  were  to  be 
performed  in  a fashion  acceptable  to  Kentucky  physi- 
cians and  equitable  to  our  patients. 

Every  effort  was  made  to  keep  informed  of  the 
latest  developments  with  regard  to  PSRO  and  to  keep 
the  profession  advised  by  regularly  relaying  informa- 
tion through  Trustees  and  members  of  the  Founda- 
tion Board.  Each  active  committee  was  given  a 
charge  by  the  Executive  Committee  of  the  Founda- 
tion Board  to  accomplish  preliminary  studies  on  vari- 
ous facets  of  statewide  review  requirements  within 
their  respective  areas  of  responsibility.  These  studies 
provided  a basis  for  the  development  of  a PSRO  im- 
plementation plan. 

At  the  same  time  we  undertook  to  educate  our- 
selves on  comprehensive  review  systems  established 
by  other  foundations  for  medical  care,  state  medical 
associations,  and  others  so  that  our  own  review  mech- 
anism could  be  best  modified  to  meet  any  require- 
ments that  PSRO  might  dictate. 

In  January,  I had  the  distinct  honor  of  being  named 
to  the  Task  Force  on  Communications  and  Education 
of  the  AMA  Advisory  Committee  on  PSRO.  The  in- 
tent of  the  Advisory  Committee  is  to  provide  infor- 
mation to  the  profession  on  PSRO  and  to  offer  ad- 
vice and  counsel  to  the  government  on  PSRO  and 
peer  review  related  aspects. 

With  all  available  information,  work  was  begun  on 
a draft  proposal  for  implementation  of  PSRO  in  the 
Commonwealth.  This  plan  underwent  many  revisions 
in  its  formative  stages.  On  the  basis  of  the  research 
done  on  PSRO,  work  on  a PSRO  implementation 
plan  and  the  most  recent  interpretation  of  the  intent 
of  the  Department  of  Health,  Education,  and  Welfare 
in  administering  the  program,  recommendations  were 
made  to  the  KMA  Board  of  Trustees  and  the  Board 
of  Directors  of  the  Foundation  on  March  28  that  ap- 
proval be  given  to  the  Foundation’s  concept  of  a 


single  statewide  PSRO  in  Kentucky.  Approval  was 
granted  and  a series  of  meetings  were  scheduled  to 
disseminate  information  on  this  concept. 

Meetings  were  arranged  with  representatives  of 
medical  and  medically-related  organizations  as  well 
as  the  membership,  at  Trustee  District  meetings,  to 
discuss  the  PSRO  plan  and  to  determine  the  views 
of  these  respective  groups  with  regard  to  PSRO. 

After  an  evaluation  had  been  made  of  opinions 
heard  at  these  meetings,  a final  draft  of  the  PSRO 
proposal  was  printed  and  sent  to  all  KMA  and  KFMC 
Board  members  and  to  members  of  groups,  associ- 
ations, and  agencies  likely  to  be  involved  in  PSRO. 

On  May  16,  a special  meeting  was  called  of  these 
individuals  and  comments  were  requested.  Other  than 
minor  changes,  the  plan  was  well  accepted  and  a 
final  revision  was  printed.  The  only  remaining  thing 
to  be  done  was  to  put  the  plan  into  operation,  which 
was  not  possible  without  governmental  approval. 
Steps  were  taken  to  bring  the  proposal  to  the  atten- 
tion of  the  Office  of  Professional  Standards  Review, 
the  agency  within  DHEW  charged  with  administering 
PSRO. 

On  May  23,  the  AMA  called  a special  meeting  on 
PSRO  for  those  state  medical  associations  wanting  to 
effect  single  statewide  PSRO’s.  At  this  meeting,  state 
representatives  spoke  with  members  of  their  respec- 
tive state’s  Congressional  Delegation  to  make  them 
aware  of  their  feelings  concerning  statewide  PSRO’s 
so  that  this  view  would  receive  Congressional  expo- 
sure. Kentucky  appeared  to  be  a leader  among  the 
other  state  associations  in  PSRO  by  having  a written 
plan  available.  With  the  assistance  of  one  of  our 
Congressmen,  a meeting  was  arranged  with  four  of 
Kentucky’s  Representatives  and  the  administrative  as- 
sistants of  both  Senators  over  lunch  to  discuss  the 
proposal.  All  seemed  quite  interested  and  were  anx- 
ious to  receive  individual  copies  of  the  plan. 

The  KMA-KFMC  Delegation  was  fortunate  in 
meeting  with  William  I.  Bauer,  M.  D.,  Director  of  the 
Office  of  Professional  Standards  Review,  and  to  pre- 
sent him,  also,  with  a copy  of  the  PSRO  plan. 

A great  deal  of  thanks  is  due  to  all  those  who 
worked  so  long  and  so  hard  in  helping  to  develop 
the  PSRO  plan.  The  government  may  decide  to  arbi- 
tarily  impose  an  alien  administration  on  the  profes- 
sion to  effect  PSRO,  but  I feel  we  can  be  well  satis- 
fied with  our  efforts. 

The  year  has  certainly  been  a rewarding  one  for 
me,  and  I would  like  to  thank  each  member  of  the 
Board  of  Directors,  each  Committee  Chairman, 
and  each  Committee  member  for  their  support  and 
personal  efforts  this  year. 

David  A.  Hull,  M.D.,  President 

Board  of  Directors  Report 

Physicians  as  individuals  and  in  association  have 
traditionally  been  involved  in  many  areas  of  en- 
deavor not  directly  related  to  the  practice  of  medi- 
cine. More  and  more  there  are  very  few  subjects  we 
encounter  in  our  day  to  day  lives  that  do  not  have 
some  impact  on  our  profession.  The  Foundation  was 
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created  to  confront  such  “day  to  day”  matters  in  the 
social  and  economic  spheres. 

This  year,  a topic  of  great  concern,  obviously,  was 
the  enactment  of  Public  Law  92-603  requiring  Profes- 
sional Standards  Review  Organizations.  The  Board 
of  Directors  has  worked  diligently,  and,  I feel,  with 
much  effect,  to  see  that  PSRO  operates  fairly  and 
reasonably.  The  fruit  of  our  efforts  has  yet  to  be 
seen  but  a sound  effort  is  being  made  on  behalf  of 
Kentucky  medicine. 

Not  all  our  time  was  spent  on  PSRO.  The  Execu- 
tive Committee  met  twice  during  the  year  and  the 
full  Board  of  Directors  met  four  times  in  addition  to 
two  meetings  held  conjointly  with  the  KMA  Board 
of  Trustees. 

During  the  first  meeting  of  the  Board,  the  follow- 
ing officers  were  elected:  David  A.  Hull,  Md.,  presi- 
dent; W.  Neville  Caudill,  M.D.,  Vice  President;  Paul 
J.  Parks,  M.D.,  Treasurer;  and  Robert  G.  Cox, 
Secretary.  The  Executive  Committee  this  year  was 
composed  of  the  officers  and  the  Chairman  of  the 
KMA  Board  of  Trustees,  Robert  N.  McLeod,  Jr., 
M.D.  A Bylaws  Committee  was  newly  formed  to 
evaluate  possible  changes  and  Foundation  Commit- 
tee members  and  chairmen  were  selected. 

Peer  review  continued  to  be  a major  area  for 
Foundation  action.  Early  in  the  year,  county  med- 
ical society  secretaries  were  contacted  and  advised  of 
the  September  House  of  Delegates  action  which 
stressed  the  importance  of  peer  review  in  settling 
questions  with  insurance  carriers.  Some  county  so- 
cieties and  all  Trustee  District  review  committees 
were  advised  that  the  Claims  and  Utilization  Review 
Committee  of  the  Foundation  would  act  as  the  ad- 
ministrative head  of  the  mechanism. 

Initial  publication  of  “norms  for  care”  was  made 
and  the  book  was  distributed  to  all  component  re- 
view committees  and  hospitals  in  the  state.  Pocket 
size  versions  were  printed  to  be  furnished  to  all  Ken- 
tucky physicians. 

The  PSRO  requirement  was  made  into  law  in  Octo- 
ber and  the  Executive  Committee  began  immediate 
consideration  of  the  effect  of  this  law  in  medical 
practice  in  our  state  and  the  most  logical  role  the 
Foundation  should  assume.  Each  committee  of  the 
Foundation  was  given  a PSRO  topic  area  related  to 
their  normal  functions  to  study  in  addition  to  rou- 
tine activities.  Information  developed  by  the  commit- 
tees helped  to  provide  the  base  on  which  the  Founda- 
tion PSRO  implementation  plan  for  Kentucky  rested. 

The  Board  accepted  a report  by  the  Continuing 
Medical  Education  Committee  to  research  the  possi- 
bility of  setting  up  a statewide  continuing  education 
program.  Subcommittees  were  appointed  to  consider 
separate  aspects  of  the  program  and  the  results  of 
their  studies  are  addressed  in  the  final  report  of  that 
committee. 

The  Health  Manpower  and  Placement  Services 
Committee  had  been  charged  by  the  Executive  Com- 
mittee to  collect  information  on  training  and  certify- 
ing allied  health  personnel.  In  addition  to  this  work, 
the  Committee  recommended  endorsement  of  the 
Military  Experience  Directed  Into  Health  Careers 
Program  and  confirmation  of  support  of  Health  Ca- 


reers In  Kentucky,  both  of  which  the  Board  ap- 
proved. 

Continued  efforts  by  the  Health  Care  Delivery 
Committee  in  evaluating  the  effectiveness  of  alternate 
methods  of  care  were  noted  and  encouraged  by  the 
Foundation  Board  and  the  work  of  the  Health  Insur- 
ance Standards  Committee  in  developing  guidelines 
for  minimum  coverage  was  approved. 

A request  was  made  to  the  editors  of  the  KMA 
Journal  for  the  Foundation  to  be  alloted  regular 
monthly  page  so  that  the  membership  could  be  kept 
informed  of  Foundation  activities,  and  this  request 
was  granted. 

Correspondence  was  directed  to  each  member  of 
the  Kentucky  Congressional  Delegation  seeking  sup- 
port for  the  Foundation  concept  of  state  autonomy  in 
designating  PSRO  areas  and  replies  received  were  en- 
couraging. 

At  its  meeting  on  March  28,  the  Board  formally 
went  on  record  as  favoring  a single  statewide  PSRO  to 
be  administered  by  a separate  or  sub-organization 
of  the  Foundation.  Alternatives  to  the  statewide  plan 
were  discussed  but  all  were  rejected  in  favor  of  the 
single  PSRO  theory.  A PSRO  implementation  plan 
was  drafted  and  later  approved  by  both  the  KMA 
Board  of  Trustees  and  the  Foundation  Board. 

Chairmen  of  Trustee  District  Peer  Review  Commit- 
tees were  appointed  as  ex-officio  members  of  the 
state  Claims  and  Utilization  Review  Committee  so 
input  from  local  groups  into  policy  making,  and 
vital  communication  could  be  maintained. 

Amendments  were  suggested  to  the  Bylaws  by  the 
Bylaws  Committee  and  accepted.  Revised  Bylaws 
were  subsequently  drafted  and  approved. 

Final  committee  reports  were  heard  at  the  last 
regular  meeting  of  the  Board.  All  were  approved  as 
submitted  with  the  exception  of  the  report  of  the 
Continuing  Medical  Education  Committee.  The 
Board  voted  that  this  report  be  accepted  except  for 
Section  B of  Appendix  B titled  “Continuing  Educa- 
tion Requirements  for  Kentucky  Physicians”  which 
was  rejected.  In  addition,  the  Board  voted  to  amend 
the  first  RESOLVED  in  Section  A of  Appendix  B 
titled  “A  KMA  Accreditation  System  for  Continuing 
Medical  Education  Centers  in  Kentucky”  to  read 
“RESOLVED,  that  the  KMA  consider  establishing 
. . . .”  (This  is  a joint  committee  of  both  KMA  and 
KFMC.  The  Board  of  Trustees  of  KMA  voted  to  ac- 
cept the  report  as  written  except  for  Section  B 
which  should  be  referred  back  to  the  Medical  Educa- 
tion Committee  for  continued  study.) 

I would  like  to  express  my  personal  appreciation  to 
each  Director  in  this  report  on  behalf  of  myself  and 
the  profession,  and  am  sure  that  the  membership 
joins  me  in  thanking  them  for  their  work  and  interest. 

David  A.  Hull,  M.D.,  President 

Claims  and  Utilization  Review  Committee 

Peer  review  activities  were  a focal  point  for  Foun- 
dation endeavors  this  Associational  year.  The  progres- 
sion of  routine  review  functions  increased  markedly 
over  past  years  and  the  enactment  of  Professional 
Standards  Review  Organization  requirements  created 
an  added  responsibility  for  the  Committee. 
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By  observing  trends  in  PSRO  interpretation  and 
maintaining  a perspective  of  on-going  non-PSRO  re- 
view responsibility,  the  state  Committee  developed  a 
timetable  for  accomplishment  of  review  objectives 
which  would  enhance  the  effectivenes  of  the  present 
mechanism  and  help  to  educate  the  profession  and 
provide  information  on  PSRO. 

This  year,  the  greatest  volume  of  review  was  per- 
formed by  Trustee  District  and  County  Medical  So- 
ciety Peer  Review  Committees,  but  the  role  of 
the  state  Committee  was  not  diminished.  Administra- 
tive duties  for  the  review  mechanism  and  considera- 
tion of  precedent  cases  formed  the  core  of  the  Com- 
mittee’s normal  activities.  A number  of  claims  were 
reviewed  on  an  appellate  basis,  and  situations  re- 
stricted to  quality  care  appraisal  were  considered. 

In-hospital  treatment  criteria  for  often  encountered 
diagnoses  from  a claims  payment  standpoint  was  sub- 
mitted to  component  review  committees.  This  material 
contained  average  lengths  of  hospital  confinement, 
average  dollar  costs  per  treatment,  and  common 
reasons  for  claims  rejections.  Review  Committees 
also  received  copies  of  the  California  Relative  Value 
Studies  as  a review  aid. 

Up  to  this  point,  the  review  mechanism  had  been 
managed  by  the  state  Committee  with  supervision 
by  the  Foundation’s  Board  of  Directors.  Because 
most  review  is  done  at  the  District  or  local  level,  a 
need  for  input  from  regional  sources  was  seen  as 
critical.  For  this  reason,  Chairmen  of  Trusteee  Dis- 
trict Peer  Review  Committees  were  appointed, 
along  with  members  of  the  state  Committee,  to 
serve  as  a primary  policy-making  body  for  review 
procedures. 

In  an  effort  to  standardize  state  Committee  pro- 
cedures and  claims  processing,  a set  of  operational 
guidelines  were  developed,  discussed,  and  approved 
by  the  Committee  but  will  be  modified  as  changing 
needs  are  identified. 

I would  like  to  thank  the  Chairmen  and  members 
of  all  the  Trustee  District  Peer  Review  Committees  as 
well  as  the  members  of  the  Claims  and  Utilization 
Review  Committee  for  all  their  work  and  effort,  and 
feel  they  deserve  a great  deal  of  recognition  for  all 
their  endeavors  on  behalf  of  the  profession. 

W.  Neville  Caudill,  M.D.  Chairman 

Bylaws  Committee 

The  Bylaws  Committee,  which  was  newly  formed 
at  the  beginning  of  the  year,  found  it  necessary  to 
meet  only  once.  A number  of  suggested  Bylaws 
changes  were  considered  which  had  been  indicated 
by  operational  experience.  Changes  were  discussed 
and  subsequent  revisions  were  suggested  to  the  Board 
of  Directors  which  approved  the  following  amend- 
ments. 

The  word  “Trustee”  was  formally  changed  to  “Di- 
rector” when  indicating  a member  of  the  Founda- 
tion’s governing  body.  This  amendment  was  suggested 
to  avoid  confusion  between  the  Foundation  Board 
and  the  KMA  Board  of  Trustees. 

Bylaws  provision  for  an  initial  or  reorganizational 
meeting  of  the  Board  of  Directors  was  felt  necessary 
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because  of  the  lapse  of  time  between  the  date  that 
the  new  members  of  the  Board  are  named  and  the 
date  of  the  first  yearly  meeting  of  the  Board.  This 
time  lapse  may  be  as  long  as  two  months  thereby  al- 
lowing only  ten  months  of  active  Foundation  opera- 
tions. The  Bylaws  were  so  amended  with  the  annual 
meeting  of  the  Board  being  set  as  the  third  Thursday 
in  October. 

A new  paragraph  was  added  to  the  Bylaws  which 
provides  for  a Nominating  Committee  to  be  ap- 
pointed by  the  President.  This  committee  is  to  suggest 
nominees  to  the  KMA  Board  of  Trustees  for  posi- 
tions of  Directors  of  the  Foundation  Board  whose 
terms  have  expired.  It  will  also  offer  nominations  to 
the  Board  of  Directors  for  new  officers. 

The  original  Bylaws  provided  for  an  Executive 
Committee  to  be  composed  of  from  three  to  five 
members.  It  was  felt  that  the  composition  of  the 
Executive  Committee  should  be  more  specifically 
stated  so  the  Bylaws  were  amended  to  reflect  that  the 
Committee  would  be  made  up  of  the  President  and 
four  members  of  the  Board. 

The  Bylaws  Committee  noted  that  there  were  other 
matters  that  might  arise  periodically  which  should 
become  routine  policy  but  not  necessarily  require  By- 
laws amendment.  Two  policy  matters  were  adopted. 
The  first  was  that  the  Immediate  Past  President 
would  be  retained  as  an  advisor  to  the  Board  whether 
or  not  his  Board  tenure  terminated  after  his  year  as 
President.  The  second  policy  matter  adopted  was  that 
the  Nominating  Committee  shall  send  a newsletter  to 
all  Board  members  at  least  two  weeks  prior  to  the 
October  meeting  advising  of  current  committee  chair- 
men and  members  and  its  recommendations,  if  any, 
for  committee  positions  for  the  coming  year. 

Amended  Articles  of  Incorporation  and  revised  By- 
laws were  drafted,  approved  by  the  Board  of  Di- 
rectors on  March  28,  1973,  and  filed  with  the  Secre- 
tary of  State  and  the  Jefferson  County  Clerk  as  re- 
quired by  Kentucky  law. 

Walter  I.  Hume,  Jr.  M.D.,  Chairman 

Health  Care  Delivery  Committee 

In  the  course  of  seeking  information  on  alternate 
methods  of  health  care  delivery,  this  committee  de- 
termined that  our  studies  would  have  to  be  confined 
in  order  to  obtain  reasonable  and  comprehensible 
data.  We  decided  to  focus,  therefore,  on  out-patient 
care,  at  least  at  first.  In  order  to  keep  abreast  of  alter- 
nate methods  being  demonstrated  and  their  effective- 
ness regarding  patient  care,  information  was  request- 
ed from  five  health  care  organizations  considered  to 
be  representative  of  the  various  group  modes  of  de- 
livery. 

Four  groups  responded  with  statistics  on  out-patient 
care  which  the  Committee  attempted  to  compare. 
These  four  groups  were  the  Kentucky  Medical  As- 
sistance Program;  Kentucky  Blue  Cross-Blue  Shield; 
the  Trover  Clinic.  Madisonville;  and  the  Park-DuValle 
Neighborhood  Health  Center,  Louisville.  Each  source 
was  asked  to  supply  the  number  of  persons  enrolled 
in  their  respective  programs,  the  number  of  out- 
patient visits  recorded  annually,  the  average  number 
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of  visits,  the  total  dollar  cost  for  physicians’  fees  for 
the  program,  and  the  average  dollar  cost  for  physi- 
cians’ fees  per  visit.  These  categories  were  felt  to  be 
basic  enough  to  provide  an  indication  of  program  ef- 
fectiveness without  requiring  expert  analytic  capabili- 
ties for  interpretation. 

While  interesting,  the  information  received  was  not 
specific  enough  to  allow  relative  evaluation.  Addition- 
ally, the  limited  number  of  respondants  was  not  felt 
to  be  sufficient  for  any  objective  conclusions. 

The  Committee  then  contaced  five  other  health 
care  organizations  in  the  state  and  three  outside  the 
state,  including  the  federal  government,  and  asked  for 
more  specific  data.  The  results  indicated  that  because 
of  the  large  variation  in  health  care  program  benefits 
and  populations  served,  no  true  comparisons  could 
be  projected. 

It  was  then  determined  that  standardized  compari- 
son categories  must  be  developed  before  objective  de- 
ductions could  be  made.  Tentative  conclusions,  how- 
ever, were  that  at  this  point  in  Committee  evaluations, 
fee-for-service  care  seemed  to  be  the  most  economical, 
and  paid-in-full  private  health  insurance  may  be  an 
effective  alternate  method  of  care  delivery  if  intense 
and  effective  review  is  imposed. 

Although  not  directly  related  to  Professional  Stand- 
ards Review  Organization  functions,  this  Commit- 
tee’s experience  may  be  helpful  in  review  of  PSRO 
administration. 

Walter  I.  Hume,  Jr.,  M.D.,  Chairman 

Health  Insurance  Standards  Committee 

The  Health  Insurance  Standards  Committtee  met 
at  2:30  p.m.  on  Thursday,  July  19,  1973,  at  the  KMA 
Headquarters  Office  in  Louisville.  Members  present 
were  Richard  F.  Grise,  M.D.,  Bowling  Green,  Chair- 
man; Lewis  Dickinson,  M.D.,  Glasgow;  and  Nicholas 
Kavanaugh.  Jr.,  M.D.,  Lexington.  Members  absent 
were  Robert  M.  Blake,  M.D.,  Maysville;  and  Garnett 
J.  Sweeney,  M.D.,  Liberty. 

A review  of  the  1972  annual  report  of  the  Com- 
mittee and  of  the  meeting  of  the  Committee  on  March 
22,  1973,  was  made. 

A discussion  was  held  concerning  the  expression  of 
cooperation  by  the  Kentucky  Commissioner  of  Insur- 
ance, Harold  B.  McGuffey,  and  the  Blue  Cross-Blue 
Shield  organizations. 

Information  received  from  the  Department  of  In- 
surance of  the  State  of  California  detailed  the  proce- 
dures followed  in  the  adoption  of  rules  and  regula- 
tions by  the  California  Insurance  Commissioner  re- 
lating to  establishing  certain  standards  of  minimum 
benefits  for  insurance  policies.  Documents  outlining 
the  appropriate  portions  of  the  California  Insurance 
Code  were  summarized. 

It  was  recalled  that  previous  decisions  of  this  Com- 
mittee were  that  it  should  not  likely  recommend,  in 
specific  terms,  a standard  insurance  policy,  but  cer- 
tain minimum  benefits  of  hospital  and  out-patient  ex- 
penses and  medical  and  surgical  coverages  as  well 
as  provisions  for  cancellation  clauses,  options  for 
catastrophic  care  and  nervous  and  mental  disorders, 
and  specific  exclusions.  In  general,  it  was  to  be  em- 


phasized that  a policy  must  be  of  real  economic 
value  to  the  insured,  recognizing  the  rights  of  the  in- 
surers to  exercise  sound  underwriting  judgment  and 
delineating  what  portions  of  expenses  to  the  patient 
might  be  covered.  Discussion  as  to  instructions  in 
policies  on  patient  age,  armed  forces  services,  work- 
men’s compensation,  self-inflicted  injuries,  and  other 
frequently  listed  limitations  was  made  to  indicate 
something  of  the  scope  of  limitations  and  reductions 
in  policy  that  might  be  necessary. 

It  was  decided  that  further  effective  recommenda- 
tions from  this  Committee  would  have  to  be  based 
on  consideration  of  specific  problems.  Each  member 
of  the  Committee  was  requested  to  prepare  from  his 
own  experience,  from  consultation  with  other  physi- 
cians and  associates,  and  from  literature  obtained 
through  various  sources,  a listing  of  priority  problems 
to  be  solved.  A copy  of  the  information  received 
from  California  is  to  be  distributed  to  each  Commit- 
tee member  as  an  additional  aid  in  formulation  of 
his  individual  recommendations.  It  was  further  sug- 
gested that  a representative  of  Blue  Cross-Blue  Shield 
and  of  the  Health  Insurance  Council  be  asked  to  pre- 
pare a similar  lisiting. 

These  are  to  be  presented  in  writing  to  the  Chair- 
man of  the  Committee  through  the  KMA  Head- 
quarters Office  no  later  than  October  1,  1973.  These 
recommendations  would  then  be  considered  at  the 
next  meeting  of  the  Committee  tentatively  set  for 
October  25,  1973,  at  the  KMA  Headquarters.  Repre- 
sentatives of  Blue  Cross-Blue  Shield  and  the  Health 
Insurance  Council  are  to  be  invited  to  participate  in 
person  at  this  time. 

A copy  of  these  minutes  will  be  sent  to  each  mem- 
ber of  the  Committee,  and  are  to  be  used  as  a re- 
quest for  carrying  out  the  recommendations  of  the 
Committee  at  this  meeting.  A copy  of  these  minutes 
should  further  be  used  as  the  annual,  incomplete,  re- 
port of  this  Committee  to  the  Board  of  Directors 
of  the  Foundation  and  the  KMA  House  of  Delegates. 

Richard  F.  Grise,  M.D.,  Chairman 

Health  Manpower  and  Placement  Services 

The  Health  Manpower  and  Placement  Services 
Committee  of  the  Kentucky  Foundation  for  Medical 
Care  continued  its  regular  activities  during  the  current 
year.  These  included  the  review  and  recommenda- 
tions for  endorsement  of  several  new  curricula  in 
Allied  Health  Education. 

One  of  its  major  accomplishments  has  been  the 
preparation  of  a reference  document  which  describes 
the  Accreditation,  Certification,  and  Licensure  pro- 
cedures followed  by  the  Allied  Health  Professions  in 
the  50  different  states.  Included  also  was  a current  list 
of  Allied  Health  Programs  being  offered  in  Kentucky 
by  both  the  junior  and  senior  colleges. 

One  of  the  changes,  i.e.,  to  determine  the  existing 
Allied  Health  Manpower  pool  in  Kentucky,  has 
proved  to  be  a much  more  difficult  assignment.  The 
Committee  will  concentrate  its  efforts  in  the  next 
year  toward  developing  a strategy  and  perhaps  a 
methodology  for  providing  the  foundation  with  these 
essential  data. 

Joseph  Hamburg,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Kentucky  Foundation  for  Med- 
ical Care  was  reviewed  for  informational  purposes. 
Two  committees  of  the  Foundation  are  also  KMA 
committees.  The  Committee  on  Continuing  Medical 
Education  report  was  referred  to  Reference  Commit- 
tee No.  2.  The  Committee  on  Health  Manpower  and 
Placement  Services  was  reviewed  and  adoption  is 
recommended. 

The  committee  recognizes  the  tremendous  amount 
of  work  involved  in  the  preparation  of  this  report  and 
would  like  to  take  this  opportunity  to  personally 
thank  those  members  whose  efforts  are  very  obvious. 
In  particular,  the  committee  wishes  to  commend  the 
effort  of  Doctor  David  Hull  for  his  extensive  work 
with  the  Kentucky  Foundation  for  Medical  Care  and 
its  committees. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Board  of  Directors, 
Kentucky  Physicians  Mutual,  Inc. 

As  Chairman  of  the  Board  of  Kentucky  Physicians 
Mutual,  Inc.  (Blue  Shield  of  Kentucky),  it  is  a 
pleasure  for  me  to  present  a report  of  our  positive 
accomplishments  for  the  past  year.  The  challenges  to 
health  care  providers  and  to  Blue  Shield  and  the 
voluntary  system  continue.  Priorty  issues  are  health 
care  cost  and  its  constant  increase,  governmental  in- 
volvement, public  concern  and  press  coverage. 

The  impact  of  the  President’s  Economic  Stabiliza- 
tion Order  has  had  an  effect  on  all  of  us.  In  spite  of 
that  impact,  in  1972,  over  1,190  additional  compa- 
nies voluntarily  enrolled  their  employees  and  de- 
pendents in  Blue  Shield  of  Kentucky,  making  a 
total  of  13,328  member  groups.  This  produced  one 
of  our  biggest  years  with  a membership  growth  of 
6.47%;  membership  in  Kentucky  Blue  Shield  basic 
benefits  reached  1,229,269.  In  1972,  Blue  Shield  of 
Kentucky  paid  in  excess  of  $23,000,000  for  services 
rendered  to  its  members  bringing  the  total  payment  to 
doctors,  since  the  organization  of  Blue  Shield  of 
Kentucky  in  1949,  to  over  $182,000,000. 

Over  700,000  members  carry  additional  benefits 
through  Major  Medical  and  Extended  Benefits  to 
help  pay  the  cost  of  long-term  catastrophic  illness, 
and  some  68,000  people  are  protected  by  Blue  Cross 
and  Blue  Shield  Medicare  Supplemental  Program. 
The  Prescription  Drug  Program  now  has  almost 
30,000  members;  and  during  last  year,  over  $374,000 
was  paid  in  prescription  benefits. 

Companies  and  unions  are  now  bargaining  tougher 
over  health  care  benefits  than  ever  before.  Em- 
ployees are  meeting  increasing  resistance  from  em- 
ployers concerning  payment  for  health  programs. 
Business  organizations  such  as  the  U.S.  Chamber  of 
Commerce,  as  well  as  insurance  commissioners,  con- 
gressional and  legislative  committees,  labor  and  con- 
sumer organizations  are  now  taking  critical  looks  at 
the  total  health  care  picture  as  is  government.  The 
major  issue  is  cost.  Rates  for  health  carriers  including 
Blue  Shield  are  more  tightly  controlled  under  Phase 
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IV  than  previously  and  maintaining  financial  stability 
will  become  more  difficult. 

The  Blue  Shield  Plan  maintained  its  financial  sta- 
bility and  continues  to  have  one  of  the  lowest  per- 
centages of  operating  expenses  of  Blue  Shield  Plans 
of  our  size  across  the  nation.  We  have  $10.90  reserve 
per  member. 

The  physician  staff  of  Blue  Shield  has  also  under- 
gone recent  change.  Doctor  J.  Duffy  Hancock  retired 
as  Medical  Director  on  August  1,  1973,  after  many 
years  of  dedicated  service  to  the  voluntary  health  care 
movement.  Doctor  Henry  B.  Asman  was  promoted 
to  the  position  of  Director  of  Medical  Services  effec- 
tive August  1,  1973;  and  on  July  1,  1973,  Doctor 
Frank  B.  Radmacher,  a specialist  in  Internal  Medi- 
cine, became  the  Medical  Consultant. 

One  of  the  priority  issues  in  the  area  of  benefits  is 
the  effort  being  made  to  upgrade  existing  lower  bene- 
fit programs.  Areas  of  new  benefit  development  are: 
revision  and  wider  marketing  of  diagnostic  outpatient 
coverage;  expansion  of  Major  Medical  Certificates  to 
maximums  of  $250,000;  and  consideration  to  lower- 
ing eligible  employer  groups  from  a minimum  of 
five  employees  to  a minimum  of  three  employees. 

The  Blue  Shield  Board  has  directed  the  marketing 
of  the  Usual,  Customary  and  Reasonable  Program 
statewide  and  the  development  and  use  of  individual 
physician  fee  profiles  in  administering  the  program. 
Blue  Shield  of  Kentucky,  as  a system,  has  elected  to 
move  in  the  direction  of  a Usual,  Customary  and 
Reasonable  type  program  rather  than  development  of 
higher  indemnity  schedules.  The  success  of  a Usual, 
Customary  and  Reasonable  Program  is  closely  aligned 
to  an  effective  peer  review  system,  and  acceptance  by 
the  medical  profession. 

We  now  have  over  200,000  Kentuckians  covered 
by  Usual,  Customary  and  Reasonable  Programs. 
Physician  participation  continues  to  increase  with  over 
77%  of  Kentucky  physicians  participating.  In  1972, 
162,000  Usual,  Customary  and  Reasonable  claims 
were  processed  representing  payments  for  profes- 
sional services  in  excess  of  $7  million.  Of  these 
claims,  only  2,664  required  special  handling  and  2,- 
422  of  them  were  processed  either  by  additional  in- 
formation or  reconsideration  of  the  submitted  fee. 
Only  225  cases  (or  less  than  2/10  of  1%  of  all  cases 
processed)  required  review  by  peer  review  committees. 

The  Consumer  Advisory  Committee  to  Blue  Shield 
continues  to  express  concern  over  health  care  costs, 
the  constant  increase  and  the  delivery  of  care.  Your 
Board  of  Directors  of  Kentucky  Blue  Shield  is  equally 
concerned  and  a number  of  programs  are  being  im- 
plemented to  help  contain  costs  while  maintaining 
quality  care. 

The  Utilization  Review  Program  has  been  developed 
to  establish  norms  and  patterns  of  health  care  in  Ken- 
tucky. Using  data  gathered  from  inpatient  hospital 
cases,  the  computerized  program  maintains  statistical 
information  from  which  routine,  special  and  excep- 
tion reports  are  generated.  Using  these  reports,  an 
educational  approach  is  being  taken  with  providers  of 
care.  Provider  response  has  been  excellent  and  several 
hospital  Utilization  Review  Committees  have  request- 
ed additional  reports  and  special  studies. 

857 


I 


With  the  passage  of  HR-1  (PL  92-603),  Congress 
mandated  the  development  of  local  review  organiza- 
tions to  be  called  Professional  Standards  Review 
Organizations.  Blue  Shield  of  Kentucky  has  been 
working  closely  with  the  Kentucky  Medical  Associ- 
ation and  local  societies  to  develop  a relationship  with 
the  PSRO  activities  and  structures  that  we  hope  would 
eventually  extend  the  review  activities  beyond  Medi- 
care and  Medicaid  to  include  all  hospital  cases.  We 
see  a very  viable  role  in  working  with  the  develop- 
ments in  such  areas  as  providing  statistical  information 
for  developing  standards  for  medical  care,  parameters 
for  case  review,  communications  and  education  with 
the  review  committees  and  provider  segment.  We 
recognize  the  necessity  of  working  with  and  helping 
make  successful  any  Professional  Standards  Review 
Organization  approach  that  is  developed  because  of 
our  responsibility  to  our  subscribers  and  the  dollars 
they  have  entrusted  with  Blue  Shield  of  Kentucky. 

Professional  Standards  Review  Organization  legis- 
lation emphasized  more  than  ever  before  the  need  for 
data  gathering  and  reporting  programs  such  as  the 
Kentucky  Utilization  Program  (KUP).  There  are  now 
37  hospitals  participating  in  the  KUP  Program  and  we 
expect  the  number  of  participating  hospitals  to  in- 
crease with  the  legislated  need  for  such  information. 

It  remains  the  objective  of  Kentucky  Blue  Shield 
when  working  with  consumer  groups,  management 
and  labor,  the  Kentucky  Medical  Association,  the 
Kentucky  Hospital  Association,  county  medical  so- 
cieties and  other  groups  to  experiment  with  various 
methods  of  health  care  delivery  to  bring  more  and 
better  care  to  the  people  of  Kentucky  at  a cost 
they  can  afford.  To  meet  this  objective,  the  Board  of 
Directors  of  Kentucky  Physicians  Mutual,  Inc.,  has 
recently  directed  Blue  Shield  of  Kentucky  to  provide 
a leadership  role  by  assuming  direct  responsibility  for 
the  development  of  experimental  health  care  delivery 
systems  for  our  members  and  the  people  of  Kentucky. 
This  could  result  in  our  actual  development,  imple- 
mentation and  administration  of  an  alternate  delivery 
program;  however,  any  involvement  would  be  in 
keeping  with  our  policy  to  maintain  the  philosophies 
of  Blue  Shield  of  Kentucky. 

Changes  have  been  made  in  the  administration  of 
the  Pre-Admission  Testing  Program.  The  program 
has  been  liberalized  in  the  areas  of  postponed  and 
cancelled  admissions.  We  expect  the  change  to  in- 
crease the  use  of  the  program  by  physicians  and  also 
the  number  of  participating  hospitals.  To  date,  31 
hospitals  have  signed  agreements  to  participate  in  the 
Pre-Admission  Testing  Program. 

In  April,  a joint  Kentucky  Medical  Association 
and  Blue  Shield  of  Kentucky  Leadership  Conference 
was  held.  Included  were  representatives  from  county 
medical  societies,  the  Kentucky  Medical  Association 
Board  of  Trustees,  the  Kentucky  Medical  Association 
Inter-Specialty  Council,  the  Blue  Shield  Board  of  Di- 
rectors and  Kentucky  Medical  Association  and  Blue 
Shield  of  Kentucky  Staff.  This  continuation  of  co- 
operation between  medicine  and  Blue  Shield  of  Ken- 
tucky increases  the  communication  and  understand- 
ing among  the  leadership  of  the  medical  profession 
and  Blue  Shield  of  Kentucky.  Indications  are  that 


meetings  of  this  type  should  be  continued. 

The  voluntary  prepayment  system  is  strong,  vital, 
growing  and  must  work.  There  are  many  dedicated 
people  in  and  out  of  medicine  who  voluntarily  give 
of  their  time  to  make  it  work.  We  are  extremely 
grateful  to  them.  As  Chairman  of  the  Board  and 
speaking  for  the  Board,  we  know  our  objectives  are 
in  the  best  interest  of  the  people,  the  medical  profes- 
sion, and  our  voluntary  system.  While  we  thank  the 
entire  medical  profession  of  Kentucky  and  the  staff 
of  the  Kentucky  Medical  Association  for  their  co- 
operation and  contribution  in  the  past  year,  we  know 
that  the  coming  year,  its  successes  and  failures,  will 
be  largely  dictated  by  how  we  as  members  of  our 
free  society  respond  to  the  opportunities  and  chal- 
lenges facing  the  voluntary  system. 

George  W.  Pedigo,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Board 
of  Directors,  Kentucky  Physicians  Mutual,  Inc.,  and 
it  was  pointed  out  in  this  report  that  Blue  Shield  has 
directed  the  marketing  of  the  Usual,  Customary  and 
Reasonable  program  statewide  and  the  development 
and  use  of  individual  physician  fee  profiles  in  ad- 
ministering the  program. 

The  committee  wishes  to  bring  to  the  attention  of 
the  House  of  Delegates  the  section  of  the  report 
beginning  on  Page  4,  Paragraph  2,  which  reads  as 
follows: 

“It  remains  the  objective  of  Kentucky  Blue  Shield 
when  working  with  consumer  groups,  management 
and  labor,  the  Kentucky  Medical  Association,  the 
Kentucky  Hospital  Association,  County  Medical 
Societies  and  other  groups  to  experiment  with  vari- 
ous methods  of  health  care  delivery  to  bring  more 
and  better  care  to  the  people  of  Kentucky  at  a cost 
they  can  afford.  To  meet  this  objective,  the  Board 
of  Directors  of  Kentucky  Physicians  Mutual,  Inc., 
has  recently  directed  Blue  Shield  of  Kentucky  to 
provide  a leadership  role  by  assuming  direct  re- 
sponsibility for  the  development  of  experimental 
health  care  delivery  systems  for  our  members  and 
the  people  of  Kentucky.  This  could  result  in  our 
actual  development,  implementation  and  admin- 
istration of  an  alternate  delivery  program;  how- 
ever, any  involvement,  would  be  in  keeping  with 
our  policy  to  maintain  the  philosophies  of  Blue 
Shield  of  Kentucky.” 

Mr.  Chairman,  this  report  is  submitted  for  informa- 
tion. 

Report  of  the  Advisory  Committee  to 
Blue  Cross  and  Blue  Shield 

The  KMA  Advisory  Committee  to  Blue  Cross  and 
Blue  Shield  met  at  the  KMA  office  on  May  24, 
1973.  In  previous  years,  there  had  been  two  Advisory 
Committees;  one  to  Blue  Cross  and  another  to  Blue 
Shield,  and  they  were  combined  into  one  committee 
this  year  as  recommended  by  the  1972  House  of 
Delegates. 

The  purpose  of  the  committee  is  “to  monitor  the 
operation  of  Kentucky  Blue  Cross  and  Blue  Shield 
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with  the  objective  of  striving  to  furnish  for  the  public 
the  most  advantageous  coverage  possible  for  the  pre- 
mium dues  paid,  avoiding  abuses  of  Blue  Cross  and 
Blue  Shield  to  include  studying  and  correcting  trends 
before  they  develop  into  abuses  and  continuing  to 
keep  Kentucky  physicians  informed,  interested  and 
with  a voice  into  operation  of  Blue  Cross  and  Blue 
Shield.” 

We  were  pleased  to  have  two  members  of  the  Blue 
Shield  staff  in  attendance  who  presented  several  in- 
formative reports.  The  following  summary  of  these  re- 
ports reflects  continued  activity  and  leadership  pro- 
vided by  Kentucky  Blue  Cross  and  Blue  Shield. 

Enrollment : Staff  reported  that  despite  the 
impact  of  Phase  II  regulations,  1972  was  the  best 
year  in  Blue  Cross  and  Blue  Shield  history  for  mem- 
bership growth.  Your  Advisory  Committee  heard  re- 
ports indicating  that  a great  deal  of  effort  is  being 
placed  on  upgrading  existing  lower  benefit  programs 
to  more  realistic  coverage.  There  are  specific  plans 
to  eliminate  the  vast  majority  of  existing  Standard 
Blue  Cross  and  Blue  Shield  certificates  during  1973, 
and  discussions  are  being  held  with  the  Department 
of  Insurance  concerning  the  possibility  of  automati- 
cally upgrading  them.  There  is  a continuing  desire  on 
the  part  of  the  public  for  higher  levels  of  Blue 
Shield  benefits.  The  current  trend  is  toward  wider 
marketing  of  Usual,  Customary  and  Reasonable  con- 
tracts rather  than  developing  and  marketing  higher 
benefit  indemnity  programs. 

Some  areas  of  new  benefit  developments  under 
consideration  are: 

1.  Revision  and  wider  marketing  of  diagnostic 
outpatient  coverage. 

2.  Development  of  a home  health  care  benefit. 

3.  Expansion  of  Major  Medical  certificates  to 
maximums  of  $250,000  or  $500,000. 

Staff  also  reported  that  the  Delta  Dental  Plan  is 
growing,  with  several  groups  already  enrolled  and 
many  more  anticipated  in  the  near  future. 

Professional  Relations : During  1972,  the  Pro- 
fessional Relations  staff  contacted  over  6,800 
physicians’  offices,  personally  contacting  the  physi- 
cian on  over  2,300  of  these  calls.  In  addition,  staff 
made  1,914  hospital  calls,  313  contacts  with  Skilled 
Nursing  Facilities,  108  calls  on  Home  Health  Agen- 
cies, over  300  calls  on  dental  offices  and  completed 
160  Utilization  Review  surveys  for  Part  A Medicare. 
In  order  to  build  a better  understanding  with  physi- 
cians and  their  office  personnel,  staff  conducted  16 
Blue  Shield  seminars  for  physicians’  office  assistants 
during  the  fall  of  1972,  with  over  1,200  people  in 
attendance. 

Claims:  During  1972,  Blue  Cross  and  Blue  Shield 
processed  a record  total  of  1,080,468  claims.  Blue 
Cross  processed  322,370  claims  representing  payment 
of  over  $73  million,  and  Blue  Shield  processed  758,- 
098  claims  with  payments  exceeding  $23  million. 

VCR  Program : Reports  indicate  that  the  Usual, 
Customary  and  Reasonable  Program  continues  to  op- 
erate smoothly  and  successfully.  During  1972,  over 
162,000  claims  were  processed  under  the  Program, 
representing  payments  for  professional  services  in  ex- 
cess of  $7  million.  It  was  necessary  to  refer  only 


225  cases  to  peer  review  which  represents  less  than 
.2  of  1%  of  all  the  cases  processed.  Physician  partici- 
pation in  the  Program  continues  to  increase,  with  63 
counties  having  participation  in  excess  of  85%.  Cur- 
rently 2,303  Kentucky  physicians  participate.  In  order 
to  improve  the  effectiveness  of  the  Program,  Ken- 
tucky Blue  Shield  is  working  toward  the  develop- 
ment and  implementation  of  individual  physician  fee 
profiles  which  will  more  closely  identify  each  physi- 
cian’s individual  charging  patterns.  Payment  proce- 
dures for  UCR  processing  were  discussed  at  great 
length  and  the  Committee  reaffirmed  their  endorse- 
ment of  the  guidelines  and  payment  procedures. 

Certificate  Limitations  and  Exclusions.  All  Blue 
Cross  and  Blue  Shield  certificates  contain  some  limi- 
tations and  exclusions.  Over  the  years,  many  ques- 
tions have  arisen  concerning  these  limitations  and  ex- 
clusions and  at  the  recommendation  of  previous  Ad- 
visory Committees,  Blue  Cross  and  Blue  Shield  staff 
prepared  and  distributed  to  all  physioians  during  1972 
a booklet  titled,  “A  Guide  to  Kentucky  Blue  Cross 
Limitations  and  Exclusions.” 

Alternate  Delivery  Systems.  With  the  continued 
activity  throughout  Kentucky  with  regard  to  Prepaid 
Group  Practices,  HMOs,  and  Foundations  for  Med- 
ical Care,  Kentucky  Blue  Cross  and  Blue  Shield  has 
established  priorities  for  involvement.  The  highest 
priority  has  been  the  association  with  foundation  de- 
velopments initiated  by  the  Kentucky  Medical  As- 
sociation and  the  Jefferson  County  Medical  Society. 
It  remains  the  objective  of  Kentucky  Blue  Cross  and 
Blue  Shield  to  experiment  with  various  methods  of 
health  care  delivery  when  working  with  consumer 
groups,  management  and  labor,  the  Kentucky  Med- 
ical Association,  the  Kentucky  Hospital  Association, 
and  county  medical  societies. 

Utilization  Review : Based  on  data  from  all  in- 
patient Blue  Cross  cases,  a computerized  program 
has  been  developed  which  identifies  norms,  or  pat- 
terns, of  care.  Length  of  stay  and  ancillary  services 
parameters  have  been  developed  for  every  major 
disease  category  and  reports  can  now  be  generated 
for  every  hospital.  Current  plans  are  to  begin  sending 
these  reports  to  each  hospital  as  an  educational  tool 
to  be  used  by  the  medical  staff  and/or  Utilization 
Review  Committee.  Blue  Cross  and  Blue  Shield  staff 
will  be  available  to  explain  these  reports  to  all 
medical  staffs. 

Kentucky  Utilization  Program : It  was  reported  that 
the  data  gathering  and  reporting  service,  KUP,  had 
been  expanded  to  over  30  hospitals.  The  program  is 
designed  to  provide  statistics  that  would  be  bene- 
ficial to  all  Utilization  Review  Committees. 

Pre-Admission  Testing:  The  1972  Advisory  Com- 
mittee to  Blue  Shield  recommended  that  the  Pre- 
Admission  Testing  Program  (PAT)  be  liberalized  to 
cover  tests  done  outside  the  hospital,  providing  the 
outside  laboratories  meet  certain  requirements.  This 
recommendation  presented  a legal  problem  since  Blue 
Cross  contracts  directly  with  hospitals,  and  it  would 
be  virtually  impossible  to  contract  with  each  quali- 
fied laboratory.  PAT  has  been  liberalized,  however, 
in  the  areas  of  cancelled  and  postponed  admissions 
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which  should  enhance  the  effectiveness  of  the  Pro- 
gram. 

KMA-Blue  Shield  Leadership  Conference : A status 
report  was  given  on  the  Leadership  Conference  spon- 
sored jointly  by  KMA  and  Blue  Shield.  The  Confer- 
ence was  held  on  April  19,  1973,  in  Louisville  and 
highlighted  local  and  national  speakers  discussing 
current  and  future  health  care  and  prepayment  trends 
and  problems.  The  meeting  was  very  successful  with 
over  85  people  in  attendance. 

Other  Points  Discussed:  A question  was  raised 
about  the  status  of  a program  to  keep  physicians 
advised  of  hospital  charges  for  their  patients.  It  was 
reported  that  KMA’s  Hospital  Committee  is  current- 
ly working  with  KHA  on  this  program.  The  Commit- 
tee recommended  that  Blue  Cross  and  Blue  Shield 
continue  to  keep  physicians  fully  aware  of  the  status 
of  all  claims  submitted  whether  they  be  paid,  rejected, 
or  referred  to  committee  for  review. 

This  committee,  in  its  role  of  maintaining  a friend- 
ly and  close  liaison  with  Blue  Cross-Blue  Shield, 
hopes  to  continue  to  reflect  the  policies  of  this  As- 
sociation and  to  provide  assistance  in  the  upgrading 
of  Blue  Cross-Blue  Shield  coverage  for  our  citizens. 

Kenneth  P.  Crawford,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Advisory  Committee  to  Blue 
Cross  and  Blue  Shield  was  reviewed  with  the  excep- 
tion of  Paragraph  1 on  Page  3 relating  to  emergency 
rooms.  This  section  was  referred  to  Reference  Com- 
mittee No.  2. 

The  committee  studied  the  report  and  wishes  to 
thank  the  committee  for  continuing  its  responsibility 
in  the  area  of  liaison  between  KMA  and  Blue  Cross 
and  Blue  Shield. 

Mr.  Chairman,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee  on 
Community  and  Rural  Health 

The  Committee  on  Community  and  Rural  Health 
met  twice  this  year  and  carefully  studied  its  duties  as 
outlined  by  the  KMA  House  of  Delegates.  The  com- 
mittee felt  that  the  delivery  of  health  care,  both  in 
urban  and  rural  areas,  is  undergoing  rapid  change 
and  were  of  the  strong  opinion  that  some  body  with- 
in KMA  should  serve  in  an  advisory  capacity  to  help 
communities  with  that  change. 

For  that  reason,  we  requested  and  received  approv- 
al for  several  changes  in  our  responsibilities  which  we 
feel  will  make  the  committee  more  responsive  to  the 
Association. 

The  committee  is  investigating  the  potential  of  in- 
creasing liaison  with  the  two  medical  schools  in  de- 
veloping seminars  on  community  medicine,  directed 
toward  physicians  involved  with  Comprehensive 
Health  Planning,  health  department  boards,  county 
societies,  and  mental  health  boards  in  an  effort  to 
acquaint  them  with  new  techniques  for  evaluating 
and  solving  community  problems. 

In  undertaking  this  role,  the  committee  felt  it 


would  be  beneficial  to  poll  the  county  society  secre- 
taries in  the  Commonwealth  to  determine  what  their 
greatest  health  problems  were  and  to  ask  them  to  ad- 
vise KMA  what  its  role  might  be  in  helping  coordi- 
nate possible  solutions  or  alternatives  to  these  prob- 
lems. This  survey  was  carried  out  in  the  spring  of 
this  year  with  excellent  results.  The  overwhelming 
majority  of  those  responding  stated  that  their  most 
serious  problems  were  physician  manpower  shortage 
and/or  distribution,  lack  of  allied  health  personnel, 
and  shortage  of  health  facilities. 

We  are  of  the  opinion  that  health  manpower  is  the 
responsibility  not  only  of  medicine,  but  of  the  state 
as  a whole,  and  its  distribution  is  influenced  by  many 
circumstances.  The  point  was  made  that  Kentucky 
has  many  attractive  features  which  are  often  over- 
looked or  underrated  by  physicians  who  might  con- 
sider the  state  for  a practice  location.  On  the  other 
hand,  factors  such  as  industry,  that  can  influence  the 
economic,  social,  and  educational  growth  of  a com- 
munity, often  are  of  the  opinion  that  the  lack  of  ac- 
cess to  medical  care  is  a disadvantage  to  locating  in 
a particular  community.  For  this  reason,  the  com- 
mittee requested  and  received  approval  to  approach 
the  Kentucky  Chamber  of  Commerce  to  ask  them  to 
set  up  a joint  committee  to  meet  with  us  to  work  on 
activities  which  might  attract  more  health  personnel  to 
Kentucky  as  well  as  other  business  which  will  add  to 
the  growth  of  the  state. 

Representatives  of  the  committee  attended  both  a 
regional  meeting  of  the  AMA  Council  on  Rural 
Health  in  Atlanta  in  January  and  the  26th  National 
Conference  on  Rural  Health  which  was  held  in 
Dallas  in  April.  We  learned  that  on  a national  level, 
the  trend  toward  the  solution  to  community  and  rural 
health  problems  in  many  areas  seems  to  be  toward 
health  care  systems  and  the  utilization  of  allied 
health  personnel  to  perform  many  tasks  now  being 
done  only  by  physicians. 

The  committee  feels  that  utilization  of  allied 
health  manpower  would  be  effective  and,  for  that 
reason,  has  requested  time  on  next  year’s  scientific 
program  to  present  a segment  on  new  concepts  on 
the  utilization  of  allied  health  personnel.  In  addition, 
the  committee  has  received  permission  to  present  an 
exhibit  on  our  activities  during  this  year’s  Annual 
Meeting  and  we  urge  all  members  of  the  House  of 
Delegates  to  stop  by  and  learn  more  about  the  in- 
volvement of  one  of  their  committees. 

In  addition,  the  committee  recommends  that  county 
medical  society  committees  responsible  for  rural 
health  actively  support  and  cooperate  with  the  state, 
area,  and  county  comprehensive  health  planning 
committees  in  their  rural  health  activities.  Also,  we 
urge  physicians  in  rural  areas  to  support  and  par- 
ticipate, as  requested,  in  rural  development  programs 
to  improve  the  effectiveness  of  rural  health  care  serv- 
ices. 

The  committee  maintains  its  awareness  of  current 
projects  in  the  state  regarding  alcoholism  and 
drug  abuse  and  has  invited  representatives  of  the  Ken- 
tucky Department  of  Mental  Health  to  meet  with  us 
to  discuss  ongoing  programs  in  these  areas. 

The  committee  is  maintaining  its  active  interest  in 
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highway  safety  and  is  supportive  of  a project  done  by 
the  University  of  Kentucky  College  of  Medicine  and 
the  University  of  Kentucky  Department  of  Civil  En- 
gineering which  began  a two-year  study  on  recreation- 
al vehicular  accidents,  July  1,  1973. 

The  committee  is  in  complete  agreement  with  the 
objectives  of  activity  and  expressed  a desire  to  see  if 
the  study  might  also  include  other  types  of  recreation- 
al vehicles  such  as  motorcycles  and  snowmobiles,  if 
feasible. 

It  has  been  a distinct  pleasure  for  me  to  serve  as 
chairman  of  the  committee  through  the  past  Associ- 
ational  year.  I appreciate  the  interest,  attentiveness, 
and  active  participation  of  the  committee  members 
in  the  committee’s  activities. 

Stephen  B.  Kelley,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  noted  the  Report  of  the  Committee 
on  Community  and  Rural  Health  and  appreciates  the 
fine  job  they  are  doing. 

Mr.  Chairman,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee  on 
Health  Care  of  the  Poor 

In  our  report  to  the  KMA  House  of  Delegates  in 
1972,  it  was  the  Committee’s  suggestion  that  perhaps 
“a  pilot  project  be  organized,  possibly  seeking  funds 
by  a Federal  grant  through  the  Kentucky  Foundation 
for  Medical  Care,  Inc.,  or  other  sources,  such  as 
State  Comprehensive  Health  Planning,  to  study  the 
opportunities  in  Kentucky  for  a regional  multi-county, 
mini-clinic  to  serve  a rural  area  of  Kentucky.  The 
study  should  include  such  things  as  transportation, 
shopping  facilities,  physicians  already  in  practice,  edu- 
cational facilities,  and  other  assets  that  would  draw 
physicians  to  a rural  area.  Utilization  of  the  services 
of  the  Rural  Kentucky  Medical  Scholarship  Fund 
and  the  Kentucky  Public  Health  Service  were  men- 
tioned as  possibilities.”  It  was  noted  that  “planning 

(for  health  service  will  need  to  be  on  an  area  basis 
with  multiple  communities  in  a local  service  area 
planning  together  to  develop  health  care  systems  and 
to  attract  appropriate  health  manpower  working  in  a 
group  to  provide  home,  clinic,  and  hospital  care.” 

The  House  of  Delegates,  in  accepting  the  Com- 
mittee’s report,  recommended  that  the  Foundation 
consider  the  action  suggested  in  the  Committee’s  re- 
port. 

This  has  been  primarily  an  exploratory  year.  The 
Chairman  and  KMA  staff  have  met  with  representa- 
tives of  the  State  Department  of  Health.  Through  the 
cooperation  of  the  Commissioner  of  Health,  Mr. 
Strawn  Taylor  was  assigned  to  make  a number  of 
initial  demographic  studies  in  different  geographical 
areas  of  our  Commonwealth. 

Informational  studies  have  been  made  on  the  idea 
of  a multi-county,  mini-clinic,  which  would  provide 
24-hour  primary  care  with  a working  arrangement 
and  availability  to  secondary  and  tertiary  care  facili- 
ties. Investigations  indicate  that  Federal  monies 
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would  be  available  for  an  innovative  program  of  this 
nature. 

Studies  indicate  that  a successful  program  would  re- 
quire the  endorsement  of  the  health  providers  and 
community  leaders  with  local  financial  assistance  for 
land  recruiting,  housing,  and  other  attractions  that 
would  benefit  in  securing  manpower.  This  is  a par- 
ticular area  of  concern  since  it  is  believed  that  the 
major  problem  would  be  the  availability  of  manpow- 
er. The  conditions  should  be  such  that  there  would 
be  a favorable  atmosphere  to  attract  recent  medical 
school  graduates,  including  recipients  of  the  Rural 
Kentucky  Medical  Scholarship  Fund  and  students  who 
served  in  rural  areas  during  their  period  of  training. 
Thus,  the  thrust  from  the  state  level  should  perhaps 
be  one  of  guidance  and  assistance  with  the  financial 
application  coming  from  the  community  involved. 

All  these  factors  have  been  discussed  with  the  mem- 
bers of  the  Committee  and  with  the  Executive  Com- 
mittee of  the  Kentucky  Foundation  for  Medical  Care. 
It  was  agreed  that  a project  of  this  type  takes  time. 
Hopefully,  we  will  find  the  ideal  location  with  the 
necessary  enthusiasm  for  the  consummation  of  a suc- 
cessful project. 

Robert  C.  Long,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  noted  with  interest  the  activities  of 
the  Committee  on  Health  Care  of  the  Poor. 

Mr.  Chairman,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Committee  on  School 
Health,  Physical  Education  And 
Medical  Aspects  of  Sports 

During  the  year  1972-73,  the  Committee  had  one 
formal  meeting  in  December  of  1972  and  one  in- 
formal meeting  in  March  of  1973  during  the  Ken- 
tucky State  Basketball  Tournament. 

For  the  second  consecutive  year,  the  Committee 
jointly-sponsored  a symposia  on  sports  injuries  for 
football  coaches,  school  personnel,  and  team  physi- 
cians at  Eastern  Kentucky  University.  The  additional 
sponsors  were  the  Kentucky  Athletic  Association  and 
Eastern  Kentucky  University.  There  were  over  35 
team  physicians,  as  well  as  150  coaches  and  school 
personnel,  in  attendance.  The  featured  speaker  was 
H.  R.  Collins,  M.D.,  Chief  of  Sports  Medicine  at 
Cleveland  Clinic. 

We  have  continued  to  sponsor  a sports  seminar 
preceding  each  football  season  to  aid  coaches  in  pre- 
vention and  treatment  of  heat  illness  and  sports  in- 
juries. 

Working  with  Dr.  Lyman  Ginger,  Superintendent 
of  Public  Instruction,  and  Joe  Billy  Mansfield,  Com- 
missioner of  the  Kentucky  High  School  Athletic  As- 
sociation, the  Committee  was  instrumental  in  setting 
up  a new  regulation  which  requires  a physician  to  be 
on  call  at  all  athletic  events  involving  contact  sports, 
e.g.  football,  soccer,  basketball.  Ideally,  the  name  of 
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the  doctor  on  call  would  be  made  available  to  the 
visiting  team  prior  to  the  sports  event. 

We  urge  all  physicians  who  are  involved  as  team 
physicians  or  as  school  advisory  physicians  to  become 
concerned  with  our  programs  and  to  advise  us  as  to 
how  we  could  better  serve  them. 

I would  like  to  take  this  opportunity  to  thank 
the  members  of  my  Committee  for  their  work  during 
the  year  and  the  Board  of  Trustees  for  their  con- 
tinued support  and  especially  their  Chairman,  Robert 
N.  McLeod,  M.D.,  and  to  Jerry  Mahoney,  KMA 
staff  member. 

Ronald  E.  Waldridge,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  reviewed  the  Report  of  the  Com- 
mittee on  School  Health,  Physical  Education  and 
Medical  Aspects  of  Sports  and  feels  that  their  pro- 
gram, as  carried  out  in  the  past,  is  worthy  of  con- 
tinued financial  support. 

Mr.  Chairman,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 

Committee  on  Public  Relations 

The  Public  Relations  Committee  held  two  meetings 
during  this  Associational  year. 

The  Committee  has  felt  some  frustration  in  its  con- 
tinuing efforts  where  certain  projects  seem  to  move 
very  slowly.  We  have,  however,  I think,  accomplished 
a number  of  things  during  this  year  which  are  of 
considerable  worth  to  the  Association.  Without  going 
into  a lengthy  dissertation  on  each  item,  I want  to  list 
some  of  the  projects  in  which  the  Committee  has 
had  active  involvement  during  this  Associational  year. 

Some  of  these  activities  are  as  follows:  1)  Worked 
in  conjunction  with  the  Legislative  Committee  in 
setting  up  the  Action  73  project  held  by  AMA  in 
April.  2)  Furnished  debate  material  to  all  colleges 
and  universities  in  the  State  who  were  involved  in  the 
national  debate  subject  on  health  insurance.  3) 
Worked  closely  with  WAVE-TV  in  making  prepara- 
tions for  the  “Ephraim  McDowell  Story”  which  was 
shown  on  Channel  3 on  Christmas  Eve.  4)  Provided 
a regular  flow  of  information  to  the  news  media 
regarding  various  projects  in  which  KMA  was  in- 
volved. 5)  Furnished  a considerable  amount  of  in- 
formation on  our  program  to  other  groups  and  at- 
tempted to  assist  the  Public  Relations  Department  of 
the  Medical  Association  of  Georgia  by  furnishing 
background  information  on  much  of  our  program. 

6)  Participated  with  a booth  at  the  Kentucky  State 
Fair  in  conjunction  with  the  Woman’s  Auxiliary  to 
KMA.  (This  item  was  mentioned  in  our  1971-72  re- 
port.) As  this  report  is  being  written,  we  are  attempt- 
ing to  determine  whether  or  not  another  State  Fair 
booth  this  year  would  be  advisable  and  worthwhile. 

7)  The  Committee  spent  many  hours  working  with 
Zimmer-McClaskey-Lewis,  Public  Relations  Consult- 
ants, in  attempting  to  provide  a KMA  exhibit  which 
could  be  used  effectively,  not  only  at  such  events  as 
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the  State  Fair,  but  at  Trustee  District  meetings,  Au- 
xiliary meetings,  and  as  a display  mechanism  possi- 
bly in  the  entrance  foyer  of  the  Headquarters  Build- 
ing. This  has  been  a rather  frustrating  experience, 
since  at  the  time  of  writing  this  report,  we  have  not 
been  able  to  complete  plans  for  such  an  exhibit  within 
the  area  of  financing  which  we  feel  is  reasonable.  I 
am  hopeful  that  we  will  still  be  able  to  complete 
this  project  during  this  Associational  year.  If,  however, 
this  is  not  possible,  the  Committee  will  certainly  take 
a long  hard  look  at  this  project  to  determine  its  full 
worth  to  us  as  an  Association. 

These  are  but  a few  of  the  projects  in  which  we 
have  been  involved  and  the  area  of  public  relations  is 
still  one  of  vast  importance  to  our  Association.  We 
do,  however,  feel  that  good  sound  public  relations 
cannot  be  provided  to  every  physician  in  Kentucky 
by  our  Committee.  I might  quote  Carl  A.  Hoffman, 

M.D.,  President  of  the  AMA,  who  spoke  in  Lexington 
to  the  Fayette  County  Medical  Society  this  year. 

Doctor  Hoffman  said,  “The  AMA  cannot  provide 
good  public  relations  from  its  Headquarters.  Good 
public  relations  begins  in  the  physician’s  office.”  For 
this  reason,  we  feel  it  is  imperative  that  programs  be 
developed  which  can  be  taken  to  groups  such  as 
medical  assistants  and  others  who  deal  directly  with 
the  consuming  public.  I certainly  feel  that  the  de- 
velopment of  this  type  program  should  be  a goal  of 
this  Committee  during  the  next  Associational  year. 

Even  though  I think  we  have  felt  some  frustration, 
there  are  continuing  improvements  being  made  in 
our  public  relations  program.  The  Committee  wel- 
comes any  suggestions  from  members  of  this  As- 
sociation as  to  new  and  expanded  programs  that  will 
help  us  improve  our  total  efforts  in  the  field  of  public 
relations. 

Walter  R.  Brewer,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  4 

The  committee  considered  the  Report  of  the  Com- 
mittee on  Public  Relations.  The  committee  wishes  to 
commend  this  committee  for  its  past  actions  and 
recommends  that  the  committee  receive  adequate 
funding  and  support  to  promote  the  best  image  of 
Kentucky  physicians  to  the  public. 

Mr.  Chairman,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the  Chairman  of  the  Board 
Section  Relating  to  PSRO  Only 

Following  this,  the  KMA  Board  of  Trustees  held  a 
joint  meeting  with  the  Board  of  Directors  of  the  Ken- 
tucky Foundation  for  Medical  Care.  The  main  dis- 
cussion of  this  meeting  centered  around  adoption  of  a 
policy  statement  with  regard  to  Professional  Stand- 
ards Review  Organization  (PSRO)  area  designations 
and  structures.  David  A.  Hull,  M.D.,  President  of  the 
Foundation,  explained  to  all  members  and  guests 
representing  various  health  agencies  that  it  was  the 
intention  of  the  Foundation  to  ask  that  Kentucky  be 
made  a single  PSRO  area.  In  attendance  also  were 
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official  representatives  of  allied  organizations,  third 
party  carriers,  and  governmental  medical  program. 

Following  a lengthy  discussion  on  all  of  the  prob- 
lems involved,  the  group  agreed  that  it  would  be  best 
for  Kentucky  to  have  only  one  PSRO  area. 

Recommendations,  Reference  Committee  No.  4 

The  Report  of  the  Chairman,  Board  of  Trustees, 
Paragraph  4 on  Page  8 and  the  first  full  paragraph  on 
Page  9,  relating  to  Professional  Standards  Review 
Organizations  only,  was  reviewed  and  accepted  by  the 
committee. 

Mr.  Chairman,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Resolution  G 

McCracken  County  Medical  Society 

WHEREAS,  P.L.  92-603  (HR-1)  (P.S.R.O.),  is 
now  the  law  of  the  land,  and 

WHEREAS,  this  law  is  one  further  step  toward 
socialized  medicine  and  the  destruction  of  the  free 
enterprise  system  of  medicine,  and 

WHEREAS,  this  law  will  result  in  deterioration  in 
the  confidential  relationship  between  doctor  and  pa- 
tient, and 

WHEREAS,  this  law  permits  the  Secretary  of 
H.E.W.  and  not  the  physician  to  be  the  final  judge  in 
all  matters  related  to  medical  care,  and 

WHEREAS,  this  law  can  only  increase  the  cost  of 
government  spending  due  to  the  bureaucracy  neces- 
sary, and 

WHEREAS,  the  long  term  cost  of  all  phases  of 
medical  care  is  subject  to  the  same  inflationary  forces 
as  the  remainder  of  the  economy  and  therefore,  these 
costs  cannot  but  continue  to  rise  as  long  as  the 
government  continues  massive  deficit  spending, 
therefore,  be  it 

RESOLVED  that  the  physicians  of  the  Kentucky 
Medical  Association  accept  the  responsibility  under 
extreme  duress  to  implement  this  law,  and  further  be 
it 

RESOLVED  that  these  same  physicians  work 
within  this  law  to  continue  to  provide  the  highest 
quality  of  care  for  their  patients,  and  further  be  it 

RESOLVED  that  this  House  of  Delegates  instruct 
the  Public  Relations  Committee  of  KMA  to  begin  a 
massive  program  to  educate  the  public  and  the  law- 
makers of  the  deleterious  effects  of  this  law  on  the 
cost,  quality,  and  confidentiality  of  medical  care,  and 
further  be  it 

RESOLVED  that  this  House  of  Delegates  instruct 
its  Delegates  to  the  American  Medical  Association  to 
introduce  a similar  resolution  in  that  House,  and 
further  be  it 

RESOLVED  that  all  physicians  be  encouraged  to 
work  diligently  towards  the  repeal  of  this  ill-con- 
ceived law. 
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Resolution  I 

Campbell -Ken ton  Medical  Society 

RESOLVED,  that  the  members  of  the  Kentucky 
Medical  Association  declare  that  the  PSRO  concept 
contained  in  PL  92-603  is  ill-conceived  and  dan- 
gerous to  patient  care;  in  that  it  authorized  the  secre- 
tary of  HEW  to  engage  in  the  practice  of  medicine, 
as  sole  and  ultimate  authority  to  establish  standards 
and  methods  of  medical  diagnosis  practice,  and  treat- 
ment. 

Resolution  L 

Fayette  County  Medical  Society 

WHEREAS,  Public  Law  92-603  mandates  the  es- 
tablishment of  PSROs,  and 

WHEREAS,  the  Kentucky  Foundation  for  Medical 
Care,  Inc.  has  submitted  the  only  formal  proposal  for 
the  establishment  of  a PSRO  in  the  state  of  Kentucky, 
be  it 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion go  on  record  as  supporting  the  Kentucky  Founda- 
tion for  Medical  Care,  Inc.’s  statewide  proposal  for  a 
PSRO,  and  be  it  further 

RESOLVED,  that  the  Kentucky  Medical  Associa- 
tion, through  its  elected  representatives,  work  for  the 
repeal  of  this  law. 

Resolution  N 

KMA  Board  of  Trustees 

WHEREAS,  Public  Law  92-603  stipulates  the  re- 
quirement for  Professional  Standards  Review  Or- 
ganizations, and 

WHEREAS,  the  Board  of  Trustees  of  the  KMA  on 
March  28,  1973,  approved  the  concept  of  a single 
statewide  Professional  Standards  Review  Organiza- 
tion for  Kentucky  to  be  developed  by  the  Kentucky 
Foundation  for  Medical  Care,  and 

WHEREAS,  a PSRO  implementation  plan  was 
drafted  and  endorsed  by  many  medical  and  health 
related  organizations  in  the  state,  and 

WHEREAS,  on  August  30,  1973,  at  a PSRO  area 
designation  hearing  conducted  by  the  Department  of 
Health,  Education  and  Welfare,  all  organizations 
represented  again  endorsed  the  KFMC  proposal, 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  support 
the  concept  of  a single  statewide  PSRO  for  Kentucky 
as  indicated  in  the  KFMC  implementation  plan  and 
confirm  the  position  taken  by  the  KMA  Board  of 
Trustees  in  this  regard,  and  be  it  further 

RESOLVED,  that  the  KFMC  may,  if  requested, 
enter  into  a provisional  contracted  agreement  to 
serve  PSRO  purposes,  and  be  it  further 

RESOLVED,  that  although  it  is  recognized  that 
repeal  or  modification  of  PSRO  legislation  ultimately 
may  be  required  to  preserve  the  high  quality  of 
patient  care,  the  Kentucky  Medical  Association  should 
oppose  any  facets  of  this  current  legislation  which  act 
to  the  deterioration  of  quality  care,  publicize  such 

863 


deleterious  facets,  and  place  highest  priority  on  de- 
veloping and  pursuing  appropriate  amendments  to 
preserve  the  high  quality  of  patient  care. 

Recommendations,  Reference  Committee  No.  4 

The  committee  heard  prolonged  discussion  on  the 
resolutions  concerning  PSRO  and  considered  specifi- 
cally Resolution  G — PSRO  (McCracken  County 
Medical  Society),  Resolution  I — PSRO  (Campbell- 
Kenton  Medical  Society),  Resolution  L — PSRO 
(Fayette  County  Medical  Society),  and  Resolution 
N — PSRO  (KMA  Board  of  Trustees).  All  proponents 
and  opponents  of  these  resolutions  were  heard  and  a 
rather  lengthy  discussion  ensued.  Arthur  Reich, 
M.D.,  of  the  Atlanta  Office  of  HEW,  was  present  to 
answer  questions  pertaining  to  PL  92-603.  The  com- 
mittee recommends  the  rejection  of  Resolutions  G, 
I,  L and  N and  recommends  the  adoption  of  a 
substitute  resolution  to  read: 

WHEREAS,  Public  Law  92-603  stipulates  the 
requirements  for  Professional  Standards  Review 
Organizations,  and 

WHEREAS,  the  Board  of  Trustees  of  the  KMA 
on  March  28,  1973,  approved  the  concept  of  a 
single  statewide  Professional  Standards  Review  Or- 
ganization for  Kentucky  to  be  developed  by  the 
Kentucky  Foundation  for  Medical  Care,  and 

WHEREAS,  a PSRO  implementation  plan  was 
drafted  and  endorsed  by  many  medical  and  health 
related  organizations  in  the  state,  and 

WHEREAS,  on  August  30,  1973,  at  a PSRO 
area  designation  hearing  conducted  by  the  Depart- 
ment of  Health,  Education  and  Welfare,  all  or- 
ganizations represented  again  endorsed  the  KFMC 
proposal,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  sup- 
port the  concept  of  a single  statewide  PSRO  for 
Kentucky  as  indicated  in  the  KFMC  implementa- 
tion plan  and  confirm  the  position  taken  by  the 
KMA  Board  of  Trustees  in  this  regard,  and  be  it 
further 

RESOLVED,  that  the  KFMC  may  enter  into  a 
provisional  contractual  agreement  to  serve  PSRO 
purposes  if  no  substantial  changes  are  made  in  the 
plans  submitted  by  the  Kentucky  Foundation  for 
Medical  Care  to  HEW,  and  be  it  further 

RESOLVED,  that  if  major  changes  occur,  the 
new  plan  be  approved  by  the  House  of  Delegates  at 
a regular  or,  if  necessary,  special  called  meeting, 
and  be  it  further 

RESOLVED,  that  this  House  of  Delegates,  as 
individual  physicians  and  through  its  Public  Rela- 
tions Committee  and  the  Committee  on  Legisla- 
tive Activities  of  KMA,  work  to  inform  the  public 
and  legislators  as  to  the  potential  deleterious  effects 
of  this  law  on  the  quality,  confidentiality,  and  cost 
of  medical  care,  and  be  it  further 

RESOLVED,  that  this  House  of  Delegates  in- 
struct its  Delegates  to  the  American  Medical  As- 
sociation to  introduce  a similar  resolution  in  that 
House. 

Reference  Committee  No.  4 recommends  the  ac- 
ceptance of  the  substitute  resolution  on  PSRO. 


Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

Robert  N.  McLeod,  Jr.,  M.D.,  moved  to  substitute 
the  last  ttvo  RESOLVEDs  in  this  Resolution  with  the 
following: 

RESOLVED,  that  although  it  is  recognized  that 
repeal  or  modification  of  PSRO  legislation  ul- 
timately may  be  required  to  preserve  the  high 
quality  of  patient  care,  the  Kentucky  Medical 
Association  should  oppose  any  facets  of  this  cur- 
rent legislation  which  act  to  the  deterioration  of 
quality  care,  publicize  such  deleterious  facets,  and 
place  highest  priority  on  developing  and  pursuing 
appropriate  amendments  to  preserve  the  high  quali- 
ty of  patient  care. 

Daryl  P.  Harvey,  M.D..  of  Glasgow,  made  a sub- 
stitute motion  that  the  Resolution  contained  in  the 
report  of  Reference  Committee  No.  4 be  retained  in 
its  entirety  and  that  the  following  be  inserted  at  the 
end  of  the  fourth  RESOLVED: 

RESOLVED  that  this  House  of  Delegates  re- 
quest and  petition  the  Kentucky  Congressional 
delegation  and  every  member  of  both  Houses  of 
U.S.  Congress  and  the  Kentucky  Legislature  to 
work  for  the  repeal  of  PSRO  and  a copy  of  this 
Resolution  be  forwarded  to  these  legislative  bodies, 
and  be  it  further 

(Doctor  Harvey’s  motion  was  seconded  and  car- 
ried.) 

Resolution  P 

Perry  County  Medical  Society 

WHEREAS  trained  nurse  practitioners  and  medical 
assistants  are  used  in  the  practice  of  medicine  in  cer- 
tain states  within  the  framework  of  their  licensure 
laws,  and 

WHEREAS  the  role  of  these  individuals  is  not 
defined  by  any  Kentucky  state  statute,  code,  or  law, 
and 

WHEREAS  the  Frontier  Nursing  Service  employs 
nurse  practitioners  to  hold  clinics  where  treatment  is 
administered  from  a physician-prepared  guidebook 
for  such  diseases  as  hypertensive  vascular  problems, 
and 

WHEREAS  an  organization  in  an  adjacent  county 
employed  medical  students  to  provide  charged  serv- 
ices, and 

WHEREAS  a local  child  development  clinic  em- 
ploys trained  pediatric  nurse  practitioners  who  charge 
for  their  services,  write  orders,  and  admit  patients  to 
hospital,  and 

WHEREAS  the  Mountain  Comprehensive  Health 
Program  has  proposals  for  clinics  in  this  county  to  be 
staffed  by  nurse  practitioners,  and 

WHEREAS  the  above  mentioned  para-medical 
personnel  provide  their  services  at  times  not  under  the 
direct  supervision  of  a physician,  therefore  be  it 

RESOLVED  that  the  Kentucky  Medical  Society 
study  the  appropriate  use  of  medical  assistants  and 
other  groups  of  para-medical  personnel  with  the  goal 
of  providing  guidelines  for  their  use  in  areas  which 
are  in  accordance  with  the  law,  and  be  it  further 
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RESOLVED  that  the  Kentucky  Medical  Society 
seek  to  define  the  meaning  of  “direct  supervision  by  a 
physician”  as  it  applies  to  his  use  of  these  members  of 
his  medical  team. 

Recommendations,  Reference  Committee  No.  4 

The  committee  voted  to  accept  Resolution  P — Use 
of  Medical  Assistants  (Perry  County  Medical  So- 
ciety) and  to  refer  it  to  the  Health  Manpower  and 
Placement  Services  Committee  for  further  study 
and  implementation. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report  of 
Reference  Committee  No.  4 as  amended. 

(Motion  was  second  and  carried.) 

Mr.  Speaker,  I want  to  thank  Doctors  Churney, 
Craycraft,  McElvein,  and  Richardson  for  their  as- 
sistance during  the  lengthy  meeting  and  preparation  of 
this  report. 

I also  wish  to  thank  our  efficient  secretary,  Mrs. 
Jean  Wayne,  for  her  assistance  in  preparing  this  re- 
port. 

REFERENCE  COMMITTEE  NO.  4 

John  M.  Baird,  M.D.,  Danville,  Chairman 
Alvin  M.  Churney,  M.D.,  Louisville 
Larry  B.  Craycraft,  M.D.,  Ashland 
Richard  B.  McElvein,  M.D.,  Lexington 
W.  N.  Richardson,  M.D.,  Cadiz 

Doctor  Greathouse  read  a letter  welcoming 
KMA  members  to  Louisville  that  was  received 
from  Romano  L.  Mazzoli.  He  then  turned  the 
meeting  over  to  the  Vice-Speaker,  Doctor 
Cooper,  who  presided  over  the  remainder  of 
the  meeting. 

REFERENCE  COMMITTEE  NO.  5 

W.  Fielding  Rubel,  M.D.,  Louisville,  Chairman 

Reference  Committee  No.  5 considered  the 
following  reports: 

20.  Report  of  the  Committee  on  Business  Man- 
agement and  Services 

23.  Report  of  the  Advisory  Committee  to  Selective 
Service 

37.  Report  of  the  Coordinating  Commission  on 
Governmental  Medical  Services 

38.  Report  of  the  Technical  Advisory  Committee 
on  Physician  Services  (Title  XIX) 

39.  Report  of  the  Advisory  Committee  on  Title 
XVIH 

40.  Report  of  the  Committee  on  Appalachian  and 
OEO  Programs 

43.  Report  of  the  Committee  on  Mental  Health- 
Mental  Retardation  Centers 
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Report  of  the 

Business  Management  and 
Services  Committee 

The  KMA  Business  Management  and  Services 
Committee  held  two  meetings  during  this  Associ- 
ational  year.  In  addition,  there  are  a number  of  pro- 
grams under  continuous  study  and  evaluation. 

At  the  first  meeting,  the  Committee  members  re- 
viewed two  programs  that  were  initiated  by  the  Com- 
mittee last  year,  and  it  was  agreed  that  the  entire 
membership  should  be  provided  with  additional  in- 
formation on  the  KMA-sponsored  health  insurance 
and  leasing  programs. 

In  January  of  this  year,  the  General  Leasing  Cor- 
poration prepared  a brochure,  which  was  mailed  with 
the  “KMA  Communicator”  to  all  members.  Ken- 
tucky Blue  Cross-Blue  Shield  mailed  to  all  KMA 
members  a brochure  on  the  KMA-sponsored  health 
insurance  program.  Both  companies  also  advertise 
regularly  in  The  Journal  of  KMA. 

In  the  previous  recommendation  to  the  KMA 
Board  of  Trustees  that  an  endorsement  be  given  to 
the  Blue  Cross-Blue  Shield  pre-paid  health  insur- 
ance program,  it  was  agreed  that  the  Committee 
would  investigate  other  insurance  companies.  Con- 
tacts were  made  with  a number  of  companies  writ- 
ing this  type  insurance.  These  companies  indicated 
they  would  not  be  interested  in  writing  a group  policy, 
but  did  indicate  an  interest  in  writing  individual  poli- 
cies. 

The  Committee  members  also  considered  group 
travel  plans  and  heard  presentations  by  representa- 
tives of  four  companies — two  national  firms  that 
provide  packaged  programs  and  two  local  travel 
agencies  who  plan  custom-made  trips.  A membership 
survey  indicated  an  interest  in  a charter  flight  to 
Los  Angeles  (Anaheim — Disneyland)  in  connection 
with  the  AMA  Clinical  Meeting  in  December  of  1973. 
The  Committee  negotiated,  through  a Louisville  agen- 
cy, and  several  domestic  airlines  were  contacted,  with 
five  of  the  carriers  declining  to  bid  because  of  vaca- 
tion travel  commitments  and  other  factors.  The  one 
airline  offering  a contract  required  a substantial,  non- 
refundable  deposit  six  months  in  advance,  which  was 
not  acceptable  to  the  KMA  Executive  Committee. 
For  this  reason,  further  negotiations  were  terminated. 

The  Committee  also  reviewed  several  disability  in- 
surance proposals,  but  determined  that  a specific  en- 
dorsement by  the  Committee  at  this  time  not  be 
recommended. 

Proposals  were  requested  on  a group  travel  acci- 
dent policy,  which  would  provide  coverage,  when 
traveling  on  Association  business,  for  KMA  Officers, 
Trustees,  Alternate  Trustees,  Delegates  and  Alternate 
Delegates  to  AMA,  KMA  Delegates,  KMA  Commit- 
tee members,  and  KMA  staff  members.  In  addition  to 
receiving  oral  and  written  competitive  proposals,  sev- 
eral other  state  medical  association  plans  were  re- 
viewed. A plan  submitted  by  the  Lumbermens  Mu- 
tual Casualty  Company  was  approved  by  the  KMA 
Executive  Committee,  and  on  June  1,  1973,  a policy 
became  effective  with  this  company  providing  travel 

865 


accident  coverage  for  457  KMA  members  and  20 
staff  members  up  to  age  70  while  on  Association 
business.  The  pre-paid  plan  was  obtained  at  an  ap- 
proximate cost  of  one  dollar  per  year  per  person 
covered  and  provides  for  an  individual  accidental 
death  or  dismemberment  coverage  of  $50,000  with  an 
aggregate  limitation  of  liability  of  $300,000. 

The  Committee  has  had  under  continuous  study 
professional  liability  insurance.  Representatives  of 
three  companies  have  been  heard  by  Committee  mem- 
bers, and  a number  of  companies  and  state  med- 
ical associations  have  been  contacted  for  additional 
information.  A report  on  this  was  made  in  March 
to  the  KMA  Board  of  Trustees,  and  the  following 
points  of  interest  were  noted: 

1.  Rates  for  physicians  in  Kentucky  are  low  com- 
pared with  the  national  average. 

2.  State-wide  contracts  would  benefit  primarily 
those  who  are  paying  higher  rates  and  would  in- 
crease the  cost  for  those  now  paying  lower  rates. 

3.  The  Committee  expressed  an  interest  in  a state- 
wide program  only  if  it  could  be  limited  to  KMA 
members,  which  they  were  informed  is  not  possible 
by  State  Law. 

4.  Kentucky  currently  is  a ‘'buyer’s  market”  rather 
than  a “seller’s  market,”  and  everything  possible 
should  be  done  to  maintain  this  position. 

The  Committee  members  recommended  to  the 
Board  of  Trustees  that  “there  needs  to  be  greater 
rapport  between  the  medical  and  legal  professions  in 
each  county  and  a more  thorough  policing  of  indi- 
vidual members  by  each  county  medical  society.” 

The  Chairman  presented  a report  to  the  KMA 
Executive  Committee  on  May  15,  at  which  time  it  was 
noted  that  KMA  and  the  Kentucky  Bar  Association 
now  have  a new  “Interprofessional  Code.”  Several 
recommendations  were  made  at  this  meeting,  and  it 
was  agreed  that  initiating  a group  liability  insurance 
proposal  at  the  present  time  would  be  premature. 

It  was  agreed  that  an  analysis  of  other  states’  ex- 
periences be  made  by  the  Committee  with  a report 
to  be  made  at  the  next  Board  meeting.  The  Chairman 
has  corresponded  with  other  state  associations  and 
insurance  companies,  and,  at  this  writing,  a review  is 
being  made  of  the  replies.  It  was  also  recommended 
that  a joint  committee  of  three  members  each  rep- 
resenting the  Kentucky  Medical  Association  and  the 
Kentucky  Bar  Association  be  formed  to  study  liabili- 
ty insurance  and  possible  use  of  screening  panels. 
The  Chairman  has  agreed  to  serve  as  a co-chairman 
of  this  new  committee. 

During  the  coming  Associational  year,  the  Com- 
mittee will  continue  to  review  plans  and  programs 
they  believe  will  be  of  benefit  to  members  of  KMA. 

Thomas  M.  Marshall,  M.D.,  Chairman 

Addendum  to  Report  of  the  Business 
Management  and  Services  Committee 

SPECIAL  REPORT  ON  GROUP  MALPRACTICE  AND 
LIABILITY  INSURANCE 

( Submitted  to  the  House  of  Delegates  at  the  request 
of  the  Board  of  Trustees) 


I was  asked  to  make  an  analysis  of  other  states’ 
experiences  in  group  malpractice  and  liability  insur- 
ance. In  doing  this,  I have  used,  rather  liberally, 

“The  Report  of  the  Secretary’s  Commission  on  Med- 
ical Malpractice,”  which  was  published  by  the  De- 
partment of  Health,  Education  and  Welfare  in  Janu- 
ary of  1973.  In  addition,  I have  used  various  materials 
which  have  been  sent  to  us  from  a number  of  the 
state  plans. 

There  are  33  state  medical  association  group  med- 
ical malpractice  plans,  and  I think  it  would  be  of  in- 
terest to  list  the  states.  They  are:  Alabama,  Arizona, 
Arkansas,  Colorado,  Connecticut,  Delaware,  Florida, 
Georgia,  Hawaii,  Idaho,  Illinois,  Louisiana,  Mary- 
land, Massachusetts,  Minnesota,  Mississippi,  Montana, 
Nebraska,  New  Jersey,  New  Mexico,  New  York, 

North  Carolina,  Oklahoma,  Oregon,  Pennsylvania, 

Rhode  Island,  South  Carolina,  Tennessee,  Utah,  Vir- 
ginia, Washington,  West  Virginia,  and  Wyoming. 

Several  of  these  plans  have  been  in  effect  since  the 
1950’s.  Various  carriers  have  been  used:  Employers 
Mutual  of  Wausau  in  three  states,  St.  Paul  Insur- 
ance Company  in  eleven,  Argonaut  in  five,  Aetna  Life 
and  Casualty  in  seven,  Hartford  in  two,  and  Continen- 
ral  Insurance  Company  of  North  America  in  three. 

There  are  several  carriers  that  have  a single  plan. 

These  group  plans  are  sponsored  in  a variety  of 
ways,  some  of  which  I will  discuss  in  more  detail 
later,  but  I would  like  to  give  a short  overview  of 
group  plans.  All  these  plans  are  sponsored  although 
the  duties  of  sponsorship  vary,  ranging  from  col- 
lecting application  forms  and  billing,  to  claims  hand- 
ling and  recommendations  on  underwriting  of  indi- 
viduals whom  the  carriers  consider  to  be  high  risks. 
Underwriting  questions  raised  by  either  the  insurer 
or  a member  of  the  medical  association  are  generally 
reviewed  by  the  association’s  screening  panels.  Gen- 
erally, the  group  plans  include  the  customary  pro- 
vision which  requires  that  a doctor  consent  to  any 
settlement.  However,  rules  of  the  group  plan  general- 
ly permit  a review  panel  to  arbitrate  and  issue  a 
binding  decision  when  the  physician  and  the  insurer 
disagree  on  settlement.  Under  some  plans,  an  insurer 
may  be  required  to  compensate  a physician  as  an 
expert  witness  for  time  lost  during  a claims  defense. 

One  important  factor  which  some  plans  include  gives 
the  association  the  right  to  audit  the  company’s  mal- 
practice premium,  loss,  and  loss  adjustment  expenses. 

This  would  seem  to  help  regulate  the  carrier’s  rate- 
making, as  well  as  help  the  group  “shop  around”  if  it 
is  discontented. 

Methods  used  to  enroll  members  include  assigning 
primary  responsibility  for  selling  the  group  plan  to  an 
exclusive  managing  broker,  to  a large  agency  through 
independent  local  agents,  to  using  the  carrier’s  local 
agents.  In  general,  the  lower  the  participation  rate 
and  the  larger  the  number  of  agents  involved,  the 
greater  will  be  the  proportion  of  the  premium  allo- 
cated to  sales  commissions  or  selling  expenses. 

One  of  the  most  important  features  of  group  plans 
is  their  availability.  Group  professional  liability  in- 
surance plans  for  medical  societies  extend  to  all  mem- 
bers of  the  society.  Physicians  in  government  health 
facilities  or  teaching  hospitals  are  also  eligible.  Most 
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societies  have  retained  the  services  of  a large  insur- 
ance broker  when  seeking  a group  carrier,  and  the 
broker  will  then  develop  a program  with  the  society 
and  negotiate  with  several  carriers  to  find  an  ac- 
ceptable plan. 

Group  plans  typically  adopt  a classification  struc- 
ture similar  to  the  one  used  by  the  ISO  with  general 
practitioners  in  the  lower  rated  classification,  and  each 
classification  is  assigned  a rate  for  all  physicians  with- 
in that  category.  Several  group  programs  have  an  ini- 
tial agreement  for  guaranteed  rates  over  a specified 
period  of  time,  such  as  two  years.  Some  plans  allow 
premium  payments  on  a quarterly  basis.  More  recent 
group  plans  include  a premium  refund  or  dividend 
provision  whereby  any  excessive  premium  is  returned 
to  the  society. 

A feature  which  seems  essential  to  the  success  of 
a group  program  is  physician  control  through  peer 
review  committees.  This  is  composed  of  physicians 
representing  various  specialities  and  different  county 
societies.  Some  groups  have  the  peer  review  function 
primarily  at  the  county  society  level.  One  primary 
responsibility  is  the  review  and  advice  rendered  by  the 
committee  for  any  given  claim  brought  before  it.  A 
committee  is  asked  to  analyze  the  claim  and  give  a 
medical  opinion  as  to  whether  the  claim  presents 
negligence  by  the  physician.  A decision  can  then  be 
made  by  the  carrier,  attorney,  and  peer  review  com- 
mittee whether  to  settle  or  defend  the  claim.  Any 
question  about  a physician’s  eligibility  for  coverage, 
his  qualifications,  or  loss  experience  is  referred  to 
the  committee  by  the  carrier  or  by  appeal  from  the 
physician.  Although  the  carrier  usually  retains  the 
right  to  make  final  underwriting  decisions,  recom- 
mendations of  the  committee  are  usually  followed. 
This  committee  is  also  an  excellent  form  for  initiating 
prevention  activities. 

A group  program  offers  physicians  the  availability 
of  coverage,  but  essential  to  the  determination  of 
availability  is  the  role  executed  by  the  group  plan’s 
peer  review  committee.  This  peer  review  of  under- 
writing matters  provides  the  physicians  recourse  to 
an  appeal  process  where  any  action  is  taken  by  the 
carrier  with  regard  to  eligibility,  non-renewal,  cancel- 
lation, claims  settlement,  or  rate  classification.  It  also 
protects  him  from  arbitrary  decisions  on  defense  of  a 
case  by  the  carrier. 

It  was  not  possible  to  determine  from  the  available 
data  whether  the  benefit  of  lower  rates  is  obtained 
by  participation  in  a group  plan,  and  I should  point 
out  at  this  juncture  the  relative  cost  of  constant  level 
medical  malpractice  coverage  for  Kentucky.  Taking 
the  national  average  as  100  for  Class  II  practitioners, 
that  is,  men  who  do  some  minor  surgery  and  assist  in 
some  major  cases,  Kentucky’s  relative  cost  for  1972 
was  53.9.  There  were  18  states  who  had  a lower  rela- 
tive cost.  The  relative  cost  for  surgeons  was  the  same 
figure,  and  there  were  only  17  states  with  lower 
costs.  Since  1960,  the  cost  of  constant  level  medical 
malpractice  coverage  in  Kentucky  has  consistently  de- 
creased— from  113.5  to  53.9. 

Individual  carriers  may  be  able  to  offer  less  ex- 
pensive professional  liability  coverage  to  physicians 
considered  a good  risk.  This  occurs  when  the  group 


rate  structure  subsidizes  the  higher  risk  specialists 
within  the  group.  When  group  rates  are  structured  to 
avoid  “cream  skimming,”  a potentially  more  severe 
problem  arises.  Such  group  plans  are  able  to  obtain  a 
high  participation  rate  and  effectively  preclude  com- 
petition from  individual  carriers.  This  situation  leaves 
the  group  with  the  power  to  deny  physicians  the  right 
to  practice  by  the  denial  of  malpractice  insurance.  In 
short,  the  physician,  excluded  by  the  group,  may  have 
nowhere  to  go  for  his  insurance  coverage.  There  are 
certain  advantages,  of  course,  to  the  insurer.  Society 
sponsorship  of  a group  plan  assures  the  carrier  of  a 
considerable  market  in  terms  of  premium  volume,  and 
this  allows  the  carrier  to  spread  his  risks  over  a wider 
base  and  increases  his  capacity  to  absorb  higher  losses. 
Although  peer  review  is  considered  advantageous  by 
some  carriers,  some  believe  the  process  hampers  the 
carrier’s  ability  to  settle  a case  expeditiously  and  in 
the  cheapest  manner.  However,  the  large  premium 
volume  allows  the  carrier  to  develop  specialized 
claims  adjusters  with  expertise  to  investigate  claims 
and  render  decisions  on  whether  to  settle  or  defend. 
Specialized  defense  counsel  also  provides  the  carrier 
with  experienced  attorneys.  A group  plan  with  high 
participation  will  increase  the  likelihood  that  in  a 
multiple  defendant  suit,  all  individual  defendants  will 
be  insured  by  the  group  carrier.  Thus,  a unified  de- 
fense can  be  presented  and  will  eliminate  many 
disputes. 

The  patient  must  be  given  some  consideration  in 
this  matter.  Of  course,  the  peer  review  of  claims  has 
the  objective  of  determining  whether  negligence  has 
occurred.  Supposedly,  if  negligence  is  present  in  a 
case,  the  society  and  carrier  believe  the  claimant 
should  be  compensated  for  his  injury.  Under  these 
conditions,  the  more  effective  the  peer  review  process 
is  in  judging  medical  negligence  and  the  greater  the 
extent  the  carrier  is  willing  to  work  with  the  com- 
mittee, the  fairer  the  outcome  for  the  patient.  A dis- 
advantage lies  in  the  fact  that  the  machinery  built 
into  group  plans  is  basically  for  the  protection  of  the 
physician  and  not  for  the  protection  of  the  patient. 
To  the  extent  that  group  plans  are  successful  in  de- 
fending all  claims  they  consider  non-meritorious,  the 
initiation  of  claims  will  be  discouraged.  Plaintiffs’ 
attorneys  will  be  unwilling  to  pursue  a claim  espe- 
cially where  the  injury  is  minor  and  the  probable 
compensation  is  less  than  the  cost  of  litigating  the 
claim.  In  these  instances,  the  control  over  which  cases 
are  to  be  compensated  is  largely  held  by  the  group 
carrier.  This  can  increase  the  inequity  which  exists 
for  those  patients  with  a valid,  though  minor,  claim. 

Group  insurance  plans  sponsored  by  state  medical 
societies  have  grown  substantially  during  the  past  five 
to  ten  years,  and  this  growth  will  probably  continue. 
However,  such  a monopoly  would  be  socially  unac- 
ceptable, and  it  is  desirable  to  retain  the  viability  of 
the  individual  market.  Yet  group  plans  are  almost 
uniformly  attempting  to  develop  specialists  and  ex- 
pertise in  all  areas;  actuarial,  underwriting,  claims 
adjustment,  loss  prevention,  etc.  Companies  with  skill 
and  expertise  in  the  malpractice  area  are  attracted  by 
the  large  premium  volume  which  group  plans  offer. 
Hence,  competition  for  group  plans  is  likely  to  in- 
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crease,  not  diminish.  Thus,  it  appears  that  pure  non- 
availability will  not  be  a problem  because  malpractice 
insurance  will  almost  certainly  be  available  to  spon- 
soring groups  on  a competitive  basis  in  any  foresee- 
able future.  However,  heavy  reliance  on  group-spon- 
sored malpractice  insurance  presents  two  possibly  seri- 
ous problems:  first,  normal  market  adjustments  in  a 
group  setting  may  be  accompanied  by  adverse  mas- 
sive impacts;  and,  second,  if  the  individual  market 
disappears,  the  medical  associations  will  have  a mo- 
nopoly over  issuance  of  malpractice  insurance.  To 
alleviate  the  possibility  of  adverse  market  impacts,  it 
has  been  suggested  that  group  insurance  plans  require 
six  months’  written  notice  of  non-renewal  or  cancella- 
tion. In  addition,  there  should  be  available  a stand- 
by plan  for  up  to  six  months’  coverage  in  the  event  of 
the  carrier’s  bankruptcy.  This  will  give  the  associ- 
ation time  to  find  a replacement.  There  are  a number 
of  features  for  further  research  which  have  been 
brought  up  by  this  study,  but  it  seems  apparent,  with 
the  spread  of  group  plans,  the  insurance  mechanism 
is  evolving  a means  of  establishing  peer  group  re- 
view and  exercising  a certain  form  of  control  over 
physicians.  If  peer  review  is  a desirable  end  in  itself, 
then  there  ought  to  be  a way  of  achieving  that  review 
without  vesting  the  medical  society  with  a monopoly 
over  the  issuance  of  insurance. 

Now  I would  like  to  say  something  about  several  of 
the  plans  which  were  reviewed  in  some  detail.  Al- 
though Florida  has  had  a professional  liability  group 
program  since  1961,  they  recently  changed  their  car- 
rier to  Argonaut.  Sixty-three  percent  of  their  mem- 
bers participate.  There  is  centralized  claims  handling; 
centralized  coordination  of  legal  defenses;  peer  re- 
view at  county  medical  society  levels  providing  med- 
ical expertise;  a self-rating  program  based  on  loss 
experience,  review  of  eligibility,  renewal,  and  termi- 
nation of  all  insured  and  new  applicants  by  county 
medical  societies;  complete  financial  disclosures  as  to 
rates,  claims  and  reserves  and  active  defense  of  all 
non-meritorious  claims.  Under  the  present  basic  plan, 
the  limits  of  coverage  extend  from  $25,000/$75,000 
to  $100,000/$300,000.  An  excess  liability  program  is 
sponsored  through  the  Employers  group,  another  car- 
rier. This  provides  up  to  $1  million  worth  of  profes- 
sional excess  liability.  Also  covered  in  this  is  a pri- 
mary personal  liability  up  to  $1  million  for  personal 
acts,  residences,  automobiles,  watercraft,  and  employ- 
ers’ liability.  Personal  injury  liability  is  covered  as 
well.  Another  rating  feature  written  into  the  new  pro- 
gram is  the  chargeable  loss  feature.  This  surcharge 
mechanism  applies  to  physicians  who  incur  claims 
losses  while  covered  with  Argonaut.  If  a doctor  in- 
curs one  claim  which  results  in  the  payment  of  losses 
exceeding  $1,000,  he  will  not  be  surcharged  for  that 
claim.  However,  on  the  second  claim  paid  incurred 
over  $1,000  for  that  doctor,  his  rate  will  be  sur- 
charged 50%.  The  third  claim  will  result  in  a 300% 
increase  in  rate;  the  fourth  claim  in  a 400%  increase; 
and  the  fifth  claim,  500%  increase.  In  lieu  of  this, 
a physician  may  elect  to  have  a deductible  applied  to 
his  policy.  In  this  case,  he  would  be  required  to  post 
bond  for  the  amount  of  the  deductible.  The  county 


medical  societies  in  Florida  also  carry  out  a claims 
prevention  program. 

The  Minnesota  Medical  Association  carrier  is  St. 
Paul.  This  is  a comprehensive  liability  protection  pro- 
gram covering  professional  liability,  office  premises 
and  personal  injury  liability,  offices  premises  medical 
payments,  and  defendants’  reimbursement  coverage. 
Limits  of  liability  extend  from  $25,000/ $75,000  to 
$100,000/$300,000,  and  excess  coverage  is  available 
for  $1  million  or  more.  A peer  review  committee 
provides  for  physician  participation  which  extends 
to  claims  review,  eligibility  recommendations  and  par- 
ticipation in  claims  prevention  aspects.  There  is  a cen- 
tralized claims  service  through  two  service  centers 
with  specialized  defense  attorneys  and  close  communi- 
cation and  participation  with  the  peer  review  function. 
There  are  five  classes.  There  have  been  rate  in- 
creases of  29%,  30%,  and  82%  in  the  last  three  years 
reflecting  the  increased  number  of  claims  and  size  of 
claims  payments,  yet  the  rates  charged  by  St.  Paul  are 
still  only  half  the  rates  advised  by  ISO. 

When  it  is  necessary  to  defend  a case,  independent 
attorneys  are  retained  to  handle  the  defense.  These 
legal  firms  are  obtained  for  their  experience  and 
expertise  in  the  professional  liability  field.  An  addi- 
tional feature  in  the  policy  is  the  payment  of  any  ex- 
penses for  loss  of  time  incurred  by  the  physician  in 
attending  court. 

The  peer  review  function  is  not  carried  out  on  a 
county  level  in  Minnesota  as  it  showed  that  local 
biases  and  the  “conspiracy  of  silence”  were  found  to 
persist.  Thus,  the  Association  believes  that  centralized 
peer  review  is  more  conducive  to  effective  review 
control. 

The  Medical  Society  of  New  York  employs  Em- 
ployers Mutual  of  Wausau  as  its  carrier.  It  also  em- 
ploys an  actuary  who  reviews  all  the  brokers’  records 
and  stays  abreast  of  the  company’s  rates  and  rate- 
making  policies.  Seventy-eight  percent  of  the  physi- 
cians are  insured  under  the  group  program.  Availabili- 
ty of  coverage  is  determined  by  the  Society’s  Profes- 
sional Medical  Liability  Insurance  and  Defense  Board. 
This  protection  also  extends  to  the  matter  of  cancella- 
tion. There  are  seven  classifications  of  rates  to  which 
physicians  are  assigned  according  to  specialties.  The 
maximum  limits  on  coverage  for  each  classification 
of  coverage  within  the  area  is  $200,000/ $600,000  with 
the  majority  of  doctors  choosing  the  $500,000  to  $1,- 
500,000  amounts.  In  the  New  York  program,  rates 
have  increased  439%  in  the  last  five  years.  Lower 
rates  and  lower  losses  are  not  anticipated. 

The  Professional  Medical  Liability  Insurance  Board 
has  experienced  an  overwhelming  workload,  yet  the 
assistance  and  powers  of  the  Board  in  determining 
eligibility  is  the  strongest  selling  point  of  the  group 
program  as  it  insures  a continuing  availability  of  cov- 
erage for  eligible  members.  The  society  has  been  ac- 
tive in  developing  objectives  for  physician  education 
also  in  that  it  requires  all  new  applicants  to  the  state 
society’s  malpractice  insurance  program  to  attend  a 
seminar  on  malpractice  problems  given  under  the 
auspices  of  the  Malpractice  Insurance  and  Defense 
Board.  A panel  program  is  a required  portion  of  the 
curriculum  at  the  junior  and  senior  level  in  medical 
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schools  in  regard  to  malpractice.  Also,  a speakers’ 
bureau  of  attorneys,  physicians,  and  insurance  repre- 
sentatives is  available.  At  each  state  medical  society 
meeting,  a seminar  on  malpractice  is  an  annual  pres- 
entation, and  a malpractice  workshop  is  also  carried 
out  to  an  annual  basis  in  conjunction  with  the  meet- 
ing. 

The  county  medical  societies  in  New  York  State 
have  their  own  peer  review  committees,  which  are 
malpractice  defense  committees  composed  of  a mini- 
mum of  six  to  a maximum  of  24  members  represent- 
ing most  specialties. When  a case  is  brought  before  a 
committee,  a specialist  in  the  same  field  as  that  of 
the  defendant  doctor  is  asked  to  review  the  case  and 
present  his  findings.  The  defendant  doctor,  the  de- 
fendant’s attorney,  the  carrier’s  representative  and  the 
full  committee  are  usually  in  attendance.  After  hear- 
ing the  arguments,  one  of  the  following  outcomes 
usually  results:  the  physician  deviated  from  acceptable 
practice,  the  specialist  reviewing  the  case  will  be  asked 
to  testify  that  the  physician  was  not  negligent,  or  the 
case  should  be  settled  because  the  physician  is  vul- 
nerable in  some  areas.  The  findings  and  recommenda- 
tions are  not  binding,  and  no  written  minutes  are  re- 
corded. No  final  action  may  be  taken  by  the  insur- 
ance carrier  in  a malpractice  case  without  the  written 
consent  of  the  doctor.  If  a doctor  refuses  to  settle 
and  the  carrier  has  independent  experts  that  say  the 
suit  cannot  be  defended,  the  doctor  has  the  right  to 
bring  his  case  before  a medical  arbitration  panel  of 
specialists.  The  doctor,  the  insurance  company  and 
the  state  society  each  select  a specialist  to  sit  and  hear 
the  case.  After  thorough  review,  their  decision  is  leg- 
ally binding  on  both  the  doctor  and  the  carrier.  In 
all  actions  before  the  county  medical  society  Mal- 
practice Defense  Committee  and  the  Medical  Arbitra- 
tion Panel,  the  claimant  who  has  initiated  action 
against  the  doctor  is  not  involved  in  the  proceedings. 
These  hearings  are  strictly  for  the  benefit  of  the  doc- 
tor and  the  insurance  company  to  assist  them  in  de- 
termining a proper  course  of  action  based  on  expert 
testimony  concerning  the  merits  of  the  case. 

The  Medical  Society  of  Virginia  employs  St.  Paul, 
and  the  plan  is  marketed  through  their  licensed 
agents.  Ninety-seven  percent  of  the  society’s  4,300 
members  participate  in  the  plan.  Society  involvement 
is  minimal  with  the  carrier  both  operating  and  ad- 
ministering the  plan.  It  is  a self-rating  program  based 
on  Virginia  physicians’  experience,  specialized  claims 
handling  and  defense,  an  annual  review  of  the  pro- 
gram with  the  carrier  and  body  of  appeals,  and  a 
medical-legal  panel  review  of  some  claims.  The  rate 
structure  of  St.  Paul  for  Virginia  is  about  18%  be- 
low ISO  standard  rates.  The  structure  is  based  on  the 
five  standard  ISO  classifications.  The  number  of 
claims  being  filed  against  physicians  has  risen  recently 
to  nearly  150  cases  a year.  However,  the  company 
and  society  agree  that  any  claim  determined  to  be 
without  merit  will  be  defended.  The  society  has  an 
Insurance  Committee  which  meets  annually  with  the 
carrier  to  review  the  entire  program.  It  takes  no  part 
in  screening  or  peer  review  functions.  Contact  is 
maintained  on  a day-to-day  basis  between  the  ad- 
ministrator of  the  society  and  a regional  office.  There 


is  a physician-legal  panel  consisting  of  representa- 
tives of  the  legal  and  medical  professions.  Currently 
there  are  12  members  of  each  profession  on  this 
committee.  There  is  no  official  record  or  transcript  of 
the  hearing.  The  panel  does  not  hear  claims  involving 
multiple  defendants  and  hospitals  nor  is  it  action 
binding.  The  society’s  House  of  Delegates  has  appoint- 
ed a committee  to  investigate  a plan  of  operation  for 
a peer  review  foundation,  which  is  being  discussed 
at  the  present  time. 

The  Illinois  State  Medical  Society  has  had  a mal- 
practice insurance  program  for  five  years,  and  about 
one  third  of  its  members  participated  in  the  program, 
yet  there  were  some  staggering  increases  in  premium 
rates.  A new  program  was  started  on  the  first  of 
June  of  this  year.  The  carrier  is  Hartford  Fire  Insur- 
ance Company.  The  medical  society  is  involved  in  the 
claims  and  underwriting  procedures.  It  is  a five-year 
contractural  commitment,  and  quarterly  billing  with 
no  interest  charge.  Limits  of  $100,000  to  $300,000  or 
up  to  $5  million  are  available.  There  is  a right  to  set- 
tle provision  for  a physician  or  medical  review  com- 
mittee, and  there  is  a full  and  regular  financial  dis- 
closure. In  addition,  there  is  a rate  premium  credit 
incentive  feature  for  premium  dollars  not  used  to  pay 
basic  plan  claims  and  expenses.  Additional  personal 
excess  liability  protection  can  be  obtained  provided 
at  least  $1  million  of  professional  liability  insurance 
is  obtained.  This  covers  automobile,  homeowners,  and 
watercraft  liability  and  many  other  liability  ex- 
posures. A unique  feature  is  that  a substantial  part  of 
the  policy  premium  earns  interest  at  the  rate  of  four 
percent  compounded  quarterly,  and  this  is  added  dol- 
lars to  the  fund  available  for  losses  and  is  used  to 
help  reduce  the  effect  of  inflation  and  possible  pre- 
mium losses. 

In  Maryland,  St.  Paul  Insurance  Company  is  the 
present  carrier.  They  have  had  a group  program  for 
over  ten  years  which  insures  about  3,700  of  their 
members.  However,  they  are  not  entirely  satisfied 
with  its  operation.  Recently  a statute  was  adopted 
which  would  require  reporting  by  all  companies  which 
underwrite  insurance  in  Maryland.  This  was  brought 
about  because  concise  data  on  operations  could  not  be 
obtained  from  the  carrier.  Some  specific  action  is  at 
hand  in  that  state.  As  you  probably  know,  they  have 
a Commission  on  Medical  Discipline,  which  is  a state 
agency  composed  entirely  of  doctors.  It  was  recently 
written  up  in  Medical  Economics. 

The  Tennessee  Medical  Association  has  had  an  in- 
surance plan  for  professional  liability  for  15  years. 
The  Shelby  Mutual  Insurance  Company  of  Shelby, 
Ohio,  has  been  the  underwriter  since  its  inception, 
and  some  75%  of  the  physicians  participate  in  the 
Association  plan.  They  are  now  realizing  about  a 
15%  reduction  against  the  normal  rate  a physician 
would  have  to  pay  for  liability  and  malpractice  insur- 
ance outside  the  plan.  It  is  interesting  that  the  Insur- 
ance Service  Office  of  the  United  States  recently 
petitioned  the  Insurance  Commission  of  the  State  of 
Tennessee  for  a 100%  increase  in  rates.  However, 
after  the  appearance  before  the  Commission  of  a com- 
mittee composed  of  representatives  of  the  agency  that 
administers  the  plan,  as  well  as  an  attorney  and  Ex- 
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ecutive  Director  of  the  Association,  the  rate  increase 
was  denied.  There  are  five  classifications  with  rate 
limits  from  $25,000/$75,000  up  to  $200,000/$600,- 
000.  Personal  injury  and  premises  liability  can  also 
be  obtained  under  the  same  program  when  written 
with  the  professional  liability  coverage. 

The  Medical  Association  of  Alabama  recently  put 
into  effect  a plan  underwritten  by  Employers  Insur- 
ance of  Wausau.  This  is  less  than  two  years  old. 
There  is  a guarantee  that  there  will  be  no  increase  in 
base  rates  for  at  least  two  years  time.  Only  members 
of  the  medical  association  are  eligible,  and  the  policy 
cannot  be  cancelled  or  restricted  without  prior  con- 
sultation with  the  medical  association.  The  Malprac- 
tice Insurance  Committee  reviews  and  evaluates  the 
medical  and  settlement  aspects  of  all  claims.  Cov- 
erage limits  are  available  up  to  $1  million  for  each 
claim  and  $3  million  aggregate.  Employees  profes- 
sional liability,  as  well  as  personal  and  property 
damage  liability,  is  available.  The  plan  also  reim- 
burses necessary  expenses  for  time  lost  at  the  request 
of  the  insurance  company  in  attending  actual  court 
trials.  There  is  also  a personal  and  business  liability 
umbrella  policy  with  limits  to  $4  million. 

It  appears  that  group  plans  are  here  to  stay.  They 
appear  to  assure  a market  for  the  hard-to-insure  and 
may  offer  options  which  are  not  always  available  in 
the  individual  market.  Hopefully,  they  will  encour- 
age a good  central  data  agency,  and  with  the  use  of 
a medical  society’s  insurance  committee  or  peer  re- 
view, a doctor  does  have  more  control  over  his  mal- 
practice insurance  situation  in  a group  plan  which  of- 
fers him  hopefully  more  expertise.  I’m  not  sure  that 
group  plans  bring  about  a decrease  in  rates.  The  cost 
of  constant  level  of  medical  malpractice  insurance 
coverage  increased  seven-fold  for  physicians  and  ten- 
fold for  surgeons  between  1960  and  1972.  However, 
in  Kentucky  during  the  same  period  of  time,  there 
was  a 50%  reduction. 

In  order  to  initiate  a group  plan,  it  would  seem 
that  a malpractice  insurance  questionnaire  would 
have  to  be  circularized  in  order  to  determine  practice 
and  professional  characteristics,  especially  the  in- 
stance of  involvement  in  malpractice  suits  against  the 
individual  or  if  malpractice  insurance  had  been  can- 
celled, and,  of  course,  if  the  physician  desired  an  As- 
sociation-sponsored insurance  program.  At  the  same 
time,  the  inquiry  could  learn  if  the  physician  felt  that 
the  medical  society  should  be  actively  involved  in 
reviewing  eligibility,  peer  review,  review  of  claims  and 
some  claim  prevention  education,  and,  of  course, 
would  the  individual  support  a program  in  which  the 
state  society  was  actively  involved  and  whether  he 
would  change  from  his  present  insurance  company  if 
the  cost  was  comparable. 

Thomas  M.  Marshall,  M.D. 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Committee  on  Business  Management  and  Serv- 
ices and  recommends  that  the  report  be  accepted. 

The  Reference  Committee  would  like  to  add  its 
commendation  to  Thomas  M.  Marshall,  M.D.,  Chair- 
man, for  his  diligent  and  thorough  research  in  the 


comparative  study  of  malpractice  insurance  plans  in 
other  states. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  seconded  and  carried.) 

Report  of  the 
Advisory  Committee  to 
Selective  Service 

The  purpose  of  this  quasi-governmental  Commit- 
tee is  to  maintain  as  much  as  possible  an  appropriate 
balance  and  distribution  of  medical  personnel  be- 
tween our  civilian  population  and  the  Armed  Forces. 

With  the  absence  of  a draft  for  physicians,  dentists, 
or  allied  specialists,  it  was  unnecessary  for  the  Com- 
mittee to  meet  during  this  Associational  year.  The 
Chairman  has  handled  several  specific  requests  by 
phone  and  through  correspondence. 

The  Committee  members  and  Colonel  Taylor 
Davidson  and  his  staff  with  the  State  Selective  Service 
office  have  been  most  helpful  and  cooperative. 

George  P.  Archer,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Advisory  Committee  to  Selective  Service  and 
views  with  great  pleasure  the  absence  of  any  draft 
of  physicians,  dentists,  or  allied  specialists  in  this 
year. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 

Report  of  the 

Coordinating  Commission  on 
Governmental  Medical  Services 

The  Coordinating  Commission  on  Governmental 
Medical  Services  held  two  meetings  during  the  As- 
sociational year.  At  the  first  meeting,  a policy  state- 
ment was  formulated  regarding  the  assignment  of 
physician  personnel  of  the  National  Health  Service 
Corps  in  Kentucky.  With  the  approval  of  the  KMA 
Board  of  Trustees,  this  was  sent  to  the  Director  of 
the  Corps. 

The  Commission  also  discussed  at  length  the  desir- 
ability of  periodic  meetings  of  physician  members  of 
the  State  and  Regional  Comprehensive  Health  Plan- 
ning Councils.  Following  this,  KMA  staff  mailed  a 
letter  and  reply  postcard  to  the  various  physician 
members  of  these  health  planning  councils  to  deter- 
mine their  desires  and  willingness  to  attend  such  a 
meeting.  Since  there  was  only  a 40%  affirmative  re- 
sponse, it  was  felt  that  there  was  insufficient  interest 
to  set  up  such  meetings. 

At  the  second  meeting  of  the  Commission,  mem- 
bers reviewed  briefly  the  various  programs  which  they 
monitored,  and  more  complete  reports  are  included 
under  the  individual  Committee  reports. 

Frank  M.  Gaines,  Jr.,  M.D.,  Chairman 
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Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Coordinating  Commission  on  Governmental 
Medical  Services. 

The  Committee  discussed  the  problem  with  coordi- 
nating the  functions  of  the  various  committees  of 
KMA  and  suggests  that  there  may  be  a problem  in 
this  area  and  that  studies  should  be  given  to  the 
matter. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  seconded  and  carried.) 

Report  of  the 

Technical  Advisory  Committee  on 
Physician  Services  (Title  XIX) 

The  five-member,  KMA-appointed  Technical  Ad- 
visory Committee  on  Physician  Services  (Title  XIX) 
is  a quasi-governmental  body  called  for  by  Kentucky 
Statutes.  It  is  one  of  several  provider  groups  “estab- 
lished for  the  purpose  of  acting  in  an  advisory  capaci- 
ty to  the  Advisory  Council  for  Medical  Assistance.” 

This  Committee  met  on  four  occasions  and  had 
excellent  attendance.  These  meetings  were  generally 
held  prior  to  the  Advisory  Council  meetings,  which 
were  also  attended  by  this  Committee’s  members. 

We  are  appreciative  of  the  relationship  this  Com- 
mittee has  with  staff  members  of  the  State  Depart- 
ments of  Health  and  Economic  Security. 

The  Committee  would  like  to  point  out  several 
items  that  have  received  action  during  the  past  As- 
sociational  year. 

1.  At  the  request  of  the  KMA  Executive  Commit- 
tee, a letter  was  written  to  Howard  Bost,  Ph.D.,  Chair- 
man of  the  Advisory  Council  for  Medical  Assistance, 
reaffirming  that  physicians  should  be  paid  usual  and 
customary  fees  for  in-hospital  services.  Statistical  in- 
formation provided  by  the  Medical  Assistance  Di- 
vision of  the  Department  of  Health  regarding  budget 
estimates  for  payment  of  physicians’  usual  and  cus- 
tomary fees  for  in-hospital  services  under  KMAP  re- 
vealed that  Kentucky  physicians  are  subsidizing 
KMAP  by  approximately  $13.3  million.  This  infor- 
mation was  included  in  the  letter  to  Doctor  Bost  and 
provided  to  KMA  members  in  an  editorial  by  KMA 
President  Lee  C.  Hess,  M.D.,  which  appeared  in  the 
February,  1973,  issue  of  The  Journal  of  KMA. 

2.  The  KMAP  policy  of  requiring  appropriate 
consultations  before  sterilizations  performed  are  cov- 
ered under  the  Program  was  reviewed  since  there  had 
been  an  indication  that  some  hospitals  had  liberalized 
their  guidelines.  It  was  the  recommendation  of  the 
Physicians  Technical  Advisory  Committee  that  the 
current  policy  not  be  changed. 

3.  The  Committee  rejected  a proposed  change  in 
the  method  of  billing  when  Part  B of  Medicare  is  in- 
volved. The  proposed  change  would  have  required 
additional  clerical  work  by  physicians’  office  staffs. 
The  Advisory  Council  for  Medical  Assistance  ac- 
cepted the  Committee’s  recommendation  that  the 
billing  remain  as  it  is  currently  being  done. 

4.  A problem  regarding  proper  identification  of 
recipients  eligible  for  KMAP  coverage,  prior  to  the 
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issuance  of  the  official  identification  card,  was  re- 
viewed by  the  Committee.  A temporary  identifica- 
tion card  system  was  initiated  by  the  Department 
of  Economic  Security,  and,  at  the  suggestion  of  the 
Committee,  a letter  of  explanation  and  supporting 
material  was  sent  to  each  Kentucky  physician  by  the 
Medical  Assistance  Division  of  the  Department  of 
Economic  Security. 

As  Chairman,  I wish  to  thank  the  dedicated  mem- 
bers of  this  Committee  who  have  served  diligently  in 
the  interest  of  an  improved  Medicaid  Program  in 
Kentucky. 

William  T.  Watkins,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

The  Reference  Committee  reviewed  the  Report  of 
the  Technical  Advisory  Committee  on  Physician  Serv- 
ices (Title  XIX).  The  Reference  Committee  would 
like  to  emphasize  to  the  House  of  Delegates  that  esti- 
mates by  the  Medical  Assistance  Division  of  the  De- 
partment of  Health  indicate  that  Kentucky  physicians 
are  subsidizing  the  Kentucky  Medical  Assistance  Pro- 
gram by  approximately  $13.3  million  annually.  We 
urge  the  Committee  to  continue  to  strive  for  inclu- 
sion of  in-hospital  charges. 

We  would  also  like  to  emphasize  the  importance 
of  physicians  continuing  to  submit  usual  and  cus- 
tomary fees  on  charges  sent  to  the  KMAP  so  that 
profiles  may  be  kept  current.  This  is  of  great  potential 
importance  in  view  of  possible  changes  in  administra- 
tive policies  of  KMAP. 

Mr.  Speaker,  I move  the  adoption  and  implemen- 
tation of  this  section  of  the  report. 

(Motion  seconded  and  carried.) 

Report  of  the 

Advisory  Committee  on  Title  XVIII 

The  Advisory  Committee  on  Title  XVIII  met  with 
representatives  of  the  Medicare  carriers  on  March  22, 
1973.  to  discuss  changes  made  in  the  Medicare  Law 
by  the  passage  of  Public  Law  92-603. 

This  bill  made  over  100  changes  in  Medicare  and 
Child  Health  Programs.  Medicare  changes  discussed 
included  coverage  in  intermediate  care  and  skilled 
nursing  facilities;  modifications  of  the  14-day  transfer 
to  permit  a patient  to  enter  a SNF  within  28  days; 
disability  benefits;  coverage  of  previously  uninsured 
individuals  under  Part  A;  reimbursement  for  services 
of  teaching  physicians;  disability  eligibility  coverage 
of  chronic  renal  disease;  review  of  health  care  pro- 
vided by  or  in  institutions  by  Professional  Standard 
Review  Organizations  after  January  1,  1974;  the  in- 
crease in  Part  A coinsurance  and  deductibles  and  the 
increase  of  Part  B premiums  and  deductibles;  cover- 
age of  cost  of  certain  supplies  related  to  colostomies; 
reimbursement,  through  a single  capitation  payment, 
to  Health  Maintenance  Organizations;  and  the  modi- 
fication of  Part  B to  provide  100%  reimbursement  of 
the  cost  of  home  health  service. 

Representatives  of  the  Medicare  Office  of  the 
Metropolitan  Life  Insurance  Company  discussed  some 
problems  experienced  in  processing  claims.  The  Com- 
mittee has  recommended,  through  the  KMA  Board 
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of  Trustees,  that  the  Lexington  Medicare  Office  spon- 
sor regional  seminars  for  staff  members  of  physicians’ 
offices  to  assist  them  in  the  proper  method  of  billing 
for  physician  services  under  the  Medicare  Program. 

We  appreciate  the  interest,  cooperation,  and  dili- 
gence of  our  Committee  members  during  the  past 
year. 

Robert  E.  Smith,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Advisory  Committee  on  Title  XVIII  and  com- 
mends the  Committee  for  its  continuing  services  to 
the  physicians  of  the  State. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 

Report  of  the 

Committee  on  Appalachian  and 
OEO  Programs 

The  Committee  on  Appalachian  and  OEO  Programs 
met  twice  during  the  Associational  year  and  accumu- 
lated information  from  various  guests,  who  were  able 
to  discuss  with  us  the  program  changes  in  the  various 
OEO  and  Appalachian  Programs.  The  summary  of  the 
status  of  these  programs  follows. 

With  the  demise  of  the  OEO  Program  in  Wash- 
ington, no  new  health  programs  are  being  funded. 
There  are  three  existing  grants  in  Kentucky.  The 
Park-DuValle  Neighborhood  Health  Center  in  Louis- 
ville apparently  is  doing  well  although  they  anticipate 
a decrease  in  funds  with  some  curtailment  in  pro- 
grams. The  Hunter  Foundation  for  Medical  Care  in 
Lexington  has  been  under  way  only  a few  months 
and,  from  the  information  we  have,  is  not  firmly 
established  as  yet.  The  third  program  in  Floyd  Coun- 
ty, after  its  cancellation  a year  ago,  has  been  funded 
with  a planning  grant,  which  is  still  in  effect,  but  there 
have  been  little  or  no  new  developments  this  year. 

The  funding  for  the  Appalachian  Health  Programs 
will  continue  for  several  more  years,  but  a number  of 
the  programs  are  being  phased  out  this  year.  The 
proposal  to  start  a Health  Maintenance  Organiza- 
tion in  Southeastern  Kentucky  is  still  in  the  planning 
phase,  and  there  is  nothing  new  to  report  on  this 
project  during  the  past  year. 

Frank  M.  Gaines,  Jr.,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Committee  on  Appalachian  and  OEO  Programs. 
It  was  the  opinion  of  the  Reference  Committee  that 
this  represents  another  example  of  the  need  for  con- 
tinuing coordination  of  the  various  functioning  com- 
mittees of  KMA. 

Mr.  Speaker,  I move  the  acceptance  of  this  section 
of  the  report. 

(Motion  seconded  and  carried.) 


Report  of  the 

Committee  on  Mental  Health- 
Mental  Retardation  Centers 

The  1972  KMA  House  of  Delegates  approved  a 
recommendation  that  a new  committee  be  estab- 
lished and  charged  with  the  responsibility  of  monitor- 
ing the  growing  chain  of  State  and  Federally  support- 
ed mental  health  and  mental  retardation  centers.  This 
Committee  was  appointed  by  the  KMA  Board  of 
Trustees  for  this  purpose. 

The  House  of  Delegates  also  passed  Resolution  Q, 
in  which  it  was  resolved  that  the  State  Comprehen- 
sive Health  Planning  Agency  study  the  cost,  patient 
load  and  care,  staffing  and  efficiency  of  the  compre- 
hensive mental  health-mental  retardation  centers 
and  inform  the  citizens  of  Kentucky  and  the  Ken- 
tucky Medical  Association  of  its  findings.  This  resolu- 
tion was  sent  to  State  Comprehensive  Health  Plan- 
ning in  December  of  1972  by  KMA  Board  of  Trus- 
tees Chairman  Robert  N.  McLeod,  Jr.,  M.D.,  and  the 
committee  of  State  CHP  has  been  appointed  for  this 
study. 

The  1972  Kentucky  General  Assembly  passed  SCR 
48,  which  is  a Senate-House  concurrent  resolution  re- 
questing that  a study  be  made  of  mental  retardation 
programs.  It  is  our  understanding  that  this  report 
will  be  available  this  fall. 

The  new  KMA  Committee  met  on  February  8 
and  on  May  3,  1973.  At  the  first  meeting  members 
commented  on  the  statistical  publication,  “Patterns  of 
Progress”,  which  had  been  published  by  the  Depart- 
ment of  Mental  Health.  The  Committee  Members 
discussed  methods  of  obtaining  additional  informa- 
tion, and  a three-page  questionnaire  was  designed, 
which  was  later  sent  to  all  county  medical  society 
secretaries  and  to  the  Office  of  State  Comprehensive 
Health  Planning. 

Responses  to  the  questionnaire  were  very  poor  and, 
at  the  May  3 meeting  of  the  Committee,  a new  one- 
page  questionnaire  was  designed  to  determine  physi- 
cian acceptance  of  the  mental  health-mental  retarda- 
tion program  in  Kentucky.  All  Committee  members 
were  provided  with  a list  of  the  names  and  telephone 
numbers  of  the  presidents  of  the  county  medical  so- 
cieties in  their  areas  that  have  ten  or  more  physician 
members. 

Prior  to  the  second  meeting  of  the  Committee,  the 
Commissioner  of  Mental  Health  requested  represen- 
tation on  the  Committee.  Stanley  Hammons,  M.D.,  a 
staff  member  of  the  Department  of  Mental  Health, 
was  appointed  to  the  KMA  Committee. 

A request  was  also  received  from  the  Chairman  of 
the  Advisory  Council  on  Mental  Health  asking  if  a 
representative  could  attend  the  next  KMA  Committee 
meeting.  All  members  of  the  Council  were  invited. 

The  meeting  was  attended  by  Council  Member  Arthur 
R.  Kasey,  M.D.,  who  expressed  the  desire  that  the 
KMA  Committee  and  the  Council  continue  liaison. 

Since  Doctor  Hammons  could  not  attend  the  meet- 
ing, he  has  been  forwarded  copies  of  the  digest, 
questionnaire  and  has  been  requested  to  secure  cer- 
tain cost  information  believed  to  be  available  through 
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the  Mental  Health  Department’s  electronic  data  proc- 
essing division.  There  has  been  no  response  from  the 
Department  of  Mental  Health  to  several  requests  for 
financial  and  statistical  data.  This  information  was 
very  basic  for  this  Committee  to  perform  its  activi- 
ties. 

We  did  note  with  interest  the  television  documen- 
tary on  “First  Tuesday”  shown  in  June,  which  was 
most  complimentary  of  the  patient  care  at  the  new 
Outwood  facilities  in  Somerset,  Kentucky. 

Although  it  has  been  a year  in  which  there  have 
been  requests  from  different  sources  for  informa- 
tion on  mental  health-mental  retardation  programs, 
there  is  little  to  report.  Communication  between  the 
medical  profession  and  those  in  charge  of  mental 
health-mental  retardation  programs  seems  to  be  one 
of  the  real  stumbling  blocks. 

Thomas  A.  Weldon,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  5 

Reference  Committee  No.  5 reviewed  the  Report  of 
the  Committee  on  Mental  Health-Mental  Retardation 
Centers.  The  Reference  Committee  members  re- 
viewed with  concern  the  difficulties  the  Committee 
has  encountered  in  securing  information  about  men- 
tal health  programs  in  the  State  of  Kentucky.  We 
would  urge  that  in  spite  of  the  frustrations  met,  the 
activities  of  the  Committee  should  continue. 

Ed  Morgan.  M.D.,  of  Louisville,  appeared  and  sup- 
plied a great  deal  of  detailed  information  about  spe- 
cific examples  of  physician  liaison  problems  with 
some  of  the  existing  programs. 

Mr.  Speaker,  I move  the  adoption  and  implementa- 
tion of  this  section  of  the  report. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I move  the  adoption  of  the  report 
of  Reference  Committee  No.  5 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I would  like  to  thank  each  member 
of  this  Committee  for  his  help  in  reviewing  these 
reports  and  writing  the  Reference  Committee  report 
and  Mrs.  Doris  Crume  for  her  assistance. 

REFERENCE  COMMITTEE  NO.  5 
W.  Fielding  Rubel,  M.D.,  Louisville,  Chairman 
Thomson  R.  Bryant,  Jr.,  M.D.,  Lexington 
W.  H.  Keller,  M.D.,  Frankfort 
Paul  F.  Maddox,  M.D.,  Campton 
N.  H.  Talley,  M.D.,  Princeton 

REFERENCE  COMMITTEE  NO.  6 

James  L.  Ferrell,  M.D.,  Paris,  Chairman 

Reference  Committee  No.  6 considered  the 
following  reports: 

11.  Report  of  the  KMA  Judicial  Council 

13.  Report  of  the  Rural  Kentucky  Medical  Schol- 
arship Fund 

24.  Report  of  the  Committee  to  Study  the  Consti- 
tution and  Bylaws 


25.  Report  of  the  Interim  Meeting  Program  Com- 
mittee 

26.  Report  of  the  McDowell  House  Board  of  Man- 
agers 

27.  Report  of  the  Memorials  Commission 
29.  Report  of  the  Committee  on  Orientation 

5.  Report  of  the  Chairman,  Board  of  Trustees, 
Paragraphs  2 and  3 on  Page  12  relating  to  the  Ad 
Hoc  Committee  to  Study  Abortion  Guidelines  and 
the  Addendum  to  the  Report  of  the  Chairman  on  the 
full  report  of  the  Ad  Hoc  Committee  to  Study  Abor- 
tion Guidelines. 

Resolution  C — Abortion  Policy  (Campbell-Ken- 
ton  County  Medical  Society) 

Resolution  D — AMA  Rubella  Policy  (Campbell- 
Kenton  County  Medical  Society) 

Resolution  E— Residents  and  Interns  Proportion- 
ate Representation  in  the  KMA  House  of  Dele- 
gates (Jefferson  County  Medical  Society) 

Resolution  F — Amendments  to  Bylaws  (KMA 
Board  of  Trustees) 

Resolution  H — Position  Statement  on  Abortion 
KMA  Board  of  Trustees) 

Report  of  the 
KMA  Judicial  Council 

As  of  December  21,  1973,  four  new  Council  mem- 
bers, Gabe  A.  Payne,  M.D.,  Chairman;  E.  C.  Seeley, 
M.D.;  Roy  H.  Moore,  M.D.;  and  James  O.  Willough- 
by, M.D.,  began  service  on  the  Judicial  Council. 
Since  that  date  the  Council  has  reviewed  over  30 
items,  and  in  each  instance  the  complaint  or  matter 
was  resolved  or  passed  on  to  the  appropriate  body, 
or  in  some  instances  the  matter  is  still  under  inves- 
tigation by  the  Council. 

Among  the  first  actions  was  consideration  of  mat- 
ters referred  from  the  1972  House  of  Delegates  as  to 
the  1972  Judicial  Council  Report.  The  following 
items  were  referred  back  to  the  Council  from  the 
House  of  Delegates  for  either  re-consideration  or 
clarification: 

2)  “That  it  is  unethical  for  physicians  to  permit 
the  clinic  by  which  they  are  employed  or 
with  which  they  are  associated,  to  circularize  the 
profession  with  material  (whether  by  direct  mail  or 
through  articles  in  a magazine)  which  gives  their 
names  and  lists  the  services  they  are  prepared  to 
render  on  referral.” 

ACTION  TAKEN:  “That  it  is  unethical  for  physi- 
cians to  permit  the  clinic  by  which  they  are  employed 
or  with  which  they  are  associated,  to  circularize  the 
profession  with  material  (whether  by  direct  mail  or 
through  articles  in  a magazine)  which  gives  their 
names  and  lists  the  procedures  they  are  prepared  to 
render  on  referral.” 

4) “That  it  is  unethical  for  surgeons  located  in 
one  city  to  travel  to  out-lying  towns  to  do  surgery 
unless  they  examine  the  patient  prior  to  the  sur- 
gery and  make  their  own  diagnosis,  write  the  pre- 
operative and  post-operative  orders  and  provide 
the  post-operative  care.  The  surgeon’s  charging  of 
his  usual  and  customary  fee  (which  ordinarily  in- 
cludes post-operative  care)  while  allowing  the  re- 
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ferring  physician  to  provide  (and  charge  for)  the 
post-operative  care  was  specifically  condemned.” 
ACTION  TAKEN:  None 

5)  “That  it  is  not  improper  or  unreasonable 
for  hospitals  to  require  physicians  to  take  their 
turn  on  call  at  the  emergency  room,  as  a condition 
of  staff  membership.” 

ACTION  TAKEN:  “The  Council  felt  that  this 
should  be  left  up  to  the  bylaws  of  the  individual  local 
hospitals  but  reaffirmed  that  this  requirement  could 
be  a condition  of  active  staff  membership.”  The 
Council  also  noted  the  following  statement  from  the 
JCAH  1971  Guidelines  for  the  Formulation  of  Medi- 
cal Staff  Bylaws,  Rules,  and  Regulations.  “The  med- 
ical staff  shall  adopt  a method  of  providing  medical 
coverage  in  the  emergency  services  area  (department). 
This  shall  be  in  accord  with  the  hospital’s  basic  plan 
for  the  delivery  of  such  services,  including  delineation 
of  clinical  privileges  for  all  physicians  who  render 
emergency  care.” 

(6)  “That  the  practice  of  midwifery  is  not  the 
practice  of  medicine  and  midwives  may  not  prac- 
tice anesthesia.” 

ACTION  TAKEN:  None 

7)  “That  a technician  (however  well  trained) 
who  is  not  a licensed  physician,  cannot  qualify  as  a 
first  assistant  on  major  surgery.” 

ACTION  TAKEN:  The  Council  members  dis- 
cussed the  fact  that  this  situation  in  hospitals  may 
differ  widely  according  to  the  availability  of  physi- 
cians. The  Council  also  felt  that  based  on  the  com- 
petency of  available  technicians,  this  must  be  a mat- 
ter of  local  determination  for  the  hospitals  and  that 
where  conditions  dictated,  relaxation  of  this  guide- 
line might  be  necessary. 

8)  “That  the  practice  of  anesthesia  is  a part  of 
the  practice  of  medicine  and  that  the  administra- 
tion of  anesthetics  by  personnel  who  are  neither 
physicians  nor  directly  supervised  agents  should 
be  challenged  in  the  courts.” 

ACTION  TAKEN:  The  Council  has  recommend- 
ed to  the  Board  of  Trustees  of  KMA  that  it  con- 
sider recommending  to  BC-BS  that  future  payments 
to  free  lance  nurse  anesthetists  be  made  directly  to 
the  nurse  anesthetist;  and  further  the  Council  has 
gone  on  record  as  recommending  to  BC-BS  that  re- 
gardless of  how  they  pay  the  nurse  anesthetist  that  it 
be  approved  by  the  operating  surgeon.  The  Judicial 
Council  determined  it  was  not  appropriate  at  this 
time  to  institute  legal  proceedings  in  regard  to  the 
definition  of  anesthesia. 

The  Council  has  met  on  the  following  dates:  De- 
cember 2,  1972;  January  31,  1973;  March  15,  1973; 
May  10,  1973;  June  21,  1973;  and  July  18,  1973  and 
considered  complaints  from  patients,  physicians,  and 
third  parties,  which  related  to  treatment  received, 
fees  charged,  billing  procedures,  and  other  aspects  of 
medical  practices,  and  in  two  instances,  its  availability. 

Included  in  these  matters  was  a third  party  com- 
plaint against  a physician’s  treatment  of  patients. 
This  involved  a lengthy  hearing  carried  over  to  two 
Council  meetings,  and  the  result  of  this  hearing  has 
initiated  the  Council’s  efforts  toward  establishing  a 
continuing  education  program  for  physicians  desir- 


ing such  services,  and  for  those  who  have  come  be- 
fore the  Council  and  who  in  the  Council’s  opinion 
need  to  avail  themselves  of  such  education. 

There  was  also  heard  at  length  a complaint  from 
the  Lexington  Medicare  office  concerning  billing 
procedures. 

Inquiries  and  complaints  have  been  received  con- 
cerning problems  created  by  various  companies  per- 
forming multiphasic  screening  tests  within  the  State, 
and  the  Council  members  felt  that  some  action  was 
indicated  to  provide  guidelines  for  the  KMA  member- 
ship. Following  some  research  on  this  subject,  the 
Council  voted  to  advise  the  House  of  Delegates  of  the 
following  statement  it  has  approved  concerning  multi- 
phasic  screening  tests  and  also  would  like  the  House 
to  be  aware  that  continuing  research  will  be  conduct- 
ed on  this  matter: 

“Multiphasic  health  testing  (MHT)  is  one  meth- 
od of  initial  health  data  acquisition.  It  can  be  per- 
formed by  automated  or  non-automated  techniques 
or  by  a combination  of  the  two.  It  consists  of  col- 
lecting, recording  and  reporting  test  results  and, 
as  such,  it  is  an  incomplete  health  service.  To  be 
meaningful,  provisions  must  be  made  to  have  a 
physician  evaluate  and  interpret  the  test  results. 
An  attending  physician  may  not  receive  a rebate, 
referral  fee,  commission,  or  the  like  from  a pro- 
gram whose  facilities  have  been  used  by  his  pa- 
tients. A physician  who  receives  reports  from  an 
MHT  organization  involving  persons  who  have 
made  no  prior  arrangement  with  him  for  their 
evaluation  may  choose  to  accept  such  persons  as 
his  patients,  and  communicate  with  them  and 
provide  such  additional  services  as  are  necessary 
and  usual  in  the  physician-patient  relationship.  If 
the  physician  elects  not  to  accept  the  patient,  he 
may  return  the  reports  to  the  MHT  organization. 
If  he  does  so,  it  is  recommended  that  a covering 
letter  be  sent,  stating  that  he  has  not  evaluated 
such  reports  and  that  the  MHT  organization  take 
the  necessary  steps  to  inform  the  persons  tested  of 
the  need  to  make  arrangements  with  a physician 
for  their  evaluation  and  follow-up  care  if  needed.” 

In  a matter  brought  before  the  Council  referable 
to  advertising  medical  services,  the  Council  has  re- 
ceived and  studied  both  information  and  legal  briefs 
concerning  the  matter,  but  is  also  seeking  further 
consultation  and  information.  This  action  has  not 
been  resolved  at  this  time,  but  it  is  anticipated  that 
an  opinion  will  be  rendered  by  the  Council  within 
the  next  several  meetings. 

The  Judicial  Council  realizes  that  the  Trustees  and 
Trustee  District  Grievance  Committees  represent  its 
sole  means  of  fact-finding  in  relation  to  many  of  its 
complaints  referred  to  the  Council,  and  would  like 
to  thank  and  commend  the  Trustees  who  have  been 
of  great  assistance  to  us  in  this  year,  and  inform 
them  that  the  Council  can  rarely  proceed  to  con- 
sider any  case  until  their  findings  are  returned. 

The  Judicial  Council  would  especially  like  to 
thank  Mrs.  Linda  O’Daniel,  the  past  KMA  Judicial 
Council  Recorder,  and  Mr.  E.  Gaines  Davis,  Jr., 
former  Secretary  and  Legal  Counsel  for  the  Judicial 


Mr 


874 


December  1973  • The  Journal  of 


Council,  for  their  most  helpful  assistance  in  Judicial 
Council  proceedings. 

Gabe  A.  Payne,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 considered  as  its  first 
order  of  business  the  Report  of  the  KMA  Judicial 
Council.  There  was  discussion  in  this  reference  com- 
mittee of  the  items  referred  back  to  the  Council 
from  the  House  of  Delegates  in  1972.  Gabe  A. 
Payne,  Jr.,  M.D.  noted  under  number  2,  the  only 
change  was  “procedures”  substituted  for  “services”, 
which  is  the  eighth  word  in  the  seventh  line  from 
the  bottom. 

There  was  considerable  discussion  regarding  num- 
ber 7 and  explanation  as  to  the  action  taken  by  the 
Council.  The  Reference  Committee  reviewed  the  re- 
port carefully  and  heard  all  discussion  through 
page  3. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

The  section  of  the  Judicial  Council  Report  dealing 
with  multiphasic  screening  tests  was  reviewed,  and 
the  necessity  to  have  physician  evaluation  was  voiced 
by  KMA  members.  The  Reference  Committee  recom- 
mends on  page  4,  line  7 that  the  words  “to  be 
meaningful”  be  deleted.  This  sentence  in  the  report 
will  now  read  “Provisions  must  be  made  to  have  a 
physician  evaluate  and  interpret  the  test  results”. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Rural  Kentucky  Medical 
Scholarship  Fund 

The  Rural  Kentucky  Medical  Scholarship  Fund, 
established  in  1946  for  the  purpose  of  providing  a 
better  distribution  of  physicians  in  rural  Kentucky, 
now  has  194  physicians  in  practice  in  86  counties, 
with  28  serving  in  critical  counties. 

There  are  now  outstanding  249  notes  to  122  bor- 
rowers, for  a total  in  excess  of  $541,000.  These 
recipients  are  either  in  medical  school,  interning,  or 
in  the  Armed  Services. 

All  loans  and  contracts  are  processed  at  the 
KMA  Headquarters  Office.  Progress  reports  are 
secured  on  students  in  medical  school,  and  contact 
is  maintained  with  interns,  recipients  in  the  Armed 
Services,  and  past  recipients  in  practice.  The  Louis- 
ville Trust  Company  serves  as  the  fiscal  agent  for 
the  Fund. 

This  year,  regular  annual  loans  were  increased 
from  $2,500  to  $3,000  and  critical  county  loans  were 
increased  from  $3,000  to  $3,500.  The  loan  agreements 
are  to  medical  students  who  are  residents  of  Ken- 
tucky and  have  agreed  to  practice  in  an  approved 
area  of  the  state  one  year  for  each  loan  received. 
Forgiveness  features  are  applicable  to  recipients  who 
establish  practice  in  designated  areas  of  critical  or 
semi-critical  need. 
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A recipient  who  enters  practice  in  a critical  county 
may  leave  after  satisfying  his  obligation  to  the  Fund. 
Listed  as  causes  for  moving  are  the  unreasonably 
long  hours  of  work,  the  inability  to  participate  in 
continuing  education,  and  the  lack  of  time  for  family, 
church,  recreation,  etc.  In  order  to  improve  the  lot 
of  these  courageous  practitioners,  the  Trustees  of  the 
Fund  adopted  a policy  in  1973  of,  where  possible, 
allowing  two  or  three  practitioners  to  form  a mini- 
group in  either  a single  critical  county,  or  possibly  a 
group  of  two  or  three  small  counties.  Hopefully,  this 
arrangement  will  help  to  offset  some  of  the  liabilities 
of  solo  practice  in  this  atmosphere. 

Doctor  Simpson,  in  noting  the  success  of  the 
program  over  the  past  27  years,  expressed  particular 
appreciation  for  the  interest  and  support  of  Governor 
Wendell  H.  Ford,  Health  Commissioner  William  P. 
McElwain,  M.D.,  and  the  members  of  the  Kentucky 
General  Assembly. 

G.  L.  Simpson,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  the  Report 
of  the  Rural  Kentucky  Medical  Scholarship  Fund. 
The  Chairman  of  this  Committee,  G.  L.  Simpson, 
M.D.,  was  present  to  make  comments  on  this  report 
as  well  as  answer  questions  from  the  audience. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Committee  to  Study  The 
Constitution  and  Bylaws 

The  Committee  to  Study  the  Constitution  and 
Bylaws  met  this  year  on  May  23  for  its  annual 
session  to  implement  Bylaws  changes  that  had  been 
proposed  to  the  committee  and  to  generally  update 
the  Bylaws. 

The  committee  was  directed  to  consider  a sug- 
gestion which  would  have  placed  the  broad  makeup 
of  the  Judicial  Council  policies  under  the  Constitu- 
tion rather  than  in  the  Bylaws  as  is  currently  done. 
After  a considerable  discussion  it  was  the  opinion  of 
the  Committee  to  Study  the  Constitution  and  Bylaws 
that  no  changes  be  made  in  regard  to  the  policies 
of  the  Judicial  Council  at  this  time. 

We  also  considered  a resolution  which  was  adopted 
by  the  American  Medical  Association  last  year  which 
recommended  that  all  constituent  associations  and 
scientific  sections  examine  now  and  periodically  the 
conditions,  qualifications,  methods,  procedure,  tenure, 
and  related  aspects  of  the  election  of  their  delegates 
to  the  AMA  House  of  Delegates.  After  due  con- 
sideration, the  committee  felt  that  KMA’s  current 
policy  of  not  limiting  the  number  of  terms  of  the 
delegates  to  the  AMA  is  adequate. 

The  committee  took  note  of  the  fact  that  the 
KMA  Board  of  Trustees  had  appointed  a parliamen- 
tarian to  sit  in  the  House  of  Delegates  and  advise 
on  all  matters  of  parliamentary  procedure.  The  com- 
mittee feels  that,  at  the  present  time,  the  current 
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the  final  session  of  the  House  of  Delegates.  If 
such  an  amendment  is  proposed,  the  proposal 
will  be  postponed  definitely  and  studied  by  the 
appropriate  reference  committee  at  that  time, 
reporting  their  recommendation  back  to  the 
House  of  Delegates  before  the  final  session  is 
adjourned.  Such  an  amendment  having  not 
been  postponed  definitely  for  a period  of  one 
day,  requires  a two-thirds  vote. 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 next  reviewed  Resolu- 
tion F introduced  by  the  KMA  Board  of  Trustees  re- 
garding amendments  to  the  bylaws.  The  reason  for 
this  amendment  was  explained  in  detail  by  Bennett  L. 
Crowder,  M.D.,  Hopkinsville.  The  RESOLVED  of 
this  resolution  is  as  follows: 

“RESOLVED,  that  Chapter  XIII,  Amendments, 
which  now  states: 

‘These  bylaws  may  be  amended  at  any  session  of 
the  House  of  Delegates  by  a majority  vote  of 
all  the  delegates  present  at  that  session,  after  the 
amendment  has  laid  on  the  table  for  one  day, 
whereas  any  amendment  proposed  in  a reference 
committee  not  having  laid  on  the  table  for  two 
days,  requires  a two-thirds  vote.’ 

Shall  be  changed  to  read  as  follows: 

1.  These  bylaws  may  be  amended  at  any  ses- 
sion of  the  House  of  Delegates  by  a majority 
vote  of  the  delegates  present  at  that  session, 
provided:  (1)  the  amendment  proposed  is  pre- 
sented in  writing  to  the  delegates  thirty  days 
prior  to  the  session,  or,  (2)  the  amendment  is 
introduced  in  writing  at  a regular  session  of 
the  House  of  Delegates  and  considered  at  the 
following  session,  the  vote  on  said  amendment 
having  been  postponed  definitely  for  a period 
of  at  least  one  day. 

2.  An  amendment  to  or  change  in  the  bylaws 
may  be  proposed  by  a reference  committee  or 
by  the  Board  of  Trustees  at  the  final  session 
of  the  House  of  Delegates,  but,  not  having 
been  postponed  definitely  for  a period  of  one 
day,  requires  a two-thirds  vote. 

3.  An  amendment  to  these  bylaws  may  be  pro- 
posed in  writing  by  an  individual  delegate  at 
the  final  session  of  the  House  of  Delegates.  If 
such  an  amendment  is  proposed,  the  proposal 
will  be  postponed  definitely  and  studied  by 
the  appropriate  reference  committee  at  that 
time,  reporting  their  recommendation  back  to 
the  House  of  Delegates  before  the  final  ses- 
sion is  adjourned.  Such  an  amendment  hav- 
ing not  been  postponed  definitely  for  a period 
of  one  day,  requires  a two-thirds  vote. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Board  policy  on  the  duties  of  the  parliamentarian, 
that  is,  not  to  have  the  duties  written  into  the  Con- 
stitution and  Bylaws,  is  a reasonable  one  and  con- 
curs with  the  duties  of  the  parliamentarian  as  out- 
lined by  the  Board. 

Robert  L.  McClendon,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  the  Report 
of  the  Committee  to  Study  the  Constitution  and 
Bylaws.  Discussion  regarding  the  terms  of  delegates 
to  the  AMA  was  short  and  to  the  point. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  F 

KMA  Board  of  Trustees 

WHEREAS,  the  1972  KMA  House  of  Delegates 
adopted  Sturgis’  Standard  Code  of  Parliamentary 
Procedure  (latest  edition)  as  its  official  guide  for 
Parliamentary  procedure,  and 

WHEREAS,  the  motion  “to  lay  on  the  table”  has 
a different  meaning  under  our  former  parliamentary 
guide  (Roberts’  Rules  of  Order)  than  it  does  in  our 
present  guide,  and 

WHEREAS,  the  wording  under  Chapter  XIII  of 
the  KMA  Bylaws  is  inconsistent  with  our  present 
parliamentary  guide,  and 

WHEREAS,  the  method  of  amending  the  bylaws 
is  somewhat  restrictive,  and  to  many  confusing,  hav- 
ing created  a number  of  misunderstandings  in  the 
past,  now  therefore  be  it 

RESOLVED,  that  Chapter  XIII,  Amendments, 
which  now  states: 

"These  bylaws  may  be  amended  at  any  session  of 
the  House  of  Delegates  by  a majority  vote  of 
all  the  delegates  present  at  that  session,  after  the 
amendment  has  laid  on  the  table  for  one  day, 
whereas  any  amendment  proposed  in  a reference 
committee  not  having  laid  on  the  table  for  two 
days,  requires  a two-thirds  vote.” 

Shall  be  changed  to  read  as  follows: 

1.  These  bylaws  may  be  amended  at  any  ses- 

sion of  the  House  of  Delegates  by  a majority 
vote  of  the  delegates  present  at  that  session, 
provided:  (1)  the  amendment  proposed  is 

presented  in  writing  to  the  delegates  thirty 
days  prior  to  the  session,  or,  (2)  the  amend- 
ment is  introduced  in  writing  at  a regular  ses- 
sion of  the  House  of  Delegates  and  considered 
at  the  following  session,  the  vote  on  said 
amendment  having  been  postponed  definitely 
for  a period  of  at  least  one  day. 

2.  An  amendment  to  or  change  in  the  bylaws 
may  be  proposed  by  a reference  committee 
or  by  the  Board  of  Trustees  at  the  final  ses- 
sion of  the  House  of  Delegates,  but,  not  hav- 
ing been  postponed  definitely  for  a period  of 
one  day,  requires  a two-thirds  vote. 

3.  An  amendment  to  these  bylaws  may  be  pro- 
posed in  writing  by  an  individual  delegate  at 
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Report  of  the 

Interim  Meeting  Committee 

The  Interim  Meeting  Committee  met  earlier  last 
year  to  plan  our  program  for  the  1973  Interim  Meet- 
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ing.  We  felt  our  subjects  to  be  timely,  our  speakers 
knowledgeable  and  persuasive,  and  felt  our  audience, 
although  small,  attentive  and  appreciative. 

For  the  past  two  years,  there  has  been  much  dis- 
cussion about  the  Interim  Meeting  concerning  the 
value  received  for  funds  expended.  The  KMA  Board 
of  Trustees  requested  the  KMA  Interim  Meeting 
Committee  to  take  a serious  look  at  this  year’s  statis- 
tics and  bring  a recommendation  back  to  the  Board  as 
to  whether  or  not  the  Interim  Meeting  should  be  con- 
tinued. 

Each  year  KMA  brings  in  speakers  and  designs  a 
program  worthy  of  national  recognition.  This  has 
been  somewhat  expensive  with  regard  to  transporta- 
tion and  lodging  costs  of  guest  speakers,  not  to  men- 
tion the  amount  of  staff  time  involved  in  planning 
and  implementing  the  program.  In  addition,  attend- 
ance has  been  poor  for  the  last  few  years.  Detailed 
records  were  kept  at  this  year’s  Interim  Meeting 
which  registered  only  40  physicians  other  than  mem- 
bers of  the  Board,  speakers,  and  other  officials.  Of 
this  number,  15  were  from  the  host  medical  society, 
leaving  25  doctors  who  came  just  for  the  meeting. 
We  also  learned  that  83  of  our  120  counties  had  no 
representative  at  all. 

Taking  this  into  consideration,  the  Interim  Meeting 
Committee  recommended  that  there  be  a temporary 
moratorium  placed  on  the  KMA  Interim  Meeting  al- 
lowing the  committee  time  to  reassess  current  needs 
and  future  plans.  It  was  felt  that  perhaps  special  pro- 
grams on  a certain  timely  subject  could,  at  least  tem- 
porarily, replace  the  Interim  Meeting.  These  meetings 
would  be  put  on  as  subjects  of  current  interest  arise, 
and  would  be  planned  and  promoted  in  a much  short- 
er time  period  than  the  Interim  Meeting. 

This  recommendation  was  presented  to  the  KMA 
Executive  Committee  on  May  15,  which  accepted  our 
recommendation  that  a moratorium  be  placed  on  the 
Interim  Meeting  and  suggested  to  the  Board  that  In- 
terim Meetings  be  held  in  the  future  only  when  spe- 
cifically requested  by  the  Board. 

I would  like  to  thank  the  members  of  the  Interim 
Meeting  Program  Committee  for  their  time  and  ef- 
forts in  planning  this  year’s  Interim  Meeting.  The 
Pennyrile  Medical  Society,  which  hosted  the  meeting, 
did  a marvelous  job  for  which  I am  very  grateful. 

Lee  C.  Hess,  M.D.,  Chairman 


Recommendations,  Reference  Committee  No.  6 

The  Reference  Committee  reviewed  the  Report  of 
the  Interim  Meeting  Program  Committee.  The  Com- 
mittee Chairman,  Lee  C.  Hess,  M.D.,  and  Charles  G. 
Bryant,  M.D.  advised  the  reference  committee  re- 
garding the  poor  attendance  and  the  cost  of  this 
meeting.  In  view  of  this,  the  Interim  Meeting  Pro- 
gram Committee  recommends  a moratorium  on  the 
Interim  Meeting.  The  KMA  Trustees  accepted  this 
moratorium. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 


Report  of  the 
McDowell  House  Board 
of  Managers 

During  the  past  year  the  Board  of  Managers  of  the 
McDowell  House  has  met  quarterly  at  the  House  in 
Danville.  In  the  course  of  these  meetings,  the  status 
of  the  restoration  and  its  furnishings  were  inspected 
by  the  members  of  the  Board.  Constant  small  im- 
provements have  been  made  along  with  repairs  which 
are  necessary  to  protect  the  soundness  of  the  House. 
It  continues  in  remarkably  good  condition  and  is 
closely  supervised  by  members  of  the  Association, 
and  the  curators  and  hostesses  in  the  House. 

The  House  is  open  on  a daily  basis  to  the  public 
and  all  visitors  are  given  a complete  story  of  Ephraim 
McDowell,  his  surgical  contributions,  and  the  items 
of  unusual  interest  in  the  House  itself.  This  makes 
the  McDowell  House  a real  contribution  to  educa- 
tion of  the  public,  acts  as  a stimulus  to  the  young, 
and  adds  satisfaction  and  understanding  of  the  med- 
ical profession  by  the  mature. 

During  the  past  year  the  most  unusual  accomplish- 
ment was  that  of  the  production  of  a documentary  by 
WAVE-TV  which  was  shown  on  December  24,  1972. 
The  cost  of  showing  the  film  was  underwritten  by  the 
Kentucky  Medical  Association.  Many  compliments 
have  come  to  the  House  in  regard  to  this  excellent 
presentation,  which  again  has  acted  as  an  example  of 
good  public  relations  for  the  profession  and  as  an 
educational  contribution  to  the  general  public. 

The  financial  situation  of  the  House  is  sound  at  the 
moment  with  the  support  of  the  Kentucky  Medical 
Association  and  various  other  medical  societies  and  by 
contributions  from  the  public  in  admission  fees;  also, 
many  small  items  are  sold  to  the  public  as  mementos 
in  the  House.  The  financial  status  of  the  House  is 
accurately  accounted  for  by  our  resident  secretary 
who  monitors  expenses  on  a day-by-day  basis,  readily 
visible  to  the  Board  of  Managers  and  to  the  profes- 
sion of  the  Kentucky  Medical  Association.  It  is  the 
opinion  of  the  Board  that  the  House  is  in  excellent 
condition  and  that  continued  efforts  are  indicated 
to  raise  funds  for  endowment  of  the  House  as  an 
educational  project  in  the  years  ahead. 

Laman  A.  Gray,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  the  Report 
of  the  McDowell  House  Board  of  Managers. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Memorials  Commission 

The  Memorials  Commission  did  not  meet  during 
this  Associational  year. 

Since  the  completion  of  the  new  addition  to  the 
KMA  Headquarters  Office,  the  Memorials  Commis- 
sion has  been  conducting  memorial  projects  to  help 
defray  the  cost  of  equipping  the  new  meeting  rooms. 
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Several  officers,  trustees,  and  former  trustees  have  al- 
ready contributed  to  this  project  during  the  1972-73 
Associational  year. 

The  Commission  was  successful,  with  the  fine  as- 
sistance of  J.  Campbell  Cantrill,  M.D..  Georgetown, 
at  the  very  end  of  the  previous  Associational  year,  in 
securing  a portrait  of  the  first  KMA  President,  Wil- 
liam L.  Sutton,  M.D. 

This  year  the  KMA  Annual  Meeting  will  memori- 
alize Arch  Dixon.  M.D.,  who  served  as  the  Associ- 
ation’s President  in  1893. 

Eugene  H.  Conner,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 next  reviewed  and  ac- 
cepted the  Report  of  the  Memorials  Commission. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Committee  on  Orientation 

The  Committee  on  Orientation  held  one  meeting  on 
July  12,  1973,  to  plan  the  Orientation  Program  for 
the  1973  Annual  Meeting. 

In  following  the  directives  of  the  Board  of  Trus- 
tees, it  was  determined  that  the  Orientation  Program 
should,  once  more,  be  presented  on  a voluntary 
basis.  The  section  of  the  Bylaws  referring  to  man- 
datory Orientation  has  previously  been  eliminated. 

There  was  additional  discussion  by  the  Committee 
regarding  the  possibility  of  KMA  staff  members  con- 
tinuing to  attempt  to  visit  new  members  of  the  As- 
sociation whenever  possible  and  making  Orientation 
materials  available  while  urging  them  to  attend  sci- 
entific sessions  and  House  of  Delegates  meetings  dur- 
ing the  Annual  Meeting. 

The  Committee  is  recommending  the  same  gen- 
eral format  that  was  used  during  the  1972  meeting 
and  any  future  recommendations  concerning  Orienta- 
tion Programs  will  not  be  made  until  the  Board  of 
Trustees  has  an  opportunity  to  review  the  attendance 
at  the  1973  Orientation  Program. 

Wyatt  Norvell,  M.D.,  Chairman 

Recommendations,  Reference  Committee  No.  6 

The  Reference  Committee  next  reviewed  the  Re- 
port of  the  Committee  on  Orientation.  The  committee 
recommends  acceptance  of  this  report. 

Mr.  Speaker.  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  E 

Jefferson  County  Medical  Society 

WHEREAS,  Residents  & Interns  nationally  have 
expressed  interest  in  becoming  involved  actively  in 
forming  policy  for  the  future  of  medicine  which  is 
their  legacy;  and 

WHEREAS,  a united  organization  of  physicians 
nationally  and  locally  is  important  in  the  face  of 
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rapidly  changing  medical  care  delivery  systems;  and 
WHEREAS,  the  large  group  of  medical  doctors 
serving  as  Residents  & Interns  are  presently  inade- 
quately represented  in  the  County  Societies  of  Jef- 
ferson or  Fayette  and  by  the  present  KMA  member- 
ship; and 

WHEREAS,  County  Societies  can  follow  the  lead 
of  the  KMA  in  determining  the  best  type  member- 
ship for  Residents  and  Interns.  Twenty-four  states 
now  offer  regular  membership  to  Residents  and  In- 
terns; and 

WHEREAS,  there  are  newly  developed  organiza- 
tions seemingly  dealing  more  directly  with  the  desires 
and  needs  of  these  younger  physicians  than  our  Coun- 
ty Societies,  KMA,  or  AMA;  therefore  be  it 

RESOLVED  that  since  Residents  & Interns  have 
interests  in  common  with  all  physicians,  a reasonable 
fair  representation  should  be  established  within  the 
County  Societies,  KMA,  and  AMA  for  their  active 
membership,  and  be  it  further 

RESOLVED  that  a new  Trustee  District,  number 
sixteen  (16),  be  established  for  Residents  & Interns  in 
training  at  institutions  in  both  Jefferson  & Fayette 
Counties  or  any  other  counties  in  the  state.  Although 
Residents  & Interns  would  become  active  members  in 
the  county  where  they  are  in  training  they  would  be 
represented  at  the  state  level,  KMA,  by  a new  Trustee 
and  Residents  or  Interns  in  the  House  of  Delegates 
by  the  same  proportionate  number  as  for  a County 
Society  (i.e.  one  Delegate  per  25  Residents  or  Interns) 
and  be  it  further 

RESOLVED,  that  a Resident  or  Intern  must  first 
be  a member  of  the  appropriate  county  medical  so- 
ciety and  the  KMA  before  he  can  be  represented  by 
a duly  elected  Delegate  to  the  KMA  House  of  Dele- 
gates; and  finally  be  it  further 

RESOLVED,  that  this  matter  concerning  voting 
representatives  in  the  KMA  House  of  Delegates  for 
Residents  & Interns  be  referred  to  the  Committee  on 
Constitution  and  Bylaws  in  order  that  they  might 
study  and  recommend  the  type  of  membership  neces- 
sary for  both  the  County  Society  and  the  KMA  in  or- 
der to  accomplish  the  intent  of  this  resolution. 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 next  considered  Reso- 
lution E introduced  by  the  Jefferson  County  Medical 
Society  regarding  Residents  and  Interns  Proportionate 
Representation  in  the  KMA  House  of  Delegates. 

There  was  considerable  discussion  regarding  the  im- 
portance of  having  input  into  the  Kentucky  Medical 
Association  by  the  physicians  in  training  in  our  state. 

The  Reference  Committee  felt  that  in-depth  study 
should  be  done  regarding  this  representation. 

The  committee  recommends  approval  of  the 
WHEREASs  in  Resolution  E and  deletion  of  the 
RESOLVEDs.  The  Reference  Committee  further  rec- 
ommends that  a substitute  RESOLVED  be  added  to 
the  resolution  to  read  as  follows: 

“RESOLVED,  that  the  Kentucky  Medical  Associ- 
ation and  component  societies  develop  recommenda- 
tions for  the  appropriate  role  and  opportunity  for  stu- 
dents, interns,  and  residents  in  these  organizations  fol- 
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lowing  consultation  with  representatives  from  these 
groups,  and  be  it  further 

RESOLVED,  that  the  KMA  Board  of  Trustees 
bring  its  recommendations  on  this  matter  to  the  1974 
House  of  Delegates.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Report  of  the 
Committee  to  Study 
Abortion  Guidelines 

Following  the  Supreme  Court’s  ruling,  a grand  jury 
request  and  general  public  inquiry,  we  appointed  a 
Committee  to  Study  Abortion  Guidelines.  A pre- 
liminary report  was  presented  to  the  Board  of  Health 
in  July. 

The  committee  has  met  on  a number  of  occasions 
and,  hopefully,  the  Board  will  have  finalized  its  ac- 
tion on  the  committee’s  recommendations  by  the  Sep- 
tember 16  Board  Meeting  and  the  House  can  finalize 
our  policy  during  the  Annual  Meeting. 

Recommendations,  Reference  Committee  No.  6 

Reference  Committee  No.  6 reviewed  Paragraphs 
2 and  3 on  Page  12  of  the  Report  of  the  Chairman, 
Board  of  Trustees. 

Mr.  Speaker,  I move  the  adoption  of  this  section  of 
the  report. 

(Motion  was  seconded  and  carried.) 

Addendum  to  Report  No.  5, 

Chairman  of  the  Board  of  Trustees 

REPORT  OF  THE  AD  HOC  COMMITTEE 
ON  ABORTION  GUIDELINES 

On  January  23,  1973,  the  United  States  Supreme 
Court  in  two  landmark  cases  established  the  right  of 
women  to  terminate  pregnancy  by  abortion.  Because 
this  decision  was  in  contrast  to  current  Kentucky 
Medical  Association  policy,  the  Board  of  Trustees 
appointed  an  ad  hoc  committee  to  recommend  ad- 
justments in  KMA  policy  in  order  to  maintain  high 
standards  of  medical  care  and  to  safeguard  the  health 
of  women  undergoing  abortion  procedures. 

The  committee,  therefore,  feels  that  it  is  impera- 
tive to  create  a framework  within  which  Kentucky 
women  can  receive  abortion  services  in  the  Common- 
wealth with  the  assurance  that  the  abortion  procedure 
will  be  performed  in  safe  medical  settings  which  pro- 
vide necessary  ancillary  services. 

The  committee  takes  full  cognizance  of  the  Su- 
preme Court  requirements  that  the  state  shall  not 
interfere  with  the  decision  between  a physician  and 
his  patient  for  or  against  abortion,  nor  use  its  powers 
to  deny  access  to  first  trimester  abortion  services.  The 
committee  feels  that  abortions  should  be  performed 
in  a licensed  hospital  or  in  short  stay  facilities  (or 
a doctor’s  office)  that  conform  to  the  standards  which 
were  set  up  by  the  Board  of  Certificate  of  Need  and 
Licensure  of  the  Commonwealth  of  Kentucky  for 
surgi-centers.  A physician’s  office,  if  it  meets  the  re- 
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quirements  set  up  by  the  Board  of  Certificate  of  Need 
and  Licensure  for  surgi-centers,  could  be  the  site  for 
abortions  in  the  first  trimester. 

Recent  experiences  with  abortions  in  other  states 
have  led  the  committee  to  feel  that  all  dilatation 
and  curettage,  including  suction  curettage,  up  to  the 
tenth  week  of  pregnancy,  can  be  safely  performed  in 
such  short  stay  treatment  facilities,  i.e.,  surgi-centers 
or  a properly  equipped  physician’s  office.  The  com- 
mittee feels  strongly  that  abortions  should  be  per- 
formed only  by  a qualified  licensed  physician  who  is 
permitted  to  do  these  procedures  in  a hospital  set- 
ting. Major  gynecological  surgical  procedures  such 
as  hysterotomy,  vaginal  tubal  ligation,  intra-amniotic 
hypertonic  saline  infusion,  or  other  procedures  that 
may  be  expected  to  result  in  the  termination  of 
pregnancy  in  the  second  or  third  trimester  must  be 
performed  in  a licensed  hospital,  but  not  necessarily 
on  an  in-patient  basis,  or  in  a short  stay  facility 
that  conforms  to  the  standards  which  were  set  up  by 
the  Board  of  Certificate  of  Need  and  Licensure  for 
surgi-centers.  These  procedures  should  be  performed 
only  by  someone  who  has  special  training  in  obstetrics 
and  gynecology.  In  the  third  trimester  a woman  may 
have  her  pregnancy  terminated  only  if  her  health  or 
life  is  endangered  by  continuation  of  the  pregnancy 
or  in  case  of  a proved  fetal  anomaly. 

Criteria  laid  down  by  the  Board  of  Certificate  of 
Need  and  Licensure,  or  any  other  agency  determin- 
ing where  abortions  may  be  performed  on  an  out- 
patient basis,  must  meet  the  following  standards: 

1.  A permanent  record  must  be  kept  for  each 
patient. 

2.  It  should  include  a pre-operative  history  and 
physical  examination  which  is  particularly  directed  to 
the  identification  of  pre-existing  or  concurrent  ill- 
nesses or  drug  sensitivities  that  may  have  a bearing 
on  operative  procedures  or  anesthesia. 

3.  A hematocrit  and/or  hemoglobin  and  Rh  typ- 
ing should  be  done  on  all  patients  and  any  other  fur- 
ther laboratory  work  that  would  be  indicated  by  the 
patient’s  medical  history. 

4.  In  the  case  of  an  unmarried  pregnant  minor 
seeking  an  abortion,  the  same  rules  should  be  applied 
in  requiring  the  consent  to  the  abortion  of  the  person 
legally  responsible  for  the  minor  as  are  followed  in 
obtaining  such  consent  for  any  medical  operation. 

5.  Analgesia  and  anesthesia  should  accompany 
the  procedure  in  accordance  with  generally  estab- 
lished good  medical  practice. 

6.  There  should  be  means  to  resuscitate  and  treat 
the  unconscious  patient  and  the  patient  with  cardio- 
vascular collapse. 

7.  It  shall  be  the  responsibility  of  the  licensed 
physician  performing  an  abortion  to  provide  pre-  and 
post-operative  care  in  a traditional  and  continuing 
manner.  This  physician  should  operate  under  a trans- 
fer agreement  insuring  that  any  patient  in  whom  com- 
plications develop  will  be  accepted  by  a licensed 
hospital  on  an  around  the  clock  basis  for  emergency 
care. 

8.  Abortions  should  be  done  by  standard  and  ap- 
proved methods  and  recorded  in  the  patient’s  record. 
Histologic  examination  of  the  tissues  is  not  necessary 
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unless  gross  examination  suggests  a tissue  abnormality, 
such  as  trophoblastic  disease;  although,  such  tissue 
examination  would  be  desirable. 

9.  The  presence  of  pregnancy  should  be  confirmed 
by  an  appropriate  and  recognized  test  for  gonado- 
tropin by  either  immuno-assay  or  bio-assay  methods. 
The  pregnancy  must  also  be  confirmed  by  examina- 
tion by  a licensed  physician. 

10.  Pre-  and  post-abortion  counselling  should  be  a 
part  of  the  services  offered.  Counselling  should  in- 
clude alternatives  to  abortion,  possible  psychological 
evaluation,  and  contraceptive  and  sterilization  infor- 
mation. 

11.  Each  facility  must  offer  (but  not  require)  tests 
for  cervical  carcinoma  and  venereal  disease  to  each 
patient. 

12.  All  Rh  negative  patients  should  be  given  Rh 
immune  globulin  following  the  surgical  procedure  in 
order  to  prevent  Rh  sensitization. 

13.  No  hospital,  physician,  or  employee  should  be 
compelled  to  participate  in  abortions. 

14.  For  the  sake  of  clarity,  the  following  defini- 
tions were  agreed  upon  by  the  committee: 

A.  Abortion — Termination  of  pregnancy  in 
which  the  delivery  of  a live  infant  is  not 
anticipated. 

B.  Viability  is  the  ability  of  the  fetus  to  sustain 

life  outside  the  uterus  with  usual  measures 
after  the  20th  week  of  pregnancy. 

C.  First  trimester  begins  with  the  first  day  of 

the  last  menstrual  period  and  ends  12  weeks 
later. 

D.  Second  trimester  begins  at  the  13th  week  af- 
ter the  onset  of  the  last  menstrual  period  and 
goes  through  the  24th  week. 

E.  Third  trimester  is  from  the  25th  week  until 

delivery. 

The  Board  of  Trustees  met  on  Thursday,  August  30, 
and  considered  this  report. 

BOARD  ACTION:  The  Board  of  Trustees  accepts 
this  report  and  recommends  its  approval  to  the  House 
of  Delegates. 

Recommendations,  Reference  Committee  No.  6 

The  Reference  Committee  next  considered  the  Re- 
port of  the  Ad  Hoc  Committee  on  Abortion  Guide- 
lines, and  there  was  discussion  of  this  section  of  the 
report.  The  amendment  to  the  report  of  the  Ad  Hoc 
Committee  was  discussed  and  spirited  exchange  oc- 
curred. The  committee  carefully  considered  the  infor- 
mation received  and  felt  that  the  amendment  was 
necessary  and  proper. 

The  committee  and  audience  then  considered  the 
criteria  regarding  abortions  on  an  out-patient  basis 
outlined  by  the  Ad  Hoc  Committee.  Several  KMA 
members  emphasized  the  importance  of  the  counsel- 
ing requirement,  and  several  took  issue  with  number 
8 and  (a)  under  number  14.  The  committee  recom- 
mends that  number  8 be  changed  to  read  “Abortions 
should  be  done  by  standard  and  approved  methods 
and  recorded  in  the  patient’s  record.  Histologic  exami- 
nation of  the  tissues  is  necessary.”  The  committee  rec- 
ommends number  14a  be  changed  to  read  as  follows; 
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“Abortion — Termination  of  pregnancy  prior  to  the 
20th  week  or  before  viability.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded  and  carried.) 

Resolution  C 

Campbell-Kenton  County  Medical  Society 

WHEREAS,  that  the  following  provisions  were 
motivated  by  the  legislative  intrusion  of  the  United 
States  Supreme  Court  by  virtue  of  its  decisions  re- 
moving the  protection  afforded  the  unborn,  this  reso- 
lution was  necessitated.  Now,  therefore,  be  it 

RESOLVED,  that  this  resolution  is  in  no  way  to 
be  construed  as  implementing,  condoning,  or  approv- 
ing abortions  at  any  stage  of  unborn  human  develop- 
ment but  is  rather  an  expression  of  determination  of 
the  House  of  Delegates  of  the  Kentucky  Medical  As- 
sociation to  provide  protection  for  the  life  of  the  un- 
born child  whenever  possible  until  such  protection 
can  be  afforded  by  an  appropriate  amendment  to  the 
United  States  Constitution,  and  be  it  further 

RESOLVED,  that  the  members  of  the  House  ex- 
pressly deplore  the  destruction  of  unborn  human 
lives  which  have  and  will  occur  in  Kentucky  as  a 
consequence  of  the  Supreme  Court’s  decision  on  abor- 
tion and  hereby  reiterate  the  historic  commitment  of 
the  medical  profession  and  this  organization  to  preser- 
vation of  all  life,  and  be  it  further 

RESOLVED,  that  it  is  in  the  interest  of  the  people 
of  the  State  of  Kentucky  that  every  precaution  be 
taken  to  insure  the  protection  of  every  viable  unborn 
child  being  aborted,  and  every  precaution  be  taken 
to  provide  life  supportive  procedures  to  insure  the 
unborn  child  its  continued  life  after  its  abortion,  and 
be  it  further 

RESOLVED,  that  currently,  in  this  State  there  are 
grossly  inadequate  legal  remedies  to  protect  the  life, 
health,  and  welfare  of  pregnant  women  and  unborn 
human  life,  and  be  it  further 

RESOLVED,  that  it  is  in  the  interest  of  the  people 
of  the  State  of  Kentucky  to  maintain  accurate  sta- 
tistical data  to  aid  in  providing  proper  maternal 
health  regulations,  and  be  it  further 

RESOLVED,  that  abortion  on  demand  should  be 
addressed  and  discouraged  at  any  time  and  forbid- 
den, certainly  after  the  stage  of  viability  and  probably 
at  the  start  of  the  13th  week,  and  be  it  further 

RESOLVED,  that  after  the  stage  of  viability  abor- 
tion must  be  limited  to  those  situations  in  which  the 
life  of  the  mother  is  jeopardized,  and  be  it  further 
RESOLVED,  that  any  live  infant  must  be  accorded 
the  same  rights  and  the  same  care  that  would  be 
given  to  an  infant  delivered  by  more  traditional 
means,  and  be  it  further 

RESOLVED,  that  the  practice  of  using  fetuses  as 
experimental  material  is  condemned  as  in  the  Hel- 
sinki Studies  using  fetus  heads  for  drug  profusion  ex- 
periments, and  be  it  further 

RESOLVED,  that  no  hospital,  clinic,  institution,  or 
any  other  facility  in  this  State  should  be  required  to 
admit  any  patient  for  the  purpose  of  performing  an 
abortion,  nor  required  to  allow  the  performance  of  an 
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abortion;  that  no  cause  of  action  shall  arise  against 
any  hospital,  clinic,  institution,  or  any  other  facility 
for  refusing  to  perform  or  allow  an  abortion,  and 
be  it  further 

RESOLVED,  that  no  person  shall  be  required  to 
perform  or  participate  directly  or  indirectly  in  any 
abortion,  and  the  refusal  of  any  person  to  participate 
in  an  abortion  shall  not  be  a basis  for  civil  liability  to 
any  person.  No  hospital,  governing  board,  or  any 
other  person,  firm,  association,  or  group  shall  termi- 
nate the  employment  or  alter  the  position  of,  pre- 
vent or  impair  the  practice  or  occupation  of,  or  im- 
pose any  other  sanction  or  otherwise  discriminate 
against  any  person  who  refuses  to  participate  in  an 
abortion,  and  be  it  further 

RESOLVED,  that  the  Bureau  of  Vital  Statistics, 
Department  of  Health,  shall  establish  an  abortion  re- 
porting form,  which  shall  be  used  for  the  reporting  of 
every  abortion  performed  or  prescribed  in  this  State. 
Such  form  shall  include  the  following  items  in  addi- 
tion to  such  other  information  as  may  be  necessary 
to  complete  the  form; 

(1)  The  age  of  the  pregnant  woman; 

(2)  The  marital  status  of  the  pregnant  woman; 

(3)  The  location  of  the  facility  where  the  abor- 
tion was  performed  or  prescribed; 

(4)  The  type  of  procedure  performed  or  pre- 
scribed; 

(5)  Complications,  if  any; 

(6)  The  name  of  the  attending  physician; 

(7)  The  name  of  the  referring  physician,  agen- 
cy, or  service,  if  any; 

(8)  The  pregnant  woman’s  obstetrical  history 
regarding  previous  pregnancies,  abortions, 
and  live  births; 

(9)  The  stated  reason  or  reasons  for  which  the 
abortion  was  requested; 

(10)  The  state  and  county  of  the  pregnant  wom- 
an’s legal  residence;  and 

(11)  The  length  and  weight  of  the  aborted  child 
when  measurable. 

Resolution  D 

Campbell-Kenton  County  Medical  Society 

WHEREAS,  the  American  Medical  Association 
meeting  in  New  York  in  June  1973,  adopted  Report: 

P of  its  Board  of  Trustees;  and 
WHEREAS,  Report:  P requires  all  physicians  re- 
gardless of  their  individual  moral  convictions  to  ob- 
tain Rubella  HAI  tests  on  all  pregnant  patients  as  a 
possible  first  step  toward  abortion  if  rubella  should 
occur;  now  therefore  be  it 

RESOLVED,  that  the  KMA  delegates  to  the  AMA 
be  instructed  to  include  the  following  resolution  at 
the  AMA  Clinical  Meeting  in  Anaheim  in  December 
1973. 

Background  Statement 
AMA  Board  of  Trustees  Report:  P (A-73)  was 
adopted  by  the  House  of  Delegates  in  spite  of  a Ref- 
erence Committee  recommendation  for  further  study. 
Report:  P deals  with  rubella  immunization  and  in  the 


portion  of  the  Report  prepared  by  the  American 
College  of  Obstetricians  and  Gynecologists  and  the 
National  Council  of  Obstetrics — Gynecology  alludes 
to  abortion  for  maternal  rubella.  The  abortion  state- 
ment is  not  totally  in  accord  with  previous  action  of 
the  House  which  was  re-affirmed  by  the  House  (A- 
73)  just  after  Report:  P was  adopted.  This  apparently 
places  the  house  in  a position  supporting  contradic- 
tory statements. 

Now  therefore  be  it 

RESOLVED,  that  the  House  hereby  reconsiders 
Board  of  Trustees  Report:  P (A-73)  which  is  in  con- 
flict with  other  Association  policy;  and  be  it  further 

RESOLVED,  that  previous  approval  of  the  section 
titled,  Statement  on  Rubella  Vaccination  and  Control 
of  Rubella  Virus  Infection  in  Women  of  Childbearing 
Age  prepared  by  the  American  College  of  Obstetrici- 
ans and  Gynecologists  and  the  National  Council  of 
Obstetrics — Gynecology  in  Report:  P (A-73)  is  here- 
by rescinded;  and  be  it  further 

RESOLVED,  that  the  section  headed  Rubella  Vac- 
cines prepared  by  the  American  Academy  of  Pedi- 
atrics in  Report:  P,  Board  of  Trustees  is  hereby 
adopted;  and  be  it  further 

RESOLVED,  that  this  House  indicates  to  the 
American  College  of  Obstetricians  and  Gynecologists 
and  the  National  Council  of  Obstetrics — Gynecology 
its  desire  to  incorporate  its  recommendation  concern- 
ing administration  of  rubella  vaccine  to  women  of 
childbearing  age  provided  that  Section  D and  H be 
restated  and  reconciled  with  existing  Association  pol- 
icy which  in  part  states  that  no  “.  . . physician  . . , 
shall  be  required  to  perform  any  act  violative  of  per- 
sonally held  moral  principles.” 

Resolution  H 

KMA  Board  of  Trustees 

WHEREAS,  in  January,  1973,  the  Supreme  Court 
of  the  United  States  adopted  an  opinion  that  was 
tantamount  to  a declaration  of  unconstitutionality 
for  Kentucky’s  existing  abortion  law,  KRS  436.020, 
and 

WHEREAS,  the  Attorney  General  of  the  Com- 
monwealth has  interpreted  this  action  of  the  Su- 
preme Court  to  dictate  that  States  can  no  longer 
legally  prohibit  abortions  performed  by  physicians 
during  the  first  trimester  of  pregnancy,  and 

WHEREAS,  the  Attorney  General  also  stated  that 
physicians  cannot  prohibit,  but  may  regulate,  abor- 
tion procedures  in  ways  reasonably  related  to  matern- 
al health  during  the  second  trimester;  and  may  pro- 
hibit abortions  during  the  third  trimester  except  when 
judged  necessary  for  the  preservation  of  the  life  or 
health  of  the  pregnant  woman,  and 

WHEREAS,  the  Kentucky  Medical  Association 
does  not  possess  nor  does  it  seek  the  right  of  im- 
munity to  the  laws  of  this  nation  or  the  Common- 
wealth of  Kentucky,  and 

WHEREAS,  it  has  and  always  will  abide  by  the 
law  of  the  land,  now  therefore  be  it 

RESOLVED,  that  the  official  position  of  this  or- 
ganization in  relation  to  the  question  of  abortion  is, 
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therefore,  to  support  legislation  which  will  conserva- 
tively and  rigidly  implement  the  Supreme  Court  de- 
cision including  prohibition  of  abortion  subsequent  to 
viability  of  the  fetus,  except  when  judged  necessary 
for  the  preservation  of  the  life  or  health  of  the  preg- 
nant woman,  and  be  it  further 

RESOLVED,  that  KMA  adopt  the  medical  guide- 
lines for  abortion  procedures  which  are  necessary  for 
the  protection  of  human  life  but  not  in  violation  of 
the  rights  of  people  as  determined  by  our  nation’s 
highest  judicial  body. 

Recommendations,  Reference  Committee  No.  6 

The  Reference  Committee  next  considered  Resolu- 
tion H,  Position  Statement  on  Abortion,  introduced 
by  the  KMA  Board  of  Trustees;  and  Resolution  C, 
Abortion  Policy,  and  Resolution  D,  AMA  Rubella 
Policy,  both  introduced  by  the  Campbell-Kenton 
County  Medical  Society.  The  subject  of  these  resolu- 
tions was  KMA  abortion  policy.  An  interesting  discus- 
sion ensued  regarding  these  resolutions  and  from 
this  discussion,  the  Reference  Committee  obtained 
considerable  pertinent  information  regarding  the  feel- 
ings of  the  members  of  the  Kentucky  Medical  As- 
sociation present.  The  committee  felt  that  none  of 
these  resolutions  alone  conveyed  the  feeling  of  the 
majority  of  members  of  the  Kentucky  Medical  As- 
sociation as  a policy  on  abortion. 

Resolution  D dealt  with  AMA  rubella  vaccination 
policy,  and  discussion  in  the  committee  indicated  that 
the  AMA  position  is  probably  correct.  The  commit- 
tee disapproves  all  of  these  resolutions  and  submits 
a substitute  resolution  containing  pertinent  parts  of 
Resolutions  C and  H as  follows: 

“WHEREAS,  that  the  following  provisions  were 
motivated  by  the  decision  of  the  United  States  Su- 
preme Court  relative  to  abortion,  this  resolution  was 
necessitated.  Now,  therefore,  be  it 

RESOLVED,  that  this  resolution  is  in  no  way  to 
be  construed  as  implementing,  condoning,  or  ap- 
proving abortions  at  any  stage  of  unborn  human  de- 
velopment but  is  rather  an  expression  of  determina- 
tion of  the  House  of  Delegates  of  the  Kentucky 
Medical  Association  to  provide  protection  for  the  life 
of  the  unborn  child  whenever  possible,  and  be  it  fur- 
ther 

RESOLVED,  that  after  the  stage  of  viability, 
termination  of  pregnancy  must  be  limited  to  those 
situations  in  which  the  life  of  the  mother  is  jeopar- 
dized or  a proven  fetal  anomaly  exists,  and  be  it  fur- 
ther 

RESOLVED,  that  any  live  infant  must  be  accorded 
the  same  rights  and  the  same  care  that  would  be 
given  to  an  infant  delivered  by  more  traditional 
means,  and  be  it  further 

RESOLVED,  that  the  practice  of  using  fetuses  as 
experimental  material  is  condemned,  and  be  it  further 
RESOLVED,  that  no  hospital,  clinic,  institution, 
or  any  other  facility  in  this  state  should  be  required  to 
admit  any  patient  for  the  purpose  of  performing  an 
abortion  nor  required  to  allow  the  performance  of  an 
abortion,  and  be  it  further 

RESOLVED,  that  no  person  should  be  required  to 
perform  or  participate  directly  or  indirectly  in  an 


abortion  procedure.  No  hospital,  governing  board,  or 
any  other  person,  firm,  association,  or  group  should 
terminate  the  employment  or  alter  the  position  of, 
prevent  or  impair  the  practice  or  occupation  of,  or  im- 
pose any  other  sanction  or  otherwise  discriminate 
against  any  person  who  refuses  to  participate  in  an 
abortion  procedure,  and  be  it  further 

RESOLVED,  that  the  Bureau  of  Vital  Statistics, 
Department  of  Health,  shall  establish  an  abortion 
reporting  form,  which  shall  be  used  for  the  reporting 
of  every  abortion  performed  or  prescribed  in  this 
State.  Such  forms  shall  include  the  following  items 
in  addition  to  such  other  information  as  may  be 
necessary  to  complete  the  form: 

( 1 ) The  age  of  the  pregnant  woman; 

(2)  The  marital  status  of  the  pregnant  woman; 

(3)  The  location  of  the  facility  where  the  abor- 
tion was  performed  or  prescribed; 

(4)  The  type  of  procedure  performed  or  pre- 
scribed; 

(5)  Complications,  if  any; 

(6)  The  pregnant  woman’s  obstetrical  history 
regarding  previous  pregnancies,  abortions, 
and  live  births; 

(7)  The  stated  reason  or  reasons  for  which  the 
abortion  was  requested; 

(8)  The  state  and  county  of  the  pregnant  wom- 
an’s legal  residence.” 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

(Motion  was  seconded.) 

It  was  brought  to  the  delegates’  attention  that  the 
following  RESOLVED  had  been  omitted  from  the 
printed  copy  of  the  substitute  resolution  and  should  be 
inserted  between  the  first  and  second  RESOLVEDs. 

“RESOLVED,  that  abortion  on  demand  be  dis- 
couraged at  any  time,  and  be  it  further” 

Doctor  William  VonderHaar  of  Louisville  moved 
to  delete  the  word  “shall”  in  the  last  RESOLVED  and 
insert  the  words  “we  recommend.” 

(The  motion  was  seconded  and  carried.) 

The  Reference  Committee  recommendation  was 
accepted  as  amended. 

Mr.  Speaker,  I move  the  adoption  of  the  Report 
of  Reference  Committee  No.  6 as  a whole. 

(Motion  was  seconded  and  carried.) 

Mr.  Speaker,  I would  like  to  thank  the  Chairmen  of 
the  various  committees  who  were  present  during  the 
reference  committee  hearing  and  the  KMA  members 
who  attended  the  hearing  and  contributed  to  our 
knowledge.  I would  like  to  thank  the  members  of 
Reference  Committee  No.  6 — Doctor  James  R. 
Barnes,  Doctor  Terrell  D.  Mays,  Doctor  Wally  O. 
Montgomery,  Doctor  Robert  E.  Smith,  and  Mr. 
Carl  Wedekind  for  his  legal  assistance.  I would  par- 
ticularly like  to  thank  our  secretary.  Miss  Karen 
Browning. 

REFERENCE  COMMITTEE  NO.  6 


James  L.  Ferrell,  M.D.,  Paris,  Chairman 
James  R.  Barnes,  M.D.,  Louisville 
Terrell  D.  Mays,  M.D.,  Elizabethtown 
Wally  O.  Montgomery,  M.D.,  Paducah 
Robert  E.  Smith,  M.D.,  Covington 
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Unfinished  Business 

Doctor  Cooper  recognized  Robert  N.  Mc- 
Leod, Jr.,  M.D.,  Chairman  of  the  Board  of 
Trustees,  for  the  final  report  of  the  Board 
which  read  as  follows: 

The  KMA  Bylaws  provide  that  the  Judicial  Council 
be  composed  of  five  members.  Four  of  these  members 
to  be  elected  by  the  House  of  Delegates  with  terms 
staggered  so  that  one  member  will  be  elected  each 
year.  The  KMA  Secretary,  who  is  elected  by  the 
House,  automatically  serves  as  a member  of  the 
Council. 

According  to  the  Bylaws,  Chapter  VII,  Section  1, 
“to  be  eligible  for  membership  on  the  Judicial  Coun- 
cil, a nominee  shall  possess  at  least  one  of  the  fol- 
lowing qualifications:  (1)  Have  served  one  term  as 
an  officer,  trustee,  or  as  Delegate  to  the  AMA,  or 
(2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates.” 

The  Bylaws  provide  that  the  Board  of  Trustees 
shall  nominate  at  least  one  candidate  for  each  va- 
cancy and  that  additional  nominations  may  be  made 
from  the  floor. 

Since  the  Board  of  Trustees  appointed  the  cur- 
rent Judicial  Council  members  after  the  last  meeting 
of  the  House  of  Delegates,  the  Board  has  requested 
that  a full  slate  of  council  members  be  presented  to 
the  House  this  year  for  confirmation.  The  following 
have  been  nominated  by  the  Board  for  terms  as 
indicated: 


TERM 

J.  Campbell  Cantrill.  M.D.,  Georgetown  1 year 
E.  C.  Seeley,  M.D.,  London  2 years 

Samuel  D.  Weakley,  M.D.,  Louisville  3 years 

James  O.  Willoughby,  M.D.,  Bowling  Green  4 years 


AMA  Delegates  (2)  JohnC.  Quertermous,  M.D. 

Murray 

David  B.  Stevens,  M.D. 

Lexington 

AMA  Alternate  William  W.  Hall,  M.D. 

Delegates  (2)  Owensboro 

Thomas  L.  Heavern,  Jr.,  M.D. 

Highland  Heights 

No  additional  nominations  were  received 
from  the  floor;  therefore,  it  was  moved  and 
seconded  that  the  nominees  be  elected.  Motion 
carried. 

Doctor  Gardner  was  then  escorted  to  the 
podium  and  received  a standing  ovation. 

Doctor  Bryant  then  submitted  the  following 
nominations  for  the  office  of  trustee  and  al- 
ternate trustee  on  behalf  of  the  district  nomi- 
nating committees: 


Second  District 

Charles  C.  Kissinger,  M.D. 
Henderson 

Alternate 

Kenneth  M.  Eblen,  M.D. 
Henderson 

Seventh  District 

John  P.  Stewart,  M.D. 
Frankfort 

Alternate 

William  H.  Keller,  M.D. 
Frankfort 

Ninth  District 

James  L.  Ferrell,  M.D. 
Paris 

Alternate 

Don  R.  Stephens,  M.D. 
Cynthiana 

Tenth  District 

David  A.  Hull,  M.D. 
Lexington 

Alternate 

Irving  Kanner,  M.D. 
Lexington 

S.  Randolph  Scheen,  M.D.,  Louisville  Secretary 

Doctor  McLeod  moved  these  physicians  be 
elected  for  the  terms  indicated.  Motion  was 
seconded  and  carried. 


Election  of  Officers 

Vice-Speaker  Cooper  called  on  Glenn  W. 
Bryant,  M.D.,  Louisville,  Chairman  of  the 
Nominating  Committee,  for  his  report.  Doctor 
Bryant  read  the  following  list  of  nominations 
for  the  positions  noted: 


President-Elect  Hoyt  D.  Gardner,  M.D. 

(Central)  Louisville 


Vice-President  Gabe  A.  Payne,  M.D. 

(Western)  Hopkinsville 


Thirteenth  District  J.  Wesley  Johnson,  M.D. 

Ashland 

Alternate  Arthur  B.  Richards,  M.D. 

Louisa 

The  Nominating  Committee  for  the 
Eleventh  District  asked  for  more  time  to  con- 
fer before  submitting  their  nomination  due  to 
insufficient  representation  from  their  district 
at  the  meeting.  This  request  was  granted. 

There  being  no  additional  nominations  from 
the  floor,  the  above-named  nominees  were 
elected. 


Nominations  for 

Kentucky  Physicians  Mutual,  Inc. 

Board  of  Directors 

The  following  list  of  nominees  for  the  Board 
of  Directors,  Kentucky  Physicians  Mutual, 


‘t’icky  Medical  Association  • December  1973 


883 


Inc.,  was  submitted  and  received  for  informa- 
tion only: 

Walter  Johnson,  M.D.,  Paducah 
E.  S.  Kimbel,  M.D.,  Frankfort 
Lee  C.  Hess,  M.D.,  Florence 
W.  K.  Massie,  Jr.,  M.D.,  Lexington 
William  P.  McElwain,  M.D.,  Frankfort 
George  W.  Pedigo,  M.D.,  Louisville 
David  A.  Hull,  M.D.,  Lexington 
Robert  Bateman,  M.D.,  Danville 
Bob  Hall,  M.D.,  Paintsville 
Eugene  Sloan,  M.D.,  Paducah 
E.  C.  Seeley,  M.D.,  London 

Election  of  1974  Nominating  Committee 

The  following  physicians  were  elected  by  the 
House  of  Delegates  to  serve  as  the  Nominating 
Committee  for  the  1974  Annual  Meeting: 


Leslie  W.  Blakey,  M.D.,  Lexington 
Peter  P.  Bosomworth,  M.D.,  Lexington 
W.  Neville  Caudill,  M.D.,  Louisville 
Wyatt  Norvell,  M.D.,  New  Castle 
Jim  B.  Tolliver,  M.D.,  Whitesburg 

At  this  time,  Doctor  Cooper  called  on  Doc- 
tor Rainey  for  a few  brief  remarks  as  the  new 
President  of  KMA. 

Doctor  Scheen  announced  that  the  Board  of 
Trustees  would  hold  its  reorganizational  meet- 
ing on  Thursday,  at  noon,  in  the  Majestic-New 
Orleans  Rooms  in  the  Convention  Center.  All 
newly  elected  Board  members  were  urged  to 
attend. 

Doctor  Cooper  adjourned  the  second  session 
of  the  1973  KMA  House  of  Delegates  at  10:40 
p.m.  and  thanked  the  members  for  their  parti- 
cipation. 


Complete 

KMA  Guidelines  on  Abortion 

to  be 

Special  Feature 
of 

January,  1974  Issue  of 
The  Journal 


884 


December  1973  • The  Journal  of 


1973  CONSTITUTION  AND  BYLAWS 
OF  THE 

KENTUCKY  MEDICAL  ASSOCIATION 

Revised  September  19,  1973 


CONSTITUTION 


Article 

I. 

Name  of  the  Association 

Article 

II. 

Purpose  of  the  Association 

Article 

III. 

Component  Societies 

Article 

IV. 

Composition  and  Meetings  of  the  As- 
sociation 

Article 

V. 

Officers 

Article 

VI. 

House  of  Delegates 

Article 

VII. 

Districts,  Sections  and  District  So- 
cieties 

Article 

VIII. 

Board  of  Trustees 

Article 

IX. 

Funds  and  Expenses 

Article 

X. 

Referendum 

Article 

XI. 

The  Seal 

Article 

XII. 

Amendments 

Article 

XIII. 

Definitions 

Article  I.  Name  of  Association 
The  name  and  title  of  this  organization  shall  be  the 
Kentucky  Medical  Association. 

Article  II.  Purpose  of  the  Association 
The  purpose  of  the  Association  shall  be  to  federate 
and  bring  into  compact  organization  the  entire  medi- 
cal profession  of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to  form  the 
American  Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge;  the  advancement  of 
medical  science  and  charity;  the  evaluation  of  the 
standards  of  medical  education;  the  enactment  and 
enforcement  of  just  medical  laws;  the  promotion  of 
friendly  intercourse  among  physicians  and  the  guard- 
ing and  fostering  of  their  material  interests;  the 
protection  of  the  members  thereof  against  unjust  as- 
saults upon  their  professional  care,  skill  or  integrity; 
and  to  the  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and  more  useful 
to  the  public  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III.  Component  Societies 
Component  societies  shall  consist  of  those  medical 
societies  which  hold  charters  from  this  Association. 

Article  IV.  Composition  and  Meetings  of  the  Association 
The  Association  shall  consist  of  the  members  of 
the  component  societies,  but  the  House  of  Delegates 
shall  have  authority  to  adopt  such  bylaws  regulating 
the  admission  and  classification  of  members  as  it 
may  deem  advisable.  The  Association  shall  hold  an 
Annual  Meeting  and  such  Special  Meetings  as  may 
be  called  pursuant  to  the  bylaws. 
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Article  V.  Officers 

Section  l.  The  officers  of  this  Association  shall  be 
a President,  a President-elect,  a Vice  President,  a 
Secretary,  a Treasurer,  a Speaker  and  Vice  Speaker 
of  the  House  of  Delegates,  a Trustee  and  an  Alter- 
nate Trustee  from  each  district  that  may  be  estab- 
lished; and  such  other  officers  as  may  be  provided 
for  in  the  Bylaws. 

Section  2.  The  eligibility,  duties  and  terms  of  of- 
fice of  all  officers  of  the  Association  shall  be  as 
prescribed  in  the  Bylaws. 

Section  3.  All  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  4.  All  officers  shall  be  elected  by  the  House 
of  Delegates  at  its  Regular  Session  and  shall  take 
office  on  the  last  day  of  the  Annual  Meeting. 


Article  VI.  House  of  Delegates 

Section  l.  The  House  of  Delegates  shall  be  the 
legislative  body  of  the  Association  and  shall  have 
power,  by  a two-thirds  vote  of  all  the  delegates 
present  at  that  session,  to  adopt  bylaws  to  carry  out 
the  provisions  of  this  Constitution  and  to  provide  for 
the  government  of  the  Association  in  any  other  man- 
ner not  inconsistent  with  this  Constitution.  It  shall 
meet  in  Regular  Session  annually  during  the  Annual 
Meeting  of  the  Association,  and  may  be  called  into 
Special  Session  under  such  conditions  as  may  be 
prescribed  in  the  bylaws. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  in  such  manner  as 
may  be  provided  in  the  bylaws.  Officers  of  the  As- 
sociation, Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association,  and  the  five  im- 
mediate Past  Presidents  shall  be  ex  officio  members 
of  the  House  of  Delegates  and  entitled  to  vote. 

Section  3.  The  House  of  Delegates  shall  elect  a 
Speaker  and  a Vice-Speaker,  one  of  whom  shall  pre- 
side during  the  meetings  of  the  House  of  Delegates. 
The  presiding  officer  shall  not  be  entitled  to  a vote 
except  in  the  event  of  a tie. 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  members. 

Article  VII.  Districts,  Sections  and  District  Societies 

The  House  of  Delegates  shall  divide  the  state  into 
Districts  composed  of  one  or  more  counties,  for  ad- 
ministrative purposes.  It  may  also  provide  for  a di- 
vision of  the  scientific  work  of  the  Association  into 
appropriate  Sections,  and  for  the  organization  of  such 
District  Societies,  composed  exclusively  of  members 
of  component  societies,  as  will  promote  the  best  in- 
terests of  the  profession. 

Article  VIII.  Board  of  Truitees 

The  House  of  Delegates  shall  make  provision  in 
the  bylaws  for  a Board  of  Trustees  composed  of  one 
Trustee  from  each  District  and  such  of  the  other 
officers  of  the  Association  as  the  House  may  deem 
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appropriate,  which  shall  be  charged  with  the  general 
direction  of  the  Association’s  affairs  during  the 
interim  between  meetings  of  the  House.  The  House 
may  delegate  such  powers  to  the  Board  of  Trustees  as 
are  not  specifically  required  by  this  Constitution  to  be 
exercised  by  the  House,  and  may  limit  the  Board’s 
powers  to  such  extent  as  it  may  determine  to  be  nec- 
essary or  desirable,  provided,  however,  that  in  no 
event  shall  the  Board  of  Trustees  have  power  to  com- 
mit the  Association  to  any  course  of  action  which  is 
contrary  to  or  at  variance  with  any  policy  established 
by  the  House  of  Delegates. 


Article  IX.  Funds  and  Expenses 
The  House  of  Delegates  shall  provide  funds  for 
meeting  the  expenses  of  the  Association  by  such 
methods  and  from  such  sources  as  it  may  select. 
Funds  may  be  appropriated  by  the  House  of  Dele- 
gates to  defray  the  expenses  of  the  annual  session, 
for  publications,  and  for  such  other  purposes  as 
will  promote  the  welfare  of  the  Association  and 
the  profession. 


Article  X.  Referendum 

The  membership  of  the  Association,  by  written 
petition  signed  by  not  less  than  10%  of  the  active 
membership,  may  obtain  a referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates.  The 
Secretary,  upon  the  presentation  of  such  a petition  to 
him  shall  cause  the  question  to  be  submitted  to  the 
active  membership  by  mail,  and  if  a majority  of  the 
active  members  shall  signify  its  approval  or  dis- 
approval of  a certain  policy  or  course  of  action  with 
respect  to  the  question  thus  submitted,  the  will  of  the 
majority  shall  determine  the  question  and  shall  be 
binding  upon  the  House  of  Delegates  and  the  As- 
sociation upon  certification  of  the  result  of  the  vote 
by  the  Secretary  to  the  President  and  Board  of 
Trustees. 


Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal  with 
power  to  break,  change  or  renew  the  same  at  pleasure. 


Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates 
registered  at  the  Regular  Session,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  regular  session,  and  that  it  shall  have 
been  sent  officially  to  each  component  county  so- 
ciety at  least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 
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CHAPTER  I.  MEMBERSHIP 

Section  1.  Membership  in  this  Association  shall  be 
coterminous  with  membership  in  a component  county 
society.  No  physician  shall  be  eligible  for  membership 
in  this  Association  unless  he  is  a member,  in  good 
standing  of  a component  society,  nor  may  he  main- 
tain membership  in  a component  county  society 
unless  he  is  a member,  in  good  standing  of  this  As- 
sociation. 

When  a physician  who  meets  the  qualifications 
hereinafter  set  forth,  is  certified  to  the  Secretary  as 
a member  in  good  standing  of  a component  society, 
properly  classified  as  to  type  of  membership,  and 
when  the  dues  pertaining  to  his  membership  classifi- 
cation have  been  received  by  the  Secretary  of  the 
Association,  the  name  of  the  member  shall  be  in- 
cluded in  the  official  roster  of  the  Association  and 
he  shall  be  entitled  to  all  the  privileges  of  his  class 
of  membership.  Provided,  however,  that  members  in 
good  standing  from  other  state  societies  may,  if 
admitted  to  membership  by  a component  society,  be 
accepted  by  KMA  for  membership  without  paying 
dues  for  the  remainder  of  the  calendar  year  in  which 
the  transfer  is  made.  Provided  further,  that  the  Board 
of  Trustees  shall  have  power,  upon  written  applica- 
tion. approved  annually  by  the  county  society  of 
which  the  applicant  is  a member,  to  excuse  any 
member  from  the  payment  of  dues  because  of  finan- 
cial hardship.  And  provided  further,  that  the  Judicial 
Council,  after  a hearing,  shall  have  power  to  con- 
dition membership  in  this  Association  upon  the 
physician’s  agreement  to  limit  the  scope  of  his  prac- 
tice in  any  manner  reasonably  calculated  to  protect 
the  public  from  the  adverse  effects  of  any  demon- 
strated frailty  or  disability  of  said  member. 


Article  XIII.  Definitions 

Whenever  used  in  this  Constitution,  the  Articles  of 
Incorporation  or  the  Bylaws — 

(a)  “County  society,”  “component  county  so- 
ciety,” or  “component  medical  society”  means  “com- 
ponent society.” 

(b)  “Annual  Meeting”  means  the  annual  three- 
day  meeting  of  the  Association. 

(c)  “Scientific  Sessions”  mean  those  sessions  dur- 
ing the  Annual  Meeting  at  which  scientific  subjects 
are  programmed  and  discussed. 

(d)  “Regular  Session”  means  the  regular  session 
of  the  House  of  Delegates  which  is  held  during  the 
Annual  Meeting. 

(e)  “Special  Session”  means  a special,  called  meet- 
ing or  session  of  the  House  of  Delegates. 


Section  2.  Membership  in  the  Association  shall  be 
divided  into  nine  classes,  to-wit:  Active,  Emeritus, 
In-Training,  Associate,  Inactive,  Student,  Service, 
Honorary  and  Special. 

(a)  Active  Members.  The  active  membership  of 
the  Association  shall  consist  of  the  active  members 
of  the  various  component  medical  societies.  To  be 
eligible  for  active  membership  in  any  component 
society,  the  applicant  must  be  a physician  who 
holds  an  unrestricted  or  limited  license  to  practice 
medicine  and  surgery  in  this  state,  and  who  is  of 
good  moral,  ethical  and  professional  standing. 
Nothing  contained  herein  shall  prevent  a com- 
ponent society  from  requiring  new  members  to 
occupy  provisional  status  for  a reasonable  time 
after  their  admittance  to  membership  under  any 
classification. 
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(b)  Emeritus  Members.  Component  societies  may 
elect  as  a member-emeritus  any  doctor  of  medicine 
or  osteopathy  who  has  served  his  profession  with 
distinction  and  who  has  either  reached  the  age  of 
70  or  has  retired  from  active  practice.  Emeritus 
members  shall  have  the  right  to  vote  and  be  en- 
titled to  the  benefits  of  Chapter  VI,  Section  8 of 
these  Bylaws,  but  shall  not  pay  dues.  They  shall 
receive  The  Journal  and  other  publications  of  the 
Association. 

(c)  In-Training  Members.  Interns,  residents,  and 
teaching  fellows  who  are  doctors  of  medicine  or 
osteopathy  and  who  have  complied  with  all  perti- 
nent regulations  of  the  State  Board  of  Health.  In- 
training  members  shall  have  the  right  to  vote  and 
receive  all  publications  of  the  Association,  but  shall 
not  be  counted  in  determining  the  number  of 
delegates  to  which  their  county  society  is  entitled 
in  the  House  of  Delegates. 

(d)  Associate  Members.  The  associate  membership 
of  the  Association  shall  consist  of  the  associate 
members  of  the  various  component  medical  socie- 
ties. To  be  eligible  for  associate  membership  in  any 
component  society,  the  applicant  must  qualify 
under  one  or  more  of  the  following  groups: 

(1)  Medical  officers  of  the  United  States  Army, 

Navy,  Air  Force,  Veterans  Administration,  Public 

Health  Service,  or  other  federal  governmental 

service  while  on  duty  in  the  State. 

(2)  Osteopathic  physicians  who  practice  allo- 
pathic medicine. 

Associate  members  shall  not  have  the  right  to  vote 
nor  to  hold  office,  but  shall  receive  the  Journal  and 
other  publications  of  the  Association. 

(e)  Inactive  Members.  The  inactive  membership  of 
the  Association  shall  consist  of  the  inactive  mem- 
bers of  the  various  component  county  societies. 
Any  doctor  of  medicine  licensed  to  practice  medi- 
cine in  Kentucky  who  is  not  engaged  in  the  practice 
of  medicine  but  who  is  otherwise  eligible  for  active 
membership  in  the  Association  may  be  admitted  to 
inactive  membership  by  any  component  county 
society.  Inactive  members  shall  not  have  the  right 
to  vote  nor  hold  office,  but  shall  receive  the  Journal 
and  other  publications  of  the  Association. 

(f)  Student  Members.  Any  student  in  an  accredited 
medical  school  in  Kentucky  or  any  resident  of 
Kentucky  who  is  a student  in  any  accredited  medi- 
cal school  in  the  United  States  shall  be  eligible 
for  student  membership.  Student  members  shall  not 
have  the  right  to  vote  nor  hold  office.  They  may 
apply  directly  to  the  State  Association  for  mem- 
bership and  be  assigned  to  the  county  society  of 
their  choice.  The  membership  year  for  student 
members  shall  run  from  September  1 to  August  31 
of  each  year. 

(g)  Service  Members.  Members  of  the  Association 
in  good  standing  who  enter  military  service  and 
are  ineligible  for  Associate  membership  shall  be 
classified  as  sendee  members.  Service  Members 
shall  not  be  required  to  pay  dues.  If  a member 
in  good  standing  enters  service  prior  to  April  1 
and  has  paid  his  dues  for  that  year,  he  shall 
receive  all  publications  and  other  benefits  ap- 
plicable to  his  class  of  membership  in  the  Associa- 
tion and  shall  owe  no  further  dues  until  January  1 
following  his  release.  If  a member  in  good  stand- 
ing enters  service  prior  to  April  1 without  paying 
his  dues  for  that  year,  he  shall  receive  publica- 
tions and  other  benefits  but  shall  owe  the  dues 
applicable  to  his  class  of  membership  immedi- 
ately following  his  release  from  active  duty. 
Members  whose  dues  have  not  been  received  by 
April  1 are  not  in  good  standing. 
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(h)  Honorary  Members.  Any  physician  possessed 
of  scientific  attainments  who  is  a member  of  a 
constituent  state  medical  association  and  who  has 
participated  in  the  program  of  the  scientific  ses- 
sion and  who  is  not  a citizen  ot  Kentucky  may  by 
unanimous  vote  of  the  House  of  Delegates  be 
elected  to  honorary  membership.  Honorary  mem- 
bers shall  be  entitled  to  the  privileges  of  the 
floor  in  all  scientific  sessions. 

(i)  Special  Members.  Component  societies  may 
invite  dentists,  pharmacists,  funeral  directors,  or 
other  professional  persons  to  become  special  mem- 
bers. Special  members  shall  have  no  rights  or 
obligations  under  these  Bylaws,  but  may  be  ac- 
corded the  privilege  of  attending  and  participating 
in  the  scientific  meetings  of  the  society,  provided, 
however,  that  a registration  fee  may  be  required 
of  special  members  who  desire  to  attend  the  An- 
nual Meeting  of  the  Association. 


Section  3.  Guests  of  Honor.  Any  distinguished 
physician  not  a resident  of  this  State  may  become  a 
guest  of  honor  during  any  Annual  Meeting  upon 
invitation  of  the  Board  of  Trustees  and  shall  be  ac- 
corded the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  meeting. 


Section  4.  No  person  who  is  finally  convicted  of 
a felony  subsequent  to  September  26,  1968,  shall  be 
eligible  for  membership  in  this  Association  unless 
and  until,  upon  proper  application  to  the  Judicial 
Council,  it  is  determined  that  he  is  morally  and 
ethically  qualified.  Except  as  provided  in  Chapter 
VII,  Section  4 of  these  Bylaws,  no  person  who  is 
under  sentence  of  suspension  or  expulsion  from  any 
component  society  of  this  Association  shall  be  en- 
titled to  any  of  the  rights  or  benefits  of  membership 
of  this  Association. 


CHAPTER  II.  ANNUAL  AND  SPECIAL  MEETINGS 
OF  THE  ASSOCIATION 

Seciion  1.  The  Association  shall  hold  its  annual  and 
special  meetings  at  such  times  and  places  as  may  be 
determined  by  the  House  of  Delegates. 

Section  2.  The  Annual  Meeting  shall  consist  of  one 
or  more  scientific  sessions,  at  least  two  meetings  of 
the  House  of  Delegates,  and  such  other  gatherings 
as  may  be  authorized  by  the  Board  of  Trustees.  Each 
scientific  session  shall  be  presided  over  by  the  Presi- 
dent or  in  his  absence  or  disability  or  at  his  request 
by  the  President-Elect  or  such  officers  as  the  Board 
of  Trustees  may  direct.  The  entire  time  of  the 
scientific  sessions,  as  far  as  may  be,  shall  be  devoted 
to  papers  and  discussions  related  to  scientific  medi- 
cine. 


Section  3.  The  name  of  a physician  upon  the  proper- 
ly certified  roster  of  members  or  list  of  delegates  of 
a component  society  which  has  paid  its  annual  assess- 
ment, shall  be  prima  facie  evidence  of  his  right  to 
register  at  any  meeting  of  this  Association. 

Section  4.  Each  member  in  attendance  at  any  meet- 
ing shall  register  indicating  the  component  society  of 
which  he  is  a member.  When  his  right  to  membership 
has  been  verified  by  reference  to  the  roster  of  the 
society,  he  shall  receive  a badge  which  shall  be  evi- 
dence of  his  right  to  all  privileges  of  membership  at 
that  meeting.  No  member  or  delegate  shall  take  part 
in  any  of  the  proceedings  of  any  meeting  until  he  has 
complied  with  the  provisions  of  this  section. 
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CHAPTER  III.  THE  HOUSE  OF  DELEGATES 

Section  l.  The  House  of  Delegates  shall  meet  in 
Regular  Session  at  the  time  and  place  of  the  Annual 
Meeting,  and  shall,  insofar  as  is  practicable,  fix  its 
hours  of  meeting  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  scientific  sessions  and  other  proceed- 
ings. Provided,  however,  that  if  the  business  interests 
of  the  Association  and  profession  require,  the  Speaker, 
with  the  consent  of  the  Board  of  Trustees,  may  con- 
vene the  Regular  Session  in  advance  of  the  Annual 
Meeting,  and  the  House  may  remain  in  session  after 
the  final  adjournment  thereof. 

Section  2.  The  House  may  be  called  into  Special 
Session  by  the  President  with  the  approval  of  the 
Board  of  Trustees,  and  a special  session  shall  be 
called  by  the  President  on  the  written  request  of 
delegates  representing  fifty  or  more  component  so- 
cieties. The  purpose  of  all  special  sessions  shall  be 
stated  in  the  call,  and  all  business  transacted  at  any 
such  special  session  shall  be  germane  to  the  stated 
purpose. 

Section  3.  When  a special  session  is  called,  the 
Secretary  shall  mail  a notice  of  the  time,  place,  and 
purpose  of  such  meeting  to  the  last  known  address 
of  each  delegate  at  least  ten  days  before  such  session. 

Section  4.  The  Speaker  shall,  by  virtue  of  his  office, 
be  responsible  for  making  all  arrangements  for  all 
sessions,  regular  or  special,  of  the  House. 

Section  5.  The  members  of  the  House  of  Delegates 
shall  be  elected  by  the  various  component  societies 
in  the  manner  prescribed  in  Chapter  XII  of  these 
Bylaws. 

Section  6.  In  the  event  a component  society  is  not 
represented  at  any  meeting  of  the  House,  the  Speaker 
shall  consult  with  any  officer  of  the  component  so- 
ciety who  is  in  attendance  and,  with  the  approval  of 
the  Credentials  Committee,  may  appoint  any  active 
member  of  such  component  society  who  is  in  at- 
tendance, as  its  alternate  delegate.  If  no  officer  of 
such  society  is  present,  the  Speaker  may  make  the 
appointment  without  consultation,  but  with  the  ap- 
proval of  the  Credentials  Committee.  All  such  ap- 
pointments shall  also  be  subject  to  the  approval  of 
the  House. 

Section  7.  Forty  per  cent  of  the  qualified  delegates, 
as  defined  by  Article  VI  of  the  Constitution,  shall 
constitute  a quorum  and  all  of  the  meetings  of  the 
House  shall  be  open  to  the  members  of  the  Associa- 
tion. The  House  shall  have  the  right  to  go  into  ex- 
ecutive session  whenever  in  its  judgment  such  action 
is  indicated;  except  that  active  members  of  the  Asso- 
ciation shall  have  the  right  to  attend  all  executive 
sessions. 

Section  8.  Each  resolution  introduced  into  the  House 
shall  be  in  writing  and  signed  by  the  author  and 
presented  to  the  Secretary  following  its  introduction. 
If  the  author  be  an  individual  member,  it  shall  be 
signed  by  him.  If  the  author  be  a group  of  members, 
it  shall  be  signed  by  the  authorized  spokesman  for 
that  group.  Immediately  after  the  Delegate  has  intro- 
duced the  Resolution,  it  shall  be  referred  to  the 
proper  Reference  Committee  before  action  thereon  is 
taken. 

Section  9.  No  resolution  shall  be  introduced  In  the 
first  meeting  of  the  House  of  Delegates  by  any  mem- 
ber or  group  of  members  other  than  the  Board  of 
Trustees  unless  a copy  thereof  was  furnished  to  the 
Headquarters  Office  at  least  seven  days  prior  to  its 
introduction.  The  only  exception  to  this  shall  be  that 
a resolution  which  has  been  signed  by  ten  or  more 


members  of  the  House  of  Delegates  and  of  which 
there  are  sufficient  printed  copies  to  distribute  to  each 
member  of  the  House  of  Delegates  may  be  received 
for  consideration  by  an  affirmative  vote  of  three- 
fourths  of  the  members  present  and  voting.  No  new 
business  shall  be  introduced  in  the  last  meeting  of  the 
House  without  unanimous  consent,  except  when  pre- 
sented by  the  Board  of  Trustees.  All  new  business  so 
presented  shall  require  the  affirmative  vote  of  three- 
fourths  of  those  delegates  present  and  voting,  for 
adoption. 

Section  10.  The  House  shall  give  diligent  attention 
to  and  foster  the  scientific  work  and  spirit  of  the 
Association,  and  shall  constantly  study  and  strive  to 
make  each  Annual  Meeting  a stepping  stone  to  further 
ones  of  higher  interest. 

Section  11.  It  shall  consider  and  advise  as  to  the 
material  interests  of  the  profession,  and  of  the  public 
in  those  important  matters  wherein  the  public  is 
dependent  upon  the  profession,  and  shall  use  its 
influence  to  secure  and  enforce  all  proper  medical 
and  public  health  legislation,  and  to  diffuse  informa- 
tion in  relation  thereto. 

Section  12.  It  shall  make  careful  inquiry  into  the 
condition  of  the  profession  of  each  county  in  the 
State,  and  shall  have  authority  to  adopt  such  methods 
as  may  be  deemed  most  efficient  for  building  up 
and  increasing  the  interest  in  such  county  societies 
as  already  exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  especially 
and  systematically  endeavor  to  promote  friendly  inter- 
course between  physicians  of  the  same  locality  and 
shall  continue  these  efforts  until  every  physician  in 
every  county  of  the  State  who  will  agree  to  abide 
by  the  constitution,  bylaws  and  other  rules  and  regula- 
tions of  the  Association  and  the  appropriate  com- 
ponent society,  has  been  brought  under  medical  society 
influence. 

Section  13.  It  shall  encourage  postgraduate  work 
in  medical  centers  as  well  as  home  study  and  research 
and  shall  endeavor  to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the  county  soci- 
eties. 

Section  14.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion in  accordance  with  the  Constitution  and  Bylaws 
of  that  body. 

Section  15.  It  shall,  upon  application,  provide  and 
issue  charters  to  county  societies  organized  in  con- 
formity with  the  Constitution  and  Bylaws  of  this 
Association. 

Section  16.  The  state  shall  be  divided  into  the  fol- 
lowing districts: 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton,  Graves, 
Hickman,  Livingston,  McCracken,  and  Marshall. 

No.  2 — Daviess,  Hancock,  Henderson,  McLean, 
Ohio,  Union,  and  Webster. 

No.  3 — Caldwell,  Christian,  Crittenden,  Hopkins, 
Lyon,  Muhlenberg,  Todd,  and  Trigg. 

No.  4 — Breckinridge,  Bullitt,  Grayson,  Green,  Har- 
din, Hart,  Larue,  Marion,  Meade,  Nelson,  Taylor, 
and  Washington. 

No.  5 — Jefferson. 

No.  6 — Adair,  Allen,  Barren,  Butler,  Cumberland, 
Edmonson,  Logan,  Metcalf,  Monroe,  Simpson,  and 
Warren. 

No.  7 — Anderson,  Carroll,  Franklin,  Gallatin, 
Grant,  Henry,  Oldham,  Owen,  Shelby,  Spencer,  and 
Trimble. 
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No.  8 — Boone,  Campbell,  and  Kenton. 

No.  9 — Bath,  Bourbon,  Bracken,  Fleming,  Har- 
rison, Mason,  Nicholas,  Pendleton,  Scott,  and  Robert- 
son. 

No.  10 — Fayette,  Jessamine,  and  Woodford. 

No.  11 — Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell,  and  Wolfe. 

No.  12 — Boyle,  Casey,  Clinton,  Garrard,  Lincoln, 
McCreary,  Mercer,  Pulaski,  Rockcastle,  Russell,  and 
Wayne. 

No.  13 — Boyd,  Carter,  Elliott,  Greenup,  Lawrence, 
Lewis,  Morgan,  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott,  Letcher, 
Magoffin,  Martin,  Perry,  and  Pike. 

No.  15 — Bell,  Clay,  Harlan,  Knox,  Laurel,  Leslie, 
and  Whitley. 

District  meetings  may  be  held  as  desired,  and  Dis- 
trict Medical  Associations  may  be  organized  as  de- 
sired, according  to  the  districts  outlined  above. 

Section  17.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Association  who  are  not  members  of  the  House 
of  Delegates  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate  in 
the  debate  thereon. 

Section  18.  Except  as  provided  in  Chapter  VI, 
Section  4,  it  shall  approve  all  memorials  and  resolu- 
tions issued  in  the  name  of  the  Association  before  the 
same  shall  become  effective. 

Section  19.  A digest  of  proceedings  of  the  House 
of  Delegates  shall  be  published  and  distributed  to 
the  membership  annually. 

CHAPTER  IV.  ELECTION  OF  OFFICERS 
AND  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

Section  1.  The  President-Elect  and  the  Vice  Presi- 
dent shall  be  elected  for  a term  of  one  year,  the 
President-Elect  succeeding  to  the  presidency  at  the 
expiration  of  his  term  as  President-Elect.  The  Vice 
President  shall  be  elected  from  the  same  general  area 
in  which  the  president  resides.  Delegates  to  the  AMA 
and  their  alternates  shall  be  elected  for  terms  of  two 
years.  The  Speaker  ot  the  House  of  Delegates,  the 
Vice  Speaker,  the  Secretary,  and  the  Treasurer  shall 
be  elected  for  terms  of  three  years,  but  no  member 
shall  be  eligible  for  election  to  more  than  two  con- 
secutive full  terms  as  Secretary  or  Treasurer.  Trustees 
and  their  Alternates  shall  be  elected  for  terms  of 
three  years  and  Trustees  shall  be  limited  to  serving 
for  not  more  than  two  consecutive  full  terms.  The 
terms  of  the  Trustees  and  their  Alternates  shall 
coincide  and  be  so  arranged  that  one-third  of  the 
terms  expire  each  year,  insofar  as  possible,  provided, 
however,  that  nothing  contained  herein  shall  preclude 
an  Alternate  Trustee  from  serving  two  full  terms  as 
a Trustee.  No  member  shall  be  eligible  for  the  of- 
fice of  President,  President-Elect,  Vice  President, 
Speaker  or  Vice  Speaker  of  the  House  of  Delegates, 
Trustee  or  Alternate  'lrustee  who  has  not  been  an 
active  member  of  the  Association  tor  at  least  five 
years. 

Section  2.  During  the  last  meeting  of  the  regular 
session  of  the  House  of  Delegates,  the  Speaker  of 
the  House  of  Delegates  shall  submit  to  the  members 
of  the  House  of  Delegates  a list  of  ten  names  from 
which,  by  ballot,  the  House  of  Delegates  shall  select 
five  members  to  serve  as  the  Nominating  Committee 
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for  the  next  year.  The  five  names  receiving  the 
most  votes  shall  form  the  committee.  The  committee 
shall  select  one  of  its  members  as  chairman  at  an 
organization  meeting  held  during  the  Interim  Meet- 
ing, or  at  some  other  appropriate  place  designated  by 
the  Board  of  Trustees  at  least  four  months  before 
the  Annual  Meeting.  The  committee,  in  addition  to 
such  other  meetings  as  it  may  choose  to  hold,  shall 
schedule  an  open  meeting  immediately  after  the  close 
of  the  first  meeting  of  the  House  at  each  Annual 
Meeting.  This  open  meeting  shall  be  held  in  the 
meeting  place  of  the  House  of  Delegates,  shall  re- 
ceive broad  publicity,  and  those  who  have  business 
to  discuss  with  the  committee  shall  have  a hearing. 
Before  noon  of  the  following  day,  the  committee 
shall  post  on  a bulletin  board  near  the  entrance  to  the 
hall  in  which  the  Annual  Meeting  is  being  held,  its 
nominations  for  each  office  to  be  filled,  and  shall 
formally  present  said  nominations  to  the  House  at 
the  time  of  the  election.  Additional  nominations  may 
be  made  from  the  floor  by  submitting  the  nomina- 
tions without  discussion  or  comment.  Vacancies  oc- 
curring on  the  Nominating  Committee  by  virtue  of 
death,  resignation,  or  disability,  shall  be  filled  by 
appointment  of  the  Speaker. 

Section  3.  The  election  of  officers  and  delegates  to 
the  AMA  and  their  alternates  shall  be  held  at  the 
second  meeting  of  the  regular  session  of  the  House 
of  Delegates. 

Section  4.  All  elections  shall  be  by  secret  ballot, 
and  a majority  of  the  votes  cast  shall  be  necessary  to 
elect,  provided,  however,  that  when  there  are  more 
than  two  nominees,  the  nominee  receiving  the  least 
number  of  votes  on  the  first  ballot  shall  be  dropped 
and  the  balloting  shall  continue  in  like  manner  until 
an  election  occurs. 

Section  5.  Any  member  known  to  have  directly  or 
indirectly  solicited  votes  for,  or  sought  any  office 
within  the  gift  of  the  Association  shall  be  ineligible 
for  any  office  for  two  years. 

Section  6.  The  Delegates  representing  the  counties 
in  each  District  form  the  Nominating  Committee  for 
the  purpose  of  nominating  a Trustee  and  an  Alter- 
nate Trustee  for  the  District  concerned.  This  com- 
mittee shall  hold  a well-publicized  meeting  open  to 
all  active  members  of  the  District  concerned  who 
are  in  attendance  at  the  Annual  Meeting  for  the 
purpose  of  discussing  the  nomination  of  the  Trustee 
and  his  Alternate  to  serve  the  District.  Additional 
nominations  may  be  made  from  the  floor  when  the 
Nominating  Committee  makes  its  report  to  the  House 
of  Delegates. 

CHAPTER  V.  DUTIES  OF  OFFICERS  OTHER  THAN 
TRUSTEES  AND  ALTERNATES 

Section  1.  Except  as  provided  in  Chapter  II,  Sec- 
tion 2 hereof,  the  President  shall  preside  at  all 
scientific  sessions  of  the  Association  and  shall  ap- 
point all  committees  not  otherwise  provided  for.  He 
shall  deliver  an  annual  address  at  such  time  as  may 
be  arranged  and  shall  perform  such  duties  as  custom 
and  parliamentary  usage  may  require.  He  shall  be 
the  real  head  of  the  profession  in  the  State  during 
his  term  of  office  and  so  far  as  practicable,  shall 
visit  or  cause  to  be  visited  on  his  behalf,  the  various 
sections  of  the  State  and  assist  the  Trustees  in  build- 
ing up  the  county  societies  and  in  making  their  work 
more  practical  and  useful.  He  shall  be  reimbursed 
for  his  reasonable  and  necessary  travel  expense  in- 
curred in  the  performance  of  his  duties  as  President. 

889 


Section  2.  The  President-Elect  shall  assist  the  Presi- 
dent in  visitation  of  county  and  other  meetings.  He 
shall  become  president  of  the  Association  at  the  next 
Annual  Meeting  following  his  election  as  president- 
elect. In  the  event  of  his  death  or  resignation,  or  if 
he  becomes  permanently  disqualified  or  disabled,  his 
successor  shall  be  elected  by  the  House  of  Delegates 
and  shall  be  installed  as  President  of  the  Association 
at  its  next  regular  session. 

Section  3.  The  Vice  President  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties,  and  shall  perform 
such  other  duties  as  may  be  prescribed  by  the  Board 
of  Trustees.  In  the  event  of  a vacancy  in  the  office  of 
the  President,  the  Vice  President  shall  succeed  to 
the  office  of  the  President. 

Section  4.  The  President-Elect  and  the  Vice-Presi- 
dent, when  acting  for  and  in  behalf  of  the  President, 
may  be  reimbursed  for  their  reasonable  and  neces- 
sary travel  expenses  incurred  in  the  performance  of 
their  duties  in  such  amounts  as  may  be  available 
out  of  the  sum  appropriated  in  the  annual  budget 
for  traveling  expenses. 

Section  5.  The  Speaker  of  the  House  shall  preside 
at  all  meetings  of  the  House  of  Delegates.  He  shall  ap- 
point all  committees  of  the  House  of  Delegates  with 
the  approval  of  the  House  of  Delegates.  He  shall  be  a 
non-voting  member  of  said  committees,  and  shall  per- 
form such  other  duties  as  custom  and  parliamentary 
usage  may  require. 

Section  6.  The  Vice  Speaker  shall  assume  the  duties 
of  the  Speaker  in  his  absence  and  shall  assist  the 
Speaker  in  the  performance  of  his  duties.  In  the  event 
of  the  death,  disability,  resignation,  or  removal  of  the 
Speaker,  the  Vice  Speaker  shall  automatically  become 
Speaker  of  the  House  of  Delegates. 

Section  7.  The  Secretary  shall  advise  the  Execu- 
tive Director  in  all  secretarial  matters  of  this 
Association  and  shall  act  as  the  corporate  secretary 
insofar  as  the  execution  of  official  documents  or 
institution  of  official  actions  are  required.  He  shall 
perform  such  duties  as  are  placed  upon  him  by  the 
Constitution  and  Bylaws. 

Section  8.  The  Treasurer  shall  demand  and  receive 
all  funds  due  the  Association,  including  bequests  and 
donations.  He  shall,  it  so  directed  by  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belonging  to 
the  Association  and  execute  the  necessary  papers  and 
shall,  subject  to  such  direction,  have  the  care  and  man- 
agement of  the  fiscal  affairs  of  the  Association.  All 
vouchers  of  the  Association  shall  be  signed  by  the 
Secretary  or  the  Executive  Director  and  shall  be 
countersigned  by  the  Treasurer  of  the  Association. 
Under  unusual  circumstances,  when  one  or  more  of 
the  above-named  officials  are  not  readily  available,  the 
President  or  the  Chairman  of  the  Board  of  Trustees 
is  authorized  to  sign  the  vouchers,  provided  that  in 
any  event  all  vouchers  of  the  Association  shall  bear  a 
signature  and  a counter-signature.  All  five  officials 
shall  be  required  to  give  bond  in  an  amount  to  be 
determined  by  the  Board  of  Trustees.  The  Treasurer 
shall  report  the  operations  of  h:s  office  annually  to  the 
House  of  Delegates,  via  the  Board  of  Trustees,  and 
shall  truly  and  accurately  account  for  all  funds  be- 
longing to  the  Association  and  coming  into  his  hands 
during  the  year.  His  accounts  shall  be  audited  annu- 
ally by  a certified  public  accountant  appointed  by  the 
Board  of  1 rustees. 


CHAPTER  VI.  BOARD  OF  TRUSTEES 

Section  1 . The  Board  of  Trustees  shall  be  the 
executive  body  of  the  House  of  Delegates  and  be- 
tween sessions  of  the  House  of  Delegates  shall  exer- 
cise the  powers  conferred  upon  the  House  of  Dele- 
gates by  the  Constitution  and  Bylaws.  The  Board  of 


Trustees  shall  consist  of  the  duly  elected  Trustees  and 
the  President,  the  President-Elect,  the  Vice- 
President,  the  immediate  Past-President,  the  Speaker, 
and  Vice-Speaker  of  the  House  of  Delegates,  the 
Secretary,  the  Treasurer,  and  the  Delegates  to  the 
American  Medical  Association.  The  Executive  Com- 
mittee of  the  Board  of  Trustees  shall  consist  of  the 
President,  the  Vice  President,  the  President-Elect, 
the  Secretary,  the  Chairman  of  the  Board  of  Trustees, 
the  Vice  Chairman  of  the  Board  of  Trustees,  and 
two  trustees  to  be  elected  annually  by  the  Board 
of  Trustees.  A majority  of  the  full  Board,  to-wit,  14, 
and  a majority  of  the  full  Executive  Committee, 
to-wit,  4,  shall  constitute  a quorum  for  the  trans- 
action of  all  business  by  either  body.  Between  sessions 
of  the  Board,  the  Executive  Committee  shall  exer- 
cise all  of  the  powers  belonging  to  the  Board  except 
those  powers  specifically  reserved  by  the  Board  to 
itself. 

Section  2.  The  Board  shall  meet  daily,  or  as  re- 
quired, during  the  Annual  Meeting  of  the  Association 
and  at  such  other  times  as  necessity  may  require, 
subject  to  the  oall  of  the  Chairman  or  on  petition  of 
three  Trustees.  It  shall  meet  on  the  last  day  of  the 
Annual  Meeting  for  reorganization  and  for  the  out- 
lining of  the  work  for  the  ensuing  year.  It  shall, 
through  its  Chairman,  make  an  annual  report  to  the 
House  of  Delegates  at  such  time  as  may  be  pro- 
vided, which  report  shall  include  an  audit  of  the 
accounts  of  the  Treasurer  and  other  agents  of  this 
Association  and  which  shall  also  specify  the  character 
and  cost  of  all  the  publications  of  the  Association 
during  the  year,  and  the  amounts  of  all  other  property 
belonging  to  the  Association,  or  under  its  control, 
with  such  suggestions  as  it  may  deem  necessary. 
By  accepting  or  rejecting  this  report,  the  House  may 
approve  or  disapprove  the  action  of  the  Board  of 
Trustees  in  whole  or  in  part,  with  respect  to  any 
matter  reported  upon  therein.  In  the  event  of  a 
vacancy  in  any  office  other  than  that  of  President, 
the  Board  may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Trustee  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  hold  at 
least  one  district  meeting  each  year  for  the  exchange 
of  views  on  problems  relating  to  organized  medicine 
and  for  postgraduate  scientific  study.  The  necessary 
traveling  expenses  incurred  by  a Trustee  in  the  line 
of  his  duties  herein  imposed  may  be  paid  by  the 
Treasurer  upon  a proper  itemized  statement,  but 
this  shall  not  be  construed  to  include  his  expenses 
in  attending  the  Annual  Meeting  of  the  Association. 

Section  4.  The  Board  shall  have  the  authority  to 
communicate  the  views  of  the  profession  and  of  the 
Association  in  regard  to  health,  sanitation,  and  other 
important  matters,  to  the  public  and  press. 

Section  5.  The  Journal  of  the  Kentucky  Medi- 
cal Association  shall  be  the  official  organ  of  the 
Association  and  shall  be  published  under  the  super- 
vision of  the  Board.  The  Editor  of  the  Journal  shall 
be  elected  by  the  Board.  All  money  received  by  the 
Journal  or  by  any  member  of  its  staff  on  its  behalf, 
shall  be  paid  to  the  Treasurer  on  the  first  of  each 
month.  The  Board  shall  provide  for  and  superintend 
the  publication  and  distribution  of  all  proceedings, 
transactions,  and  memoirs  of  the  Association,  and 
shall  have  authority  to  appoint  such  assistants  to  the 
Editor  as  it  deems  necessary. 

Section  6.  All  commercial  exhibits  during  the  An- 
nual Meeting  sh»H  be  within  the  control  and  direction 
of  the  Board 

Section  7.  In  the  event  of  the  death,  resignation, 
removal  or  disability  of  a Trustee,  between  sessions 
of  the  House  of  Delegates,  the  Alternate  Trustee 
shall  succeed  to  the  office  of  Trustee.  In  case  of  dis- 
ability, the  Alternate  shall  serve  until  the  disability 
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is  removed  or  the  Trustee’s  term  expires,  and  in  the 
absence  of  the  Trustee,  the  Alternate  Trustee  shall 
vote  in  his  place  and  stead. 

Section  8.  The  Association,  upon  the  request  of  any 
member  in  good  standing  who  is  a defendant  in  a 
professional  liability  suit,  will  provide  such  member 
with  the  consultative  service  of  competent  legal  coun- 
sel selected  by  the  Secretary  acting  under  the  general 
direction  of  the  Executive  Committee.  In  addition, 
the  Association  may,  upon  application  to  the  Board 
outlining  unusual  circumstances  justifying  such  ac- 
tion, provide  such  member  with  the  services  of  an 
attorney  selected  by  the  Board  to  defend  such  suit 
through  one  court. 


Section  9.  The  Board  shall  employ  an  Executive 
Director  whose  principal  duty  shall  be  to  carry  out 
and  execute  the  policies  established  by  the  House  of 
Delegates  and  the  Board.  His  compensation  shall  be 
fixed  by  the  Board.  The  Executive  Director  shall  act 
as  general  administrative  officer  and  business  manager 
of  the  Association  and  shall  perform  all  administra- 
tive duties  necessary  and  proper  to  the  general  man- 
agement of  the  Headquarters  Office,  except  those 
duties  which  are  specifically  imposed  by  the  Constitu- 
tion and  Bylaws  upon  the  officers,  committees,  coun- 
cils and  other  representatives  of  the  Association.  He 
shall  refer  to  the  various  elected  officials  all  admin- 
istrative questions  which  are  properly  within  their 
jurisdiction. 


He  shall  attend  the  Annual  Meeting,  the  meetings 
of  the  House  of  Delegates,  the  meetings  of  the  Board, 
as  many  of  the  committee  and  council  meetings  as 
possible,  and  shall  keep  separately  the  records  of 
their  respective  proceedings.  He  shall,  at  all  times, 
hold  himself  in  readiness  to  advise  and  aid,  so  far 
as  is  possible  and  practicable,  all  officers,  committees, 
and  councils  of  the  Association  in  the  performance 
of  their  duties  and  in  the  furtherance  of  the  purposes 
of  the  Association.  He  shall  be  allowed  traveling  ex- 
penses to  the  extent  approved  by  the  Board. 

He  shall  be  the  custodian  of  the  general  papers  and 
records  of  the  Association  (including  those  of  the 
Treasurer)  and  shall  conduct  the  official  correspond- 
ence of  the  Association.  He  shall  notify  all  members 
of  meetings,  officers  of  their  election,  and  committees 
and  councils  of  their  appointment  and  duties. 

He  shall  account  for  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association  which  come 
into  his  hands.  It  shall  be  his  duty  to  receive  all  bills 
against  the  Association,  to  investigate  their  fairness 
and  correctness,  to  prepare  vouchers  covering  the 
same,  and  to  forward  them  to  the  Treasurer  for  ap- 
propriate action.  He  shall  keep  an  account  with  the 
component  societies  of  the  amounts  of  their  assess- 
ments. collect  the  same,  and  promptly  turn  over  the 
proceeds  to  the  Treasurer.  He  shall,  within  thirty 
days  preceding  each  Annual  Meeting,  submit  his 
financial  books  and  records  to  a certified  public  ac- 
countant, approved  by  the  Board,  whose  report  shall 
be  submitted  to  the  House  of  Delegates. 

He  shall  keep  a record  of  all  physicians  in  the 
State  by  counties,  noting  on  each  his  status  in  rela- 
tion to  his  county  society,  and  upon  request  shall 
transmit  a copy  of  this  list  to  the  American  Medical 
Association. 

He  shall  act  as  Managing  Editor,  or  otherwise 
supervise  the  publication  of  The  Journal  of  the 
Kentucky  Medical  Association  and  such  other  publi- 
cations as  may  be  authorized  by  the  House  of  Dele- 
gates, under  the  guidance  and  direction  of  the  Board. 

He  shall  perform  such  additional  duties  as  may 
be  required  by  the  House  of  Delegates,  the  Board, 
or  the  President,  and  shall  employ  such  assistants  as 
the  Board  may  direct.  He  shall  serve  at  the  pleasure 
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of  the  Board,  and  in  the  event  of  his  death,  resigna- 
tion, or  removal,  the  Board  shall  have  the  power  to 
fill  the  vacancy.  From  time  to  time,  or  as  directed  by 
the  Board,  he  shall  make  written  reports  to  the  Board 
and  House  of  Delegates  concerning  his  activities  and 
those  of  the  Headquarters  Office. 


CHAPTER  VII.  DISCIPLINE  — THE 
JUDICIAL  COUNCIL 

Section  1.  There  is  hereby  created  a Judicial  Council 
composed  of  the  Secretary  of  the  Association  and 
four  members  to  be  elected  by  the  House  of  Dele- 
gates for  terms  of  four  years  each.  One  member  shall 
be  elected  from  each  of  the  traditional  eastern,  west- 
ern, and  central  districts,  and  one  member  from  the 
state  at  large.  Members  of  the  first  Judicial  Council 
shall  be  elected  for  terms  of  one,  two,  three,  and  four 
years,  respectively  so  that  thereafter,  one  member  will 
be  elected  each  year.  The  Council  shall  annually 
elect  a chairman. 

To  be  eligible  for  membership  on  the  Judicial 
Council,  a nominee  shall  possess  at  least  one  of  the 
following  qualifications:  (1)  Have  served  one  term 
as  an  officer,  trustee,  or  as  Delegate  to  the  AMA 
or  (2)  Have  served  five  years  as  a member  of  the 
House  of  Delegates. 

It  shall  be  the  duty  of  the  Board  of  Trustees  to 
nominate  at  least  one  candidate  for  each  vacancy  on 
the  Judicial  Council,  but  additional  nominations  may 
be  made  from  the  floor.  Vacancies  which  occur  be- 
tween Regular  Sessions  of  the  House  of  Delegates, 
shall  be  filled  by  the  Board  of  Trustees.  No  member, 
other  than  the  Secretary,  shall  serve  more  than  two 
consecutive  terms. 


Section  2.  The  Judicial  Council  shall  be  the  Board 
of  Censors  of  the  Association.  It  shall  be  the  final 
arbiter  of  all  questions  involving  the  right  and  stand- 
ing of  members,  whether  in  relation  to  other  mem- 
bers, to  the  component  societies,  or  to  this  Associa- 
tion. All  charges  of  breach  of  medical  ethics  brought 
before  the  House  of  Delegates  shall  be  referred  to  the 
Judicial  Council  without  discussion.  A member  who 
has  been  convicted  of  a felony  or  of  any  violation  of 
the  Medical  Practice  Act,  or  who  violates  any  of  the 
provisions  of  the  constitution,  bylaws,  or  any  rule  or 
regulation  of  this  Association,  or  the  Principles  of 
Ethics  of  the  American  Medical  Association  shall  be 
liable  to  censure,  fine,  suspension,  or  expulsion  upon 
order  of  the  Judicial  Council.  Provided,  however,  that 
if  in  addition  to  discipline  by  the  Association,  the 
Judicial  Council  shall  be  of  the  opinion  that  the 
offending  member’s  license  to  practice  medicine 
should  be  revoked,  it  shall  report  this  to  the  Board 
of  Trustees  as  a recommendation  that  the  Board 
refer  the  matter  to  the  State  Board  of  Licensure  for 
this  purpose. 

Suspension  shall  be  for  a specified  period  during 
which  the  member  shall  remain  liable  for  the  pay- 
ment of  dues  but  shall  not  be  eligible  to  hold  office, 
attend  business  meetings  or  otherwise  participate  in 
Associational  activities  at  the  county,  district  or  state 
levels.  Upon  the  expiration  of  the  period  of  suspen- 
sion, every  suspended  member  shall  be  automatically 
restored  to  all  of  the  rights  and  privileges  of  his 
class  of  membership  unless  the  Judicial  Council  de- 
termines that  his  conduct  during  the  period  of  sus- 
pension indicates  that  he  is  unworthy  of  such  restora- 
tion, in  which  event  his  suspension  may  be  extended 
or  he  may  be  expelled. 

Upon  the  complaint  of  any  member  or  aggrieved 
individual  involved,  the  Judicial  Council  may  initiate 
disciplinary  proceedings  against  any  member,  and  may 
intervene  in  or  supersede  county,  individual  trustee,  or 
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district  disciplinary  proceedings,  whenever  in  its  sole 
judgment  and  opinion,  a disciplinary  matter  is  not 
being  handled  in  an  expeditious  manner,  and  may 
render  a decision  therein.  In  all  cases  in  which  the  As- 
sociation, rather  than  a member  or  aggrieved  indi- 
vidual, appears  to  be  the  real  party  in  interest,  the 
Judicial  Council  may  refer  the  complaint  to  the  Board 
of  Trustees  for  a determination  as  to  whether  prob- 
able cause  for  disciplinary  action  exists.  If  the  Board 
of  Trustees  resolves  this  question  in  the  affirmative, 
it  shall  so  charge  the  respondent,  and  a representative 
of  the  Board  shall  thereupon  be  responsible  for  pre- 
senting the  evidence  in  support  of  such  charge  at  any 
hearing  held  thereon. 

In  all  proceedings  of  the  Judicial  Council,  the  due 
process  requirements  of  reasonable  notice  and  a full 
and  fair  hearing  shall  be  observed.  No  recommended 
disciplinary  decision  of  an  individual  trustee  or  any 
district  grievance  committee  shall  become  effective 
unless  and  until  approved  by  the  Judicial  Council. 

Section  3.  It  shall  consider  all  appeals  from  the 
recommended  decisions  of  individual  trustees  and 
District  Grievance  Committees.  In  the  case  of  ap- 
peals from  the  decisions  of  individual  trustees,  the 
Judicial  Council  may  admit  such  oral  or  written  evi- 
dence as  in  its  judgment  will  best  and  most  fairly 
present  the  facts,  but  all  appeals  from  the  recom- 
mended decisions  of  District  Grievance  Committees 
shall  be  considered  on  the  record  made  before  such 
committee.  It  shall  be  the  duty  of  the  Secretary  to 
notify  the  parties  with  respect  to  its  disposition  of 
each  case. 

Section  4.  The  Judicial  Council  may  hear  appeals 
from  the  disciplinary  orders  of  component  societies. 
Provided,  however,  that  such  appeals  shall  be  con- 
sidered on  the  record  made  before  the  component 
societies. 

Section  5.  Efforts  toward  conciliation  and  compro- 
mise shall  precede  the  hearing  of  all  disciplinary 
cases,  but  the  decision  of  the  Judicial  Council  shall 
be  final. 

Section  6.  Component  societies  are  encouraged  to 
create  suitable  disciplinary  procedures  which  guaran- 
tee due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  It  is  recog- 
nized, however,  that  it  may  not  be  feasible  for  some 
societies  to  do  so,  and  the  District  Grievance  Com- 
mittees hereinafter  created,  are  designed  to  meet  the 
needs  of  county  societies  which  are  without  a func- 
tioning grievance  committee. 

Section  7.  The  trustee  of  each  district  is  hereby  de- 
signated the  chairman  of  his  District  Grievance  Com- 
mittee. The  Judicial  Council  shall  designate  two  addi- 
tional trustees  from  districts  adjoining  that  of  the 
chairman,  and  the  three  trustees  thus  selected  shall 
constitute  the  District  Grievance  Committee.  All 
grievances  which  cannot  be  resolved  by  individual 
trustees,  shall  be  referred  to  the  local  grievance 
committee  or  the  district  grievance  committee  for  the 
district  in  which  the  respondent  physician  or  county 
society  resides. 

Section  8.  District  Grievance  Committees  shall  in- 
vestigate every  grievance  coming  to  their  attention, 
taking  care  that  the  physician  complained  of  shall 
have  ample  opportunity  to  respond  to  the  complaint. 
If,  after  careful  investigation,  the  complaint  appears 
to  be  without  merit,  the  committee  shall  so  report 
to  the  Judicial  Council,  including  sufficient  facts  in 
its  report  to  enable  the  Judicial  Council  to  form  its 
own  conclusions. 

If  the  District  Grievance  Committee’s  investiga- 
tion indicates  that  the  member  may  be  a proper 
subject  of  disciplinary  action,  the  committee  shall. 


upon  reasonable  notice,  hold  a hearing  at  which  the 
complainant  and  the  respondent  shall  be  entitled  to 
be  represented  by  counsel,  to  present  the  testimony  of 
witnesses  in  his  behalf,  and  to  cross-examine  witnesses 
against  him.  All  testimony  shall  be  under  oath  and 
shall  be  recorded  by  a competent  reporter  at  the  ex- 
pense of  the  Association,  but  shall  not  be  transcribed 
unless  and  until  an  appeal  is  taken  as  hereinafter  pro- 
vided. 

When  all  of  the  testimony  has  been  heard  and 
all  evidence  received,  the  committee  shall  make 
written  findings  and  recomendations  which  it  shall 
transmit  to  the  Judicial  Council,  furnishing  copies 
thereof  to  the  parties. 

Section  9.  Any  party  aggrieved  by  the  findings  or 
recommendations  of  the  committee,  may,  within  30 
days,  appeal  to  the  Judicial  Council.  Appeals  shall 
be  taken  by  filing  with  the  Secretary  a copy  of  the 
entire  record  made  before  the  District  Grievance 
Committee  (including  a transcript  of  the  testimony, 
procured  at  the  appellant’s  expense)  together  with  a 
written  statement  of  appeal  pointing  out  in  detail 
wherein  the  committee  has  erred,  and  directing  the 
attention  of  the  Judicial  Council  to  those  portions  of 
the  transcript  upon  which  he  relies,  provided,  how- 
ever, that  the  Judicial  Council  may  extend  the  time 
in  which  the  transcript  must  be  filed,  upon  request 
made  within  the  initial  thirty-day  period. 

Section  10.  The  House  of  Delegates  shall  ratify  or 
reject  such  interpretations  of  the  principles  of  medical 
ethics  as  the  Judicial  Council  may  propose.  The 
Council  shall  annually  report  to  the  House  of  Dele- 
gates any  rulings  that  have  universal  application,  and 
the  House  shall  have  the  power  to  modify  the  prospec- 
tive effect  of  such  rulings  as  the  circumstances  dic- 
tate. 


CHAPTER  VIII.  COMMITTEES  AND  COMMISSIONS 

Section  l.  The  Board  of  Trustees  shall  have  authori- 
ty from  time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commissions  as 
it  deems  necessary  or  desirable  to  assist  it  in  carrying 
on  the  Association’s  activities  in  the  fields  of  business 
and  scientific  meetings,  medical  education  and  hos- 
pitals, legislation,  medical  services,  communications 
and  public  service,  and  governmental  medical  serv- 
ices. 

Section  2.  The  Executive  Committee  shall  serve  as 
the  nominating  committee  for  all  standing  committee 
and  commission  appointments,  but  the  trustees  may 
make  additional  nominations.  When  the  Executive 
Committee  sits  as  such  nominating  committee,  the 
President-Elect  shall  serve  as  Chairman. 

Section  3.  The  President,  with  the  advice  and  con- 
sent of  the  Chairman  of  the  Board  of  Trustees,  may 
appoint  temporary,  ad  hoc  committees  to  perform 
specified  functions.  All  such  committees  shall  expire 
at  the  end  of  the  term  of  the  President  by  whom  ap- 
pointed. 

Section  4.  No  committee  or  commission  shall  have 
power  or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any  course  of 
action,  such  powers  being  expressly  reserved  to  the 
House  of  Delegates  and  the  Board  of  Trustees. 


CHAPTER  IX.  ASSESSMENTS  AND  EXPENDITURES 

Section  1.  The  annual  dues  for  membership  in 
this  Association  shall  be  as  follows:  (1)  Active 
Members  $130,  except  that  the  dues  for  new  mem- 
bers entering  practice  for  the  first  time  shall  be  $80 
per  year  for  the  first  three  full  years  of  practice; 
(2)  Emeritus  Members,  no  dues;  (3)  Associate 
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Members,  $10;  (4)  In-Training  Members,  $10;  (5) 
Inactive  Members,  $10;  (6)  Student  Members,  $1; 
(7)  Service  Members,  no  dues;  (8)  Special  Members, 
no  dues.  Dues  fixed  by  these  Bylaws  shall  constitute 
assessments  against  the  component  societies.  Unless 
otherwise  instructed  by  the  Board  of  Trustees  (which 
may  institute  centralized  billing)  the  Secretary  of 
each  component  society  shall  forward  its  assessments 
together  with  its  properly  classified  roster  of  all  of- 
ficers and  members,  list  of  delegates,  and  list  of 
non-affiliated  physicians  of  the  county  to  the  Secretary 
of  this  Association  as  of  the  first  day  of  January 
each  year. 

Section  2.  Unless  otherwise  provided  by  the  Board 
of  Trustees  pursuant  to  Section  1 hereof,  any  com- 
ponent society  which  fails  to  pay  its  assessments,  or 
make  the  report  as  required,  on  or  before  the  first 
day  of  April  in  each  year,  shall  be  held  as  suspended 
and  none  of  its  members  or  delegates  shall  be  per- 
mitted to  participate  in  any  of  the  business  or  proceed- 
ings of  the  Association  or  of  the  House  of  Delegates 
until  such  requirements  have  been  met. 

Section  3.  All  motions  and  resolutions  appropriat- 
ing money  shall  specify  a definite  amount  or  so 
much  thereof  as  may  be  necessary  for  the  purpose, 
and  must  have  prior  approval  of  the  Board  of  Trus- 
tees before  they  can  become  effective.  No  motion 
or  resolution,  the  adoption  of  which  would  require  a 
substantial  expenditure  of  funds,  shall  be  considered 
by  the  House  of  Delegates  unless  the  funds  have 
been  budgeted  or  are  provided  by  the  motion  or 
resolution. 


CHAPTER  X.  RULES  OF  CONDUCT 

The  principles  set  forth  in  the  Principles  of  Ethics 
of  the  American  Medical  Association,  together  with 
the  Constitution  and  Bylaws  of  the  Association  and 
all  duly  adopted  resolutions  of  the  House  of  Dele- 
gates, shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 


CHAPTER  XI.  RULES  OF  ORDER 

The  deliberations  of  this  Association  shall  be 
governed  by  parliamentary  usage  as  contained  in  the 
latest  edition  of  Sturgis’  Standard  Code  of  Parliamen- 
tary Procedure,  unless  otherwise  determined  by  a vote 
of  its  respective  bodies. 


CHAPTER  XII.  COUNTY  SOCIETIES 

Section  1.  Except  as  provided  in  Section  3 of  this 
Chapter,  all  county  medical  societies  in  this  State 
which  have  adopted  principles  of  organization  not  in 
conflict  with  this  Constitution  and  Bylaws  shall, 
upon  application  to  the  House  of  Delegates,  receive 
a charter  from  and  become  a component  part  of 
this  Association. 

The  House  of  Delegates  shall  have  authority  to 
revoke  the  charter  of  any  component  society  whose 
actions  are  in  conflict  with  the  letter  or  spirit  of 
this  Constitution  and  Bylaws. 

Section  2.  As  rapidly  as  can  be  done  after  the 
adoption  of  this  Constitution  and  Bylaws,  a medical 
society  shall  be  organized  in  every  county  in  the  state 
in  which  no  component  society  exists,  and  charters 
shall  be  issued  thereto. 

Section  3.  Only  one  component  society  shall  be 
chartered  in  any  county.  Membership  in  the  compo- 
nent society  thus  created  shall  entitle  the  members 
thereof  to  all  the  rights  and  benefits  of  membership 
in  the  Kentucky  Medical  Association. 

Section  4.  In  sparsely  settled  sections  two  or  more 
component  societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as 
they  may  deem  advisable.  The  component  societies 
thus  combined  shall  not  lose  any  of  their  privileges 


or  representation.  The  active  members  of  each  com- 
ponent society  shall  annually  elect  at  least  a Secre- 
tary and  a Delegate  for  the  transaction  of  its  busi- 
ness with  the  Association. 

Two  or  more  adjacent  component  societies  may 
also  combine  into  one  multi-county  component  so- 
ciety by  adopting  resolutions  to  that  effect  at  special 
meetings  called  for  that  purpose  on  at  least  ten 
days’  notice.  Copies  of  the  resolutions,  certified  as 
to  their  adoption  by  the  Secretary  of  each  society, 
shall  be  forwarded  to  the  Headquarters  Office.  If 
approved  by  the  Board  of  Trustees,  the  multi-county 
society  shall  thereupon  be  issued  a charter,  the  con- 
solidating county  societies  shall  cease  to  exist  and 
the  multi-county  society  shall  become  a component 
society  of  this  Association;  provided,  however,  that 
the  active  members  residing  in  each  county  com- 
prising the  multi-county  society  shall  be  entitled  to 
elect  a delegate  or  delegates  to  the  House  of  Dele- 
gates, as  if  each  such  county  constituted  a component 
society  within  the  meaning  of  Section  12  of  this 
Chapter;  and  provided,  further,  that  multi-county  so- 
cieties may  elect,  at  large,  one  alternate  delegate  for 
each  delegate  to  which  it  is  entitled  under  this  sec- 
tion and  such  alternate  may  serve  in  the  absence 
of  the  delegate  for  whom  he  is  the  designated  alter- 
nate. 

Section  5.  Each  component  society  shall  be  the 
sole  judge  of  the  qualifications  of  its  own  members. 
All  members  of  component  societies  shall  be  members 
of  the  Kentucky  Medical  Association  and  shall  be 
classified  in  accordance  with  Chapter  I,  Section  2 
of  these  Bylaws,  provided,  however,  that  no  physician 
who  is  under  suspension  or  who  has  been  expelled 
shall  thereafter,  without  reinstatement  by  the  Board 
of  Trustees  be  eligible  for  membership  in  any  com- 
ponent society.  Any  physician  who  desires  to  become 
a member  of  the  Kentucky  Medical  Association  shall 
first  apply  to  the  component  society  in  the  county 
in  which  he  resides,  for  membership  therein.  Except 
as  hereinafter  provided  in  Sections  6 and/or  8 of 
this  chapter,  no  physician  shall  be  an  active  member 
of  a component  society  in  any  county  other  than 
the  county  in  which  he  resides. 

Section  6.  Any  physician  who  may  feel  aggrieved 
by  the  aiction  of  the  component  society  of  the  county 
in  which  he  resides,  in  refusing  him  membership,  shall 
have  the  right  to  appeal  to  the  Board  of  Trustees, 
which,  upon  a majority  vote,  may  permit  him  to 
apply  for  membership  in  a component  society  in  a 
county  which  is  adjacent  to  the  county  in  which  he 
resides. 

Section  7.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  component  society 
into  whose  jurisdiction  he  moves,  if  he  is  admitted  to 
membership  therein. 

Soction  8.  A physician  whose  residence  is  closer 
to  the  headquarters  of  an  adjacent  component  society 
than  it  is  to  the  headquarters  of  the  component  society 
of  the  county  in  which  he  resides,  may,  with  the 
consent  of  the  component  society  within  whose  juris- 
diction he  resides,  hold  membership  in  said  adjacent 
component  society. 

Section  9.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession  in 
the  county,  and  its  influence  shall  be  constantly  exert- 
ed for  bettering  the  scientific,  moral  and  material 
conditions  of  every  physician  in  the  county.  Systematic 
efforts  shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership  until 
it  embraces  every  qualified  physician  in  the  county. 

Upon  reasonable  notice  and  after  a hearing,  com- 
ponent societies  may  discipline  their  members  by 
censure,  fine,  suspension  or  expulsion,  for  any  breach 
of  the  Principles  of  Medical  Ethics  or  any  bylaw. 
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rule  or  regulation  lawfully  adopted  by  such  societies 
or  this  Association.  At  every  bearing,  the  accused 
shall  be  entitled  to  be  represented  by  counsel  and 
to  cross-examine  witnesses,  and  the  society  shall  cause 
a stenographic  record  to  be  made  of  the  entire  pro- 
ceedings. The  stenographer’s  notes  need  not  be  tran- 
scribed unless  and  until  requested  by  the  respondent 
member. 

Any  physician  aggrieved  by  the  disciplinary  action 
of  a component  society  may,  within  ninety  (90)  days, 
appeal  to  the  Judicial  Council,  whose  decision  shall 
be  final.  This  appeal  shall  be  in  writing  and  shall 
point  out  in  detail  the  errors  committed  by  the  county 
society.  It  shall  be  accompanied  by  a transcript  of 
the  proceedings  before  the  county  society,  procured 
at  appellant’s  expense,  and  the  statement  of  appeal 
shall  direct  the  attention  of  the  Judicial  Council  to 
those  portions  of  the  transcript  upon  which  he  relies. 

Any  member  who  fails  or  refuses  to  comply  with 
the  lawful  disciplinary  orders  of  his  component  so- 
ciety shall,  if  such  failure  or  refusal  continues  for 
more  than  thirty  (30)  days,  be  automatically  sus- 
pended from  membership,  provided,  however,  that 
an  appeal  shall  stay  the  suspension  until  a final  de- 
cision is  made  by  the  Judicial  Council. 

The  resignation  of  a member  against  whom  dis- 
ciplinary cnarges  are  pending  or  who  is  in  default 
of  the  disciplinary  judgment  of  his  county  society, 
a district  grievance  committee  or  the  Board  of  Trus- 
tees shall  not  be  accepted  and  no  member  who  is 
suspended  or  expelled  may  be  reinstated  or  read- 
mitted unless  and  until  he  complies  with  all  lawful 
orders  of  his  component  society  and  the  Board  of 
Trustees. 

Section  10.  Frequent  meetings  shall  be  encouraged 
and  the  most  attractive  programs  arranged  that  are 
possible.  Members  shall  be  especially  encouraged  to 
do  postgraduate  and  original  research  work,  and  to 
give  the  society  the  first  benefit  of  such  labors. 
Official  positions  and  other  references  shall  be  un- 
stintingly  given  to  such  members. 

Section  11.  At  the  time  of  the  annual  election  of 
officers,  each  component  society  shall  elect  a delegate 
or  delegates  to  represent  it  in  the  House  of  Delegates. 
The  term  of  a delegate  shall  commence  on  the  first 
day  of  the  regular  session  of  the  House  following  his 
election,  and  shall  end  on  the  day  before  the  first  day 
of  the  next  regular  session,  provided,  however,  that 
component  societies  may  elect  delegates  for  more  than 
one  term  at  any  election.  Each  component  society 
may  elect  one  delegate  for  each  25  voting  members 
in  good  standing,  plus  one  delegate  for  one  or  more 
voting  members  in  excess  of  multiples  of  25,  pro- 
vided, however  that  each  component  society  shall  be 
entitled  to  at  least  one  delegate  regardless  of  the 


number  of  voting  members  it  may  have  and  that 
each  multi-county  society  shall  be  entitled  to  the 
same  number  of  delegates  as  its  component  societies 
would  have  had.  The  secretary  of  the  society  shall 
send  a list  of  such  delegates  to  the  Secretary  of  this 
Association  not  later  than  45  days  before  the  next 
Annual  Meeting.  It  shall  be  the  obligation  of  a com- 
ponent society  which  elects  delegates  to  serve  more 
than  one  year,  to  provide  the  KMA  Headquarters 
Office  with  a certified  list  of  its  delegates  each  year. 

Section  12. The  secretary  of  each  component  society 
shall  keep  a roster  of  its  members  and  a list  of  non- 
affiliated  licensed  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report  containing 
such  information  upon  blanks  supplied  him  for  the 
purpose,  to  the  Secretary  of  the  Association,  on  the 
first  day  of  January  of  each  year,  or  as  soon  thereafter 
as  possible,  and  at  the  same  time  the  dues  accruing 
from  the  annual  assessment  are  sent  in.  In  keeping 
such  roster  the  secretary  shall  note  any  change  in  the 
personnel  of  the  profession  by  death  or  by  removal  to 
or  from  the  county,  and  in  making  his  annual  report 
he  shall  be  certain  to  account  for  every  physician  who 
has  lived  in  the  county  during  the  year. 

CHAPTER  XIII.  AMENDMENTS 

Section  1 . These  bylaws  may  be  amended  at  any  ses- 
sion of  the  House  of  Delegates  by  a majority  vote  of 
the  delegates  present  at  that  session,  provided:  (1)  the 
amendment  proposed  is  presented  in  writing  to  the 
delegates  thirty  days  prior  to  the  session,  or,  (2)  the 
amendment  is  introduced  in  writing  at  a regular  ses- 
sion of  the  House  of  Delegates  and  considered  at  the 
following  session,  the  vote  on  said  amendment  having 
been  postponed  definitely  for  a period  of  at  least  one 
day. 

Section  2.  An  amendment  to  or  change  in  the  bylaws 
may  be  proposed  by  a reference  committee  or  by  the 
Board  of  Trustees  at  the  final  session  of  the  House  of 
Delegates,  but,  not  having  been  postponed  definitely 
for  a period  of  one  day,  requires  a two-thirds  vote. 

Section  3.  An  amendment  to  these  bylaws  may  be 
proposed  in  writing  by  an  individual  delegate  at  the 
final  session  of  the  House  of  Delegates.  If  such  an 
amendment  is  proposed,  the  proposal  will  be  post- 
poned definitely  and  studied  by  the  appropriate  ref- 
erence committee  at  that  time,  reporting  their  recom- 
mendation back  to  the  House  of  Delegates  before  the 
final  session  is  adjourned.  Such  an  amendment  having 
not  been  postponed  definitely  for  a period  of  one  day, 
requires  a two-thirds  vote. 
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1973-74  KMA  Committees 


ANNUAL  MEETING  ACTIVITIES 

Scientific  Program  Committee 

R.  Glenn  Greene,  M.D.,  Owensboro,  Chairman 
Hoyt  D.  Gardner,  M.D.,  Louisville 
John  L.  Duhring,  M.D.,  Lexington 
Nicholas  J.  Pisacano,  M.D.,  Lexington 
Fred  C.  Rainey,  M.D.,  Elizabethtown 
William  P.  VonderHaar,  M.D.,  Louisville 
Bernard  Weisskopf,  M.D.,  Louisville 

Scientific  Exhibits  Committee 

Arnold  C.  Williams,  M.D.,  Lexington,  Chairman 
Jorge  A.  Aldrete,  M.D.,  Louisville 
Richard  A.  Kielar,  M.D.,  Lexington 
Miss  Joan  Titley,  Louisville,  Advisor 

Awards  Committee 

Richard  F.  Grise,  M.D.,  Bowling  Green,  Chairman 

N.  Lewis  Bosworth,  M.D.,  Lexington 

David  M.  Cox,  M.D.,  Louisville 

Sam  A.  Overstreet,  M.D.,  Louisville 

W.  Vinson  Pierce,  M.D.,  Covington 

MEDICAL  EDUCATION  AND  HOSPITALS 
Hospital  Committee 

Richard  B.  McElvein,  M.D.,  Lexington,  Chairman 
Royce  E.  Dawson,  M.D.,  Owensboro 
Ellis  A.  Fuller,  Jr.,  M.D.,  Louisville 

C.  C.  Lowry,  M.D.,  Murray 
A.  B.  Richards,  M.D.,  Louisa 
Charles  C.  Rutledge,  M.D.,  Hazard 
James  C.  Seabury,  M.D.,  Paducah 

Health  Manpower  Committee 

Joseph  Hamburg,  M.D.,  Lexington,  Chairman 
Robert  Blake,  M.D.,  Maysville 
Ben  W.  Crawford,  M.D.,  Lexington 
Kenneth  P.  Crawford,  M.D.,  Louisville 
Dan  A.  Martin,  M.D.,  Madisonville 
Charles  R.  Perry,  M.D.,  Erlanger 
Benjamin  F.  Roach,  M.D.,  Midway 
Everett  W.  Schaeffer,  M.D.,  Beverly 

Emergency  Medical  Care  Committee 

E.  Truman  Mays,  M.D.,  Louisville,  Chairman 

William  J.  Carey,  M.D.,  Lexington 

George  E.  Estill,  M.D.,  Maysville 

Robert  L.  Hast,  M.D.,  Owensboro 

H.  Rex  Holland,  M.D.,  Paducah 

James  F.  Rice,  M.D.,  Louisville 

John  A.  Ritter,  M.D.,  Harlan 

Donald  M.  Thomas,  M.D.,  Louisville 

Charles  A.  Webb,  M.D.,  Ashland 

Continuing  Medical  Education  Committee 

Glenn  W.  Bryant,  M.D.,  Louisville,  Chairman 
Rogers  Q.  Bailey,  M.D.,  Danville 
William  M.  Blalock,  M.D.,  Paducah 

D.  Vertress  Hollingsworth,  M.D.,  Georgetown 
Frank  R.  Lemon,  M.D.,  Lexington 

William  P.  McElwain,  M.D.,  Frankfort 
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Howard  B.  McWhorter,  M.D.,  Ashland 
Myron  G.  Sandifer,  Jr.,  M.D.,  Lexington 
Carl  H.  Scott,  M.D.,  Lexington 
William  J.  Temple,  M.D.,  Ft.  Mitchell 
Oscar  W.  Thompson,  Jr.,  M.D.,  Pikeville 
William  P.  VonderHaar,  M.D.,  Louisville 


MEDICAL  SERVICES 

Advisory  Committee  to  Blue  Cross  and  Blue  Shield 

Kenneth  P.  Crawford,  M.D.,  Louisville,  Chairman — 
Pediatrics 

James  D.  Adams,  M.D.,  Prestonsburg — Family 
Practice 

Raleigh  R.  Archer,  M.D.,  Lexington — Plastic  Surgery 
John  F.  Berry,  Jr.,  M.D.,  Lexington — Radiology 
Marvin  A.  Bowers,  Jr.,  M.D.,  Louisville — Anesthesi- 
ology 

Walter  R.  Brewer,  M.D.,  Lexington — Urology 
Charles  O.  Bruce,  Jr.,  M.D.,  Louisville — Ophthal- 
mology 

Glenn  W.  Bryant,  M.D.,  Louisville — Ob-Gyn 
David  W.  Dorman.  M.D.,  Louisville — Ear,  Nose  & 
Throat 

Harold  T.  Faulconer,  M.D.,  Lexington — Colon  & 
Rectal  Surgery 

T.  J.  Ferriell,  Jr.,  M.D.,  Elizabethtown — Family 
Practice 

Robert  P.  Goodman,  M.D.,  Lexington — Orthopaedic 
Surgery 

Richard  F.  Grise,  M.D.,  Bowling  Green — Surgery 
C.  Nicholas  Kavanaugh,  M.D.,  Lexington — Internal 
Medicine 

Esten  S.  Kimbel,  M.D..  Frankfort— Internal  Medicine 
Robert  L.  McClendon,  M.D.,  Louisville — Internal 
Medicine 

Willis  P.  McKee,  M.D.,  Shelbyville — Surgery 
Laszlo  Makk,  M.D.,  Louisville — Pathology 
John  D.  Noonan,  M.D.,  Paducah — Neurosurgery 
Richard  J.  Rust,  M.D.,  Newport — Surgery 
David  L.  Stewart,  M.D.,  Louisville — Psychiatry 
Joseph  T.  Walls,  M.D..  Hopkinsville — Surgery 

Committee  on  Business  Management  and  Services 

Berel  Lee  Abrams,  M.D.,  Louisville,  Chairman 
James  A.  Baumgarten,  M.D.,  Owensboro 
James  D.  Crase,  M.D.,  Somerset 
Samuel  O.  Hodges,  M.D.,  Lexington 
Frank  M.  Jenkins,  Jr.,  M.D.,  Lexington 
William  H.  Klompus,  M.D.,  Madisonville 
James  R.  Schrand,  M.D.,  Florence 

Committee  on  Occupational  Health 

Charles  E.  Hornaday,  M.D.,  Owensboro,  Chairman 

J.  Bradford  Block,  M.D.,  Frankfort 

Stanley  J.  Cyran,  M.D.,  Louisville 

William  F.  Hawn,  M.D.,  Louisville 

John  W.  Hollis,  M.D..  Ashland 

Thomas  A.  Kelley,  Jr.,  M.D.,  Louisville 

John  E.  Trevey,  M.D.,  Lexington 
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Maternal  Mortality  Study  Committee 

John  W.  Greene,  M.D.,  Lexington,  Chairman 
John  W.  Ambach,  Sr.,  M.D.,  Louisville 
Thomas  H.  Baker,  M.D.,  Frankfort 
Glenn  W.  Bryant,  M.D.,  Louisville 
Marion  A.  Carnes,  M.D.,  Lexington 
Danny  M.  Clark,  M.D.,  Somerset 
Joseph  F.  Daugherty,  M.D.,  Florence 
Preston  V.  Dilts,  Jr.,  M.D.,  Lexington 
Arthur  J.  Donovan,  M.D.,  Louisville 
John  L.  Duhring,  Jr.,  M.D.,  Lexington 
William  D.  Durham,  M.D.,  Louisville 
Lewis  Francis,  M.D.,  Lexington 
Robert  J.  Griffin,  M.D.,  Lexington 
John  N.  Handley,  M.D.,  Hodgenville 
Byron  N.  Harrison,  M.D.,  Owensboro 
Robert  L.  Houston,  Jr.,  M.D.,  Eminence 
George  C.  McClain,  M.D.,  Benton 
Victor  J.  Magary,  M.D.,  Covington 
Terrell  D.  Mays,  M.D.,  Elizabethtown 
Clarence  J.  McGruder,  M.D.,  Henderson 
David  K.  Mulliken,  M.D.,  Pikeville 
Charles  R.  Oberst,  M.D.,  Louisville 
John  A.  Petry,  M.D.,  Louisville 
R.  D.  Pitman,  M.D.,  Williamsburg 
John  T.  Queenan,  M.D.,  Louisville 
Jere  C.  Robertson,  M.D.,  Hopkinsville 
Roy  M.  Slezak,  M.D.,  Bowling  Green 
James  F.  Williamson,  M.D.,  Ashland 
Walter  M.  Wolfe,  Jr.,  M.D.,  Louisville 

MISCELLANEOUS  ACTIVITIES 
Advisory  Committee  to  Selective  Service 

Russell  H.  Davis,  M.D.,  Pikeville,  Chairman 
Samuel  G.  Bell,  M.D.,  Murray 
William  M.  Buttermore,  M.D.,  Corbin 
William  P.  McElwain,  M.D.,  Frankfort 
Alvin  D.  Poweleit,  M.D.,  Covington 
George  H.  Widener,  Jr.,  M.D.,  Paducah 
Walter  M.  Wolfe,  Jr.,  M.D.,  Louisville 
F.  Sherman  Vogt,  D.M.D.,  Louisville 

Committee  to  Study  the  Constitution  and  Bylaws 

Robert  L.  McClendon,  M.D.,  Louisville,  Chairman 

Harry  J.  Cowherd,  M.D.,  Frankfort 

Bennett  L.  Crowder,  M.D.,  Hopkinsville 

Max  P.  Jones,  M.D.,  Pikeville 

R.  J.  Phillips,  M.D.,  Owensboro 

James  W.  Roney,  M.D.,  Lebanon  Junction 

L.  Martin  Wilson,  M.D.,  Bowling  Green 

McDowell  House  Board  of  Managers 

Laman  A.  Gray,  M.D.,  Louisville,  Chairman 

Robert  C.  Bateman,  M.D.,  Danville 

Branham  B.  Baughman,  M.D.,  Frankfort 

C.  Melvin  Bernhard,  M.D.,  Louisville 

Mr.  James  L.  Cogar,  Harrodsburg 

Mr.  Sterling  Coke,  Lexington 

Eugene  H.  Conner,  M.D.,  Louisville 

Morris  M.  Garrett,  M.D.,  Covington 

Mr.  George  Grider,  Danville 

Blaine  Lewis,  Jr.,  M.D.,  Louisville 

Doctor  Earl  P.  Slone,  Lexington 

Mr.  Enos  Swain,  Danville 

Mrs.  George  W.  Schafer,  Louisville 


LEGISLATIVE  ACTIVITIES 

Committee  on  Legislative  Activities 

William  W.  Hall,  M.D.,  Owensboro,  Chairman,  State 
Affairs 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman, 
National  Affairs 

Cecil  L.  Grumbles,  M.D.,  Louisville 
David  A.  Hull,  M.D.,  Lexington 
Harvey  A.  Page,  M.D.,  Pikeville 
John  P.  Stewart,  M.D.,  Frankfort 
Robert  N.  McLeod,  Jr.,  M.D.,  Somerset 

COMMUNICATIONS  AND  PUBLIC  SERVICE 

Committee  on  Community  and  Rural  Health 

Stephen  B.  Kelley,  M.D.,  Somerset,  Chairman 
Keith  E.  Ellis,  M.D.,  Benton 
James  E.  Embry,  Jr.,  M.D.,  Paducah 
Carl  W.  Friedericks,  M.D.,  Somerset 
John  O.  Jones,  M.D.,  Flatwoods 
William  K.  Keller,  M.D.,  Louisville 
Don  R.  Stephens,  M.D.,  Cynthiana 
George  R.  Tanner,  M.D.,  Ft.  Thomas 
Thomas  S.  Wallace,  Jr.,  M.D.,  Louisville 

Committee  on  Environmental  Quality 

John  E.  Trevey,  M.D.,  Lexington,  Chairman 
Lowell  J.  Black,  Jr.,  M.D.,  Pikeville 
Fred  E.  Coy,  Jr.,  M.D.,  Louisville 
James  G.  Gulley,  M.D.,  Madisonville 
William  P.  McElwain,  M.D.,  Frankfort 

B.  Frank  Radmacher,  Jr.,  M.D.,  Louisville 
Max  E.  Wheeler,  M.D.,  Ashland 
William  Yates,  M.D.,  Hebron 

KMA  Liaison  on  Cults  to  the  AMA 

Richard  F.  Park,  M.D.,  Corbin 
Melvin  Shein,  M.D.,  Louisville 

Committee  on  Health  Care  of  the  Poor 

Robert  C.  Long,  M.D.,  Louisville,  Chairman 
Bush  A.  Hunter,  M.D.,  Lexington 
Millard  C.  Loy,  M.D.,  Columbia 
Paul  F.  Maddox,  M.D.,  Campton 
James  W.  Rackley,  M.D.,  Lexington 
Leroy  E.  Thompson,  M.D.,  Louisville 

Committee  on  School  Health,  Physical  Education 
and  Medical  Aspects  of  Sports 

Ronald  E.  Waldridge,  M.D.,  Shelbyville,  Chairman 
Carroll  C.  Brooks,  M.D.,  Bowling  Green 
Kenneth  M.  Eblen,  M.D.,  Henderson 
Rudy  J.  Ellis,  M.D.,  Louisville 

C.  Gordon  Gussler,  M.D.,  Ashland 
Douglas  H.  Jenkins,  M.D.,  Richmond 
Robert  K.  Johnson,  M.D.,  Covington 
Leslie  W.  Langley,  M.D.,  Elizabethtown 
Cecil  C.  Martin,  M.D.,  Carrollton 
Lowell  McClary,  M.D.,  Louisville 
Robert  N.  McLeod,  Jr.,  M.D.,  Somerset 
David  K.  Mulliken,  M.D.,  Pikeville 

O.  B.  Murphy,  M.D.,  Lexington 
Bradford  E.  Mutchler,  M.D.,  Paducah 
Robert  P.  Schiavone,  M.D.,  Louisville 
Kenneth  L.  Stinnette,  M.D.,  Bardstown 
William  G.  Wheeler,  Jr.,  M.D.,  Lexington 
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Advisory  Committee  to  Woman’s  Auxiliary 

Hoyt  D.  Gardner,  M.D.,  Louisville,  Chairman 

Lee  C.  Hess,  M.D.,  Florence 

Fred  C.  Rainey,  M.D.,  Elizabethtown 

Committee  on  Public  Relations 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 

Ronald  D.  Hamilton,  M.D.,  Lexington 

Walter  I.  Hume,  Jr.,  M.D.,  Louisville 

Louis  D.  Myre,  M.D.,  Paducah 

Paul  L.  Odom,  M.D.,  Elkhorn  City 

Hiram  C.  Polk,  M.D.,  Louisville 

Max  E.  Wheeler,  M.D.,  Ashland 

GOVERNMENTAL  MEDICAL  SERVICES 

Committee  on  Governmental  Medical  Services 

Frank  M.  Gaines,  Jr.,  M.D.,  Louisville,  Chairman 

George  F.  Brockman,  M.D.,  Greenville 

Dale  H.  Farabee,  M.D.,  Frankfort 

Nelson  B.  Rue,  M.D.,  Bowling  Green 

James  L.  Shumaker,  M.D.,  Paducah 

Robert  E.  Smith,  M.D.,  Covington 

Walter  H.  Stepchuck,  M.D.,  Harlan 

William  T.  Watkins,  M.D.,  Somerset 

Technical  Advisory  Committee  on  Physician 
Services  (Title  XIX) 

William  T.  Watkins,  M.D.,  Somerset,  Chairman 
Wallas  N.  Bell,  M.D.,  Sturgis 
Robert  T.  Longshore,  M.D.,  Covington 
Richard  B.  McElvein,  M.D.,  Lexington 
H.  Burl  Mack,  M.D.,  Pewee  Valley 

SPECIAL  COMMITTEES 

Interspecialty  Council 

James  B.  Holloway,  M.D.,  Lexington,  Chairman 
Representative,  University  of  Kentucky  SAMA 
Chapter 

Representative,  University  of  Louisville  SAMA 
Chapter 

Representatives  of  17  specialty  groups: 

Kentucky  Society  of  Anesthesiologists 
Lloyd  F.  Redick,  M.D.,  Lexington 
Kentucky  Chapter,  American  College  of  Chest 
Physicians 

Robert  P.  Belin,  M.D.,  Lexington 
Kentucky  Dermatological  Society 
Chester  L.  Davidson,  M.D.,  Louisville 
Kentucky  EEN&T  Society 
G.  David  McClure,  M.D.,  Louisville 
Kentucky  Chapter,  American  Academy  of  Family 
Physicians 

John  W.  Ambach,  M.D.,  Louisville 
Kentucky  Industrial  Medical  Association 
William  F.  Hawn,  M.D.,  Louisville 
Kentucky  Obstetrical  and  Gynecologic  Society 
Hugh  P.  Adkins,  M.D.,  Louisville 
Kentucky  Orthopaedic  Society 

Robert  M.  Runge,  M.D.,  Covington 
Kentucky  Society  of  Pathologists 
Anne  Richman,  M.D.,  Louisville 
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Kentucky  Chapter,  American  Academy  of  Pediatrics 
Noble  T.  Macfarlane,  Jr.,  M.D.,  Lexington 
Kentucky  Chapter,  American  College  of  Physicians 
William  C.  Buschmeyer,  M.D.,  Louisville 
Kentucky  Society  for  Plastic  and  Reconstructive 
Surgery,  Inc. 

Andrew  M.  Moore,  M.D.,  Lexington 
Kentucky  Psychiatric  Association 
Hugh  A.  Storrow,  M.D.,  Lexington 
Kentucky  Association  of  Public  Health  Physicians 
E.  H.  John,  M.D.,  Harrodsburg 
Kentucky  Chapter,  American  College  of  Radiology 
Joseph  G.  Whelan,  M.D.,  Louisville 
Kentucky  Chapter,  American  College  of  Surgeons 
Ballard  W.  Cassady,  M.D.,  Pikeville 
Kentucky  Urological  Association 
Lonnie  W.  Howerton,  M.D.,  Louisville 

KMA-Kentucky  Bar  Association 

Thomas  M.  Marshall,  M.D.,  Louisville,  Co-Chairman 
Gordon  L.  Hyde,  M.D.,  Lexington 
Richard  J.  Menke,  M.D.,  Covington 

KMA-Kentucky  Nurses  Association  Joint 
Practice  Committee 

Eugene  Sloan,  M.D.,  Paducah,  Co-Chairman 
Steve  Jasper,  M.D.,  Somerset 
Kenneth  P.  Crawford,  M.D.,  Louisville 
Stuart  Graves,  M.D.,  Louisville 
William  J.  Johnson,  M.D.,  Pikeville 
Mrs.  Janice  Owens,  Campbellsville 
William  T.  Swartz,  M.D.,  Lexington 

Committee  on  Physician's  Health 

Irving  A.  Gail,  M.D.,  Lexington,  Chairman 
George  F.  Brockman,  M.D.,  Greenville 
David  L.  Stewart,  M.D.,  Louisville 

Budget  Committee 

Paul  J.  Parks,  M.D.,  Bowling  Green,  Chairman 
Harold  L.  Bushey,  M.D.,  BarbourviMe 
John  P.  Stewart,  M.D.,  Frankfort 

Ad  Hoc  Committee  on  Mental  Health-Mental 
Retardation 

Homer  B.  Martin,  M.D.,  Louisville 
James  E.  Adams,  M.D.,  Paducah 
Dale  H.  Farabee,  M.D.,  Frankfort 
David  T.  Lewis,  M.D.,  Elizabethtown 
O.  M.  Patrick,  M.D.,  Frankfort 
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Pinworm 
therapy  is  often  a 
family  affair 


V 

f 

( 
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Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness,  5. 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia;  k 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live  ^ 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


TfefofeG©500  mg 

Mintezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
can  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 ml,  in 
bottles  of  120  ml. 

For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  full  prescribing  information.  Merck  Sharp  & 

Dohme,  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 
(g> 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

lYz 

100 

1.0 

2 

125 

1.25 

2Vz 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/ kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 
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acute  arthritic  inflammation. ..heat  that  freezes 


In  acute  rheumatoid  arthritis  consider  Tandearil.  The  anti-inflammatory 
action  of  Tandearil  quickly  helps  reduce  heat,  pain,  swelling,  and 
stiffness.  Results  are  usually  seen  in  3 or  4 days.  Try  it  for  a week  when 
the  symptoms  defy  aspirin  control. 

Remember  that  Tandearil  is  not  a simple  analgesic.  It  should  not  be  used 
on  patients  responding  to  routine  therapy.  Before  using,  please  read 
the  prescribing  information.  It’s  summarized  below. 

Tandearif  helps  take  the  heat  off 

oxyphenbutazone  NF 

Geigy 

gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  ab- 
dominal distention,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia,  anemia  due  to 
blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia, 
leukopenia,  bone  marrow  depression,  sodium 
and  chloride  retention,  water  retention  and 
edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  promi- 
nent), petechiae,  purpura  without  thrombocy- 
topenia, toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing 
epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (poly- 
arteritis), anaphylactic  shock,  urticaria,  arth- 
ralgia, fever,  rashes  (all  allergic  reactions 
require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomeru- 
lonephritis, acute  tubular  necrosis,  nephrotic 
syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug, 
impaired  renal  function,  cardiac  decompensa- 
tion. hypertension,  pericarditis,  diffuse  inter- 
stitial myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia 
rheumatica,  optic  neuritis,  blurred  vision, 
retinal  hemorrhage,  toxic  amblyopia,  retinal 
detachment,  hearing  loss,  hyperglycemia, 
thyroid  hyperplasia,  toxic  goiter,  association 
of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions 
associated  with  overdosage,  including  convul- 
sions, euphoria,  psychosis,  depression,  head- 
aches, hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative 
stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-F  (10/71) 

For  complete  details,  including  dosage, 
please  see  full  prescribing  Information. 

GEIGY  Pharmaceuticals  ? 

Division  of  CIBA-GEIGY  Corporation  § 

Ardsley,  New  York  10502  5 


Tablets  of  100  mg. 

Important  Note:  This  drug  is  not  a simple 
analgesic.  Do  not  administer  casually.  Care- 
fully evaluate  patients  before  starting  treat- 
ment and  keep  them  under  close  supervision. 
Obtain  a detailed  history,  and  complete  phys- 
ical and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing 
and  at  frequent  intervals  thereafter.  Carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures,  contraindicated  patients 
or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms 
with  the  smallest  possible  dosage  is  the  goal 
of  therapy.  Dosage  should  be  taken  with  meals 
or  a full  glass  of  milk.  Patients  should  discon- 
tinue the  drug  and  report  immediately  any  sign 
of:  fever,  sore  throat,  oral  lesions  (symptoms 
of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulcera- 
tion or  hemorrhage,  skin  reactions,  significant 
weight  gain  or  edema.  A one-week  trial  period 
is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods 
to  one  week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 
Contraindications:  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G.l. 
inflammation  or  ulceration  including  severe, 
recurrent  or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyper- 
tension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due 
to  the  drug;  polymyalgia  rheumatica  and  tem- 
poral arteritis;  patients  receiving  other  potent 
chemotherapeutic  agents,  or  long-term  anti- 
coagulant therapy. 

Warnings:  Age,  weight,  dosage,  duration  of 
therapy,  existence  of  concomitant  diseases, 
and  concurrent  potent  chemotherapy  affect  in- 
cidence of  toxic  reactions.  Carefully  instruct 
and  observe  the  individual  patient,  especially 
the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh 
initially  unpredictable  benefits  against  po- 


tential risk  of  severe,  even  fatal,  reactions. 

The  disease  condition  itself  is  unaltered  by 
the  drug.  Use  with  caution  in  first  trimester  of 
pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious, 
even  fatal,  blood  dyscrasias,  including 
aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest 
days  or  weeks  after  cessation  of  drug.  Any 
significant  change  in  total  white  count,  rela- 
tive decrease  in  granulocytes,  appearance 
of  immature  forms,  or  fall  in  hematocrit  should 
signal  immediate  cessation  of  therapy  and 
complete  hematologic  investigation.  Unex- 
plained bleeding  involving  CNS,  adrenals,  and 
G.l.  tract  has  occurred.  The  drug  may  potenti- 
ate action  of  insulin,  sulfonylurea,  and  sul- 
fonamide-type agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and 
toxic  goiters  and  myxedema  have  been  re- 
ported (the  drug  reduces  iodine  uptake  by  the 
thyroid).  Blurred  vision  can  be  a significant 
toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented 
by  reducing  dosage.  If  edema  occurs  in  pa- 
tients over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  ac- 
complished at  regular  intervals:  Careful  de- 
tailed history  for  disease  being  treated  and 
detection  of  earliest  signs  of  adverse  reac- 
tions; complete  physical  examination  includ- 
ing check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two 
week  blood  check;  pertinent  laboratory  studies. 
Caution  patients  about  participating  in  activ- 
ity requiring  alertness  and  coordination,  as 
driving  a car,  etc.  Cases  of  leukemia  have 
been  reported  in  patients  with  a history  of 
short-  and  long-term  therapy.  The  majority  of 
these  patients  were  over  forty.  Remember  that 
arthritic-type  pains  can  be  the  presenting 
symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review 
detailed  information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 


It’s  time  for  action  to  defend  the  laws 
and  regulations  that  protect  your 
patients  against  drug  substitution . . 


These  professional  and  trade  organizations  are  united 
in  supporting  antisubstitution  statutes  and  regulations: 


The  American  Academy  of  Dermatology 

The  Board  of  Directors  of  the 
American  Academy  of  Family 
Physicians 

The  Executive  Board  of  the 
American  Academy  of  Neurology 


The  Committee  on  Drugs  of  the 
American  Academy  of  Pediatrics 

The  American  College  of  Allergists 

The  Executive  Committee  of  the 
American  College  of  Obstetricians 
and  Gynecologists 

The  Board  of  Regents  of  the 
American  College  of  Physicians 

The  Board  of  T rustees  of  the 
American  Dental  Association 


The  Board  of  T rustees  of  the 
American  Medical  Association 

The  American  Psychiatric  Associatior 
The  Executive  Committee  of  the 


National  Association  of  Retai 
Druggists 


The  Board  of  Directors  of  the 
Pharmaceutical  Manufacturers 
Association 


The  National  Wholesale  Druggists’ 
Association 


, 


Joint  Statement  on  Antisubstitution  Laws  and  Regulations 


The  purpose  of  this  statement  is 
to  affirm  the  support  of  the  participat- 
ing organizations  for  the  laws,  regula- 
tions and  professional  trad  it  ions  which 
prohibitthe  unauthorized  substitution 
of  drug  products. 

Traditionally,  physicians,  den- 
tists and  pharmacists  have  worked 
cooperatively  to  serve  the  best  inter- 
ests of  patients.  Productive  coopera- 
tion has  been  achieved  through 
mutual  respect  as  well  as  a common 
concern  for  the  ideals  of  public 
service.  This  mutual  respect  has  been 
reflected,  in  part,  by  joint  support 
over  the  years  for  the  adoption  and 
enforcement  of  laws  and  regulations 
specifically  prohibiting  unauthorized 
substitution  and  encouraging  joint 
discussion  and  selection  of  the 
source  of  supply  of  drug  products. 

The  basic  principles  of  medical,  den- 
tal and  pharmacy  practice  are  thus 
utilized  and  preserved  in  the  interest 
of  patient  welfare. 

The  antisubstitution  laws  have 
not  obstructed  enhancement  of  the 
professional  status  of  pharmacy  any 
more  than  they  have  in  and  of  them- 
selves guaranteed  absolute  protec- 
tion from  unsafe  drugs,  or  freed 
physicians,  dentists  and  pharmacists 
from  their  responsibilities  to  patients. 
Asa  practical  matter,  however,  such 
laws  and  regulations  encourage  inter- 
professional communications  regard- 
ing drug  product  selection  and  assure 
each  profession  the  opportunity  to 
exercise  fully  its  expertise  in  drug 
usage,  to  the  advantage  of  patients. 

Physicians  and  dentists  should 
be  urged  to  increase  the  frequency 
and  regularity  of  their  contacts  with 
pharmacists  in  selection  of  quality 
drug  products,  recognizing  that 


economies  to  patients  can  be  im- 
proved through  such  communica- 
tion, taking  into  account  the  patients’ 
needs.  The  pharmacist’s  knowledge 
of  the  chemical  characteristics  of 
drugs,  their  mode  of  action,  toxic 
properties  and  other  characteristics 
that  assist  in  making  drug  selection 
decisions  should  be  utilized  to  the 
fullest  extent  practicable  by  physi- 
ciansand  dentists  in  servingtheir 
patients. 

Since  drug  product  selection 
entails  knowledge  derived  from 
clinical  experience,  the  physician’s 
and  dentist’s  roles  in  product  selec- 
tion remain  primary  and  do  not  per- 
mit delegation  of  decisions  requiring 
medical  and  dental  judgments.  A 
broader  role  in  therapy  will  evolve 
for  pharmacists  as  improved  under- 
standing and  cooperation  among  the 
professions  continue  to  grow. 

There  has  been  no  evidence  that 
there  are  convincing  reasons  to 
modify  or  repeal  existing  laws  and 
regulations  prohibiting  the  unauthor- 
ized substitution  of  another  drug 
product  for  the  one  specified  by  a 
prescriber.  It  is  our  belief  that  such 
laws  and  regulations  merit  the  joint 
support  of  the  medical,  dental  and 
pharmaceutical  professions  and  the 
pharmaceutical  industry. 


Add  your  opinion  to  the  weight 
of  other  professionals  and  send  it  to 
your  state  assemblyman  or  legislator. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. , Washington,  D.  C.  20005 


Placidyl® 

(ETHCHLORVYNOL) 

Brief  Summary 

Indications-Placidyl  (ethchlorvynol)  is  indicated 
as  short-term  hypnotic  therapy  in  the  management 
of  insomnia. 

Contraindications— Drug  hypersensitivity  and  por- 
phyria. 

Warnings— Not  recommended  during  the  first  and 
second  trimester  of  pregnancy.  Caution  patients 
of  possible  combined  exaggerated  effects  with 
alcohol,  barbiturates,  tranquilizers  or  other  CNS 
depressants.  Exaggerated  effects  might  result  in 
blurring  of  vision,  paralysis  of  accommodation  and 
profound  hypnosis.  Caution  patients  concerning 
driving  a motor  vehicle,  operating  machinery,  or 
other  hazardous  operations  requiring  alertness  af- 
ter taking  the  drug.  ADMINISTER  WITH  CAUTION 
TO  PATIENTS  WITH  SUICIDAL  TENDENCIES  AND 
DO  NOT  PRESCRIBE  LARGE  QUANTITIES  OF  THE 
DRUG.  Adjustment  of  the  dosage  of  oral  anticoag- 
ulants might  be  necessary  when  beginning  ethchlor- 
vynol therapy,  during  therapy,  or  after  stopping 
therapy.  This  drug  is  not  recommended  for  use  in 
children.  PLACIDYL  HAS  THE  POTENTIAL  FOR 
THE  DEVELOPMENT  OF  PSYCHOLOGICAL  AND 
PHYSICAL  DEPENDENCE.  INSTANCES  OF  SE- 
VERE WITHDRAWAL  SYMPTOMS,  INCLUDING 
CONVULSIONS  AND  DELIRIUM  CLINICALLY  SIM- 
ILAR TO  THOSE  SEEN  WITH  BARBITURATES, 
HAVE  BEEN  REPORTED  IN  PATIENTS  TAKING 
REGULAR  DOSES  AS  LOW  AS  1000  MG.  PER  DAY 
OVER  A PERIOD  OF  TIME  WHEN  THE  DRUG  WAS 
SUDDENLY  DISCONTINUED.  PROLONGED  AD- 
MINISTRATION OF  THE  DRUG  IS  NOT  RECOM- 
MENDED. Addiction-prone  patients  or  those  who 
are  likely  to  increase  dosages  of  the  drug  on  their 
own  initiative  should  be  observed  for  evidence  of 
signs  or  symptoms  which  may  indicate  possible 
early  withdrawal  or  abstinence  symptoms.  Signs 
and  symptoms  associated  with  withdrawal  and  ab- 
stinence include  unusual  anxiety,  tremor,  ataxia, 
slurring  of  speech,  memory  loss,  perceptual  dis- 
tortions, irritability,  agitation  and  delirium.  Other 
less  well  defined  signs  and  symptoms,  not  neces- 
sarily due  to  withdrawal  and  abstinence,  may  in- 
clude anorexia,  nausea  or  vomiting,  weakness, 
dizziness,  sweating,  muscle  twitching  and  weight 
loss.  Abrupt  discontinuance  of  Placidyl  following 
prolonged  overdosage  may  result  in  convulsions 
and  delirium. 

Precautions— Toxic  amblyopia  has  been  reported 
with  long-term  continuous  use  of  ethchlorvynol. 
Permanent  visual  defects  have  been  observed,  al- 
though amblyopia  has  improved  after  discontinua- 
tion of  the  drug.  Drug  dosage  should  be  limited 
for  elderly  and  debilitated  patients  to  the  smallest 
effective  amount.  If  pain  is  present,  this  drug 
should  only  be  given  if  insomnia  persists  after 
pain  is  controlled  with  analgesics.  Caution  is  ad- 
vised in  prescribing  the  drug  for  patients  who  are 
being  treated  with  either  MAO  inhibitors  or  anti- 
depressants. Transient  delirium  has  been  reported 
with  the  combination  of  Placidyl  and  amitryptyline. 
Drug  dosage  should  be  reduced  if  prescribed  for 
patients  receiving  MAO  inhibitors  or  antidepres- 
sants. Caution  should  be  exercised  in  patients 
with  impaired  hepatic  or  renal  function.  Patients 
who  respond  unpredictably  to  barbiturates  or  alco- 
hol, or  who  exhibit  excitement  and  release  of  inhi- 
bition in  association  with  such  agents,  may  also 
react  in  this  way  to  Placidyl.  Rarely,  patients  may 
exhibit  symptoms  suggestive  of  an  unusual  sus- 
ceptibility to  the  drug;  such  as  prolonged  hypnosis, 
profound  muscular  weakness,  excitement,  hysteria, 
or  syncope  without  marked  hypotension.  Transient 
giddiness  or  ataxia  may  occur. 

Adverse  Reactions— Hypotension,  nausea  or  vom- 
iting, gastric  upset,  aftertaste,  blurring  of  vision, 
dizziness,  facial  numbness,  and  allergic  reaction 
typified  by  urticaria  have  been  reported  following 
Placidyl  administration.  Mild  "hangover”  and  symp- 
toms of  mild  excitation  have  occurred  in  some 
patients.  There  have  been  rare  reports  of  cholestatic 
jaundice  occurring  in  patients  taking  ethchlorvynol. 
A few  cases  of  thrombocytopenia  have  been  re- 
ported in  patients  receiving  ethchlorvynol.  304431 


Give  us  his  nights. 

Prescribe  Placidyl.  Chances  are,  we’ll  give  him 
a good  night’s  sleep. 

Insomnia  may  often  accompany  surgical 
convalescence.  During  those  long  nights  following 
surgery,  sleep  can  be  as  elusive  as  it  is  vital. 

When  sleep  is  synonymous  with  therapy, 
remember  . . . Placidyl  is  synonymous  with  sleep. 

It  has  been  for  over  17  years. 

If  time  is  the  criterion  to  inspire  your  confidence  . . . 
you  can  rest  assured  with  Placidyl. 

Prescribed  by  physicians  for  over  1 7 years. 

Placidyl*  © 

(ETHCHLORVYNOL  CAPSULES,  500  or  750  mg.) 
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JANUARY 

is  the  month  for  you  and  your  employees  to 

join  the  KMA  endorsed  Group  Health  Care  Program. 


All  member  doctors  and  their 
employees  are  eligible  for  this 
special  Kentucky  Medical 
Association  Program.  Benefits 
include  comprehensive 
coverage  for  hospitil ization, 
surgical-medical  expenses  and 
Major  Medical  benefits. 

If  your  office  has  this 
Special  Group  Program, 
present  employees  not  covered 
by  your  program  may  join  during 
January.  New  employees  may 
enroll  within  60  days  after  they 
become  eligible. 

For  more  information,  contact 
the  Enrollment  Department: 

3101  Bardstown  Road 
Louisville,  Kentucky  40205 
(502)  452-1511 


Blue  Cross 
Blue  Shield 

of  Kentucky 


® Reg  Mark  Blue  Cross  Assn  ®' National  Association  of  Blue  Shield  Plans 


0.1  M.I.C. 
for  three  hours 

Similar  elongations 
occur  regardless  of 
antibacterial  used. 


1.0  M.I.C. 
for  three  hours 

Similar  midcell 
defects  seen  with 
increased  antibac- 
terial concentrations. 


10  M.I.C. 
for  three  hours 

Similar  spheroplast- 
like  forms  appear 
with  high 
concentrations  of 
the  antibacterials. 


E.  coli  + sulfamethoxazole 


E.  coli  + tetracycline 


The  Scanning  Electron  Microscope  (SEM)  reveals  the  effect 


The  in  vitro  experiment.  These  SEM  photomicro- 
graphs were  taken  as  part  of  a study  exploring  the 
effects  of  various  antibacterials  with  different  modes 
of  action  on  the  surface  morphology  of  bacteria. 

The  scanning  electron  microscope  was  used  because 
of  its  ability  to  show  three-dimensional  views  of 
organisms,  enabling  better  definition  and  apprecia- 
tion of  surface  morphology. 

For  this  portion  of  the  experiment,  E.  coli  were 
exposed  to  the  following  agents:  sulfamethoxazole, 
a chemical  drug  which  acts  by  interference  with  para- 


aminobenzoic  acid  utilization;  tetracycline,  which  inter- 
feres with  intracellular  protein  synthesis;  and  cepha- 
lothin  and  ampicillin,  which  are  cell-wall-active  drugs. 

Strains  of  E.  coli,  each  susceptible  to  the  respective 
antibacterials,  were  exposed  for  15,  30,  60,  120  and 
1 80  minutes  and  1 8 hours  to  several  concentrations 
of  each  agent. 

Following  the  1 80-minute  or  three-hour  exposures 
to  the  antibacterials  at  0.1  M.I.C.,  1.0  M.I.C.  and 
10  M.I.C.,  photoscans  of  the  E.  coli  were  taken.  As 
shown  above,  regardless  of  the  antibacterial  agent 
used  or  its  mode  of  action,  the  changes  in  surface 
morphology  were  remarkably  similar . . . elongation 
at  low  drug  concentrations,  midcell  defects  at  higher 


Three-Dimensional World  of  SEM 


E.  coli  + cephalothin 


E.  coli  + ampiciUin 


f certain  antibacterials  on  bacterial  surface  morphology 


mcentrations  and  ultimate  progression  to  sphero- 
ast-like  forms.1 

The  interpretation.  “At  present,  the  significance  of 
lese  observations  in  clinical  infection  must  be  con- 
dered  with  caution,  but  it  is  hoped  that  these  data 
ill  stimulate  a reevaluation  of  present  concepts  of 
te  nature  and  role  of  morphological  variants  of  bac- 
ria  exposed  to  a variety  of  antibacterial  factors.”2 
It  should  be  noted  that  this  information  represents 
aly  in  vitro  research.  No  clinical  significance  can 
i drawn  from  this  study  concerning  the  effective- 


ness of  any  of  the  agents  discussed,  as  it  is  not  possible 
to  extrapolate  in  vitro  data  to  humans.  This  infor- 
mation is  presented  to  demonstrate  the  continuing 
research  activities  in  the  area  of  antibacterials,  par- 
ticularly modes  of  action  and  surface  morphology. 
’Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 
“Anlimicrob.  Agents  Chemother.,  7:164,  1972. 

Sec  next  two  pages  for  product  information. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 
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Observations  from 


■ Effective  control  of  primary  susceptible  bacterial  offenders 

Gantanol®  (sulfamethoxazole)  is  effective  against  susceptible  strains  of  E.  coli,  the  most  common 
cause  of  urinary  tract  infections.  It  is  also  highly  effective  against  other  susceptible  gram-negative 
and  gram-positive  organisms,  usually  Klebsiella- Aerobacter,  Staph,  aureus  and  Proteus  mirabilis. 

■ Prompt  antibacterial  blood  and  urine  levels— in  from  2 to  3 hours 

Antibacterial  levels  of  Gantanol  usually  appear  in  blood  and  urine  in  from  2 to  3 hours  after  the 
initial  2-Grn  adult  dose.  This  rapid  initiation  of  effective  antibacterial  activity  enables  prompt  treat- 
ment of  certain  nonobstructed  urinary  tract  infections  and  may  also  help  avert  possible  sequelae. 

■ Around-the-clock  coverage  for  14  days 

Mounting  evidence  in  current  medical  literature  suggests  a minimum  of  14  days’  continuous 
therapy  for  certain  urinary  tract  infections.*  Following  the  initial  2-Gm  adult  dosage  of  Gantanol. 
each  1-Gm  dose  provides  up  to  12  hours  of  antibacterial  activity  during  the  treatment  period. 
When  urinary  tract  infection  is  more  severe,  t.i.d.  (q.  8 h.)  dosage  schedule  may  be  required. 

Both  regimens  provide  around-the-clock  therapy,  important  because  normal  urinary  retention  / 
during  sleep  tends  to  favor  bacterial  proliferation.  It  is  also  convenient  for  patients  not  to  have 
to  take  middle-of-the-night  medication.  V 

■ Also  effective  in  certain  nonobstructed  chronic  and  recurrent  urinary  tract  infection  k 

Nonobstructed  urinary  tract  infections,  such  as  cystitis  or  pyelonephritis— chronic  and/or  recur-  v 
rent— develop  more  commonly  in  the  elderly  and  debilitated,  and  response  to  Gantanol  is  often  p 
highly  satisfactory. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis 
and  cystitis)  due  to  susceptible  organisms.  Note:  Carefully 
coordinate  in  vitro  sulfonamide  sensitivity  tests  with  bacte- 
riologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resist- 
ant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary 
tract  infections.  Measure  sulfonamide  blood  levels  as  vari- 
ations may  occur;  20  mg/ 100  ml  should  be  maximum  total 
level. 

Contraindications:  Sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period;  infants  less  than 
two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 
lished. Sulfonamides  should  not  be  used  for  group  A beta- 


hemolytic  streptococcal  infections  and  will  not  eradicate 
or  prevent  sequelae  (rheumatic  fever,  glomerulonephritis) 
of  such  infections.  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore  throat, 
fever,  pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with  micro- 
scopic examination  are  recommended  during  sulfonamide 
therapy.  Insufficient  data  on  children  under  six  with  chronic 
renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impairec 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma;  ir 
glucose-6-phosphate  dehydrogenase-deficient  individuals  ir 
whom  dose-related  hemolysis  may  occur.  Maintain  adequatf 
fluid  intake  to  prevent  cry?talluria  and  stone  formation 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglo 
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clinical  practice 


Enlerobacter  sp— Gram  stain  showing  characteristic  Proteus  mirabilis— Flagella  stain 

gram-negative  rod 


■ Your  option:  tablets  or  suspension 

Gantanol  Tablets  or  the  plcasant-tasting,  cherry-flavored  Suspension  can  provide  dependable 
antibacterial  activity  to  control  susceptible  nonobstructed  cystitis  and  pyelonephritis.  Sympto- 
matic improvement  usually  may  be  expected  to  begin  within  24  to  48  hours.  Usual  precautions 
with  sulfonamide  therapy  should  be  observed,  including  adequate  fluid  intake.  Gantanol  is 
generally  well  tolerated,  with  relative  freedom  from  complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent  c.b.c.'s  and  urinalyses  with  microscopic  examina- 
tion are  recommended  during  therapy. 

"Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


In  nonobstructed  cystitis  due  to  susceptible  organisms 

Gantanol  ri  d. 

(sulfamethoxazole) 

Basic  therapy 


binemia);  allergic  reactions  (erythema  multiforme,  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  pho- 
i tosensitization,  arthralgia  and  allergic  myocarditis);  gastro- 
intestinal reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis); 
CNS  reactions  (headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
tigo and  insomnia);  miscellaneous  reactions  (drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain  chemical 
'similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  as  well  as  thyroid  malignancies  in  rats 
'following  long-term  administration.  Cross-sensitivity  with 
■these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially, 
then  1 Gm  b.i.d  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs 
of  body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maxi- 
mum dose  should  not  exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspen- 
sion, 0.5  Gm  sulfamethoxazole/ teaspoonful. 
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How  strong 
must  a tranquilizer  be 
for  severe  anxiety? 


As  strong  as Librium25  mg 

(chlordiazepoxide  HCI) 


The  achievement  of  desired  therapeutic 
results  is  often  a function  of  the  dosage 
strength  its  well  its  the  drug’s  intrinsic  action.  Thus,  when 
anxiety  is  severe,  the  25-mg  strength  of  Librium  fre- 
quently provides  the  necessary  antianxiety  action  with  a 
minimum  of  unwanted  adverse  reactions.  Librium  25  mg 
is  a convenient  dosage  form  for  the  relief  of  severe, 
incapacitating  anxiety,  specifically  formulated  to  supple- 
ment your  counsel  and  reassurance. 

Benefits -to-risks  ratio 
permits  higher  dosage 

For  over  1 3 years, 

Librium  hits  been  recog- 
nized for  its  excellent 
benefits-to-risks  ratio,  an 
asset  in  the  higher  dosage  ranges  as  in  more  common  clini- 
cal applications.  Thus,  the  frequency  of  dosage  with 
Librium  25  mg  can  be  flexibly  adjusted  to  the  needs  and 
response  of  the  individual  patient,  up  to  100  mg  daily  if 
required.  Total  daily  dosage  for  the  elderly  and 
debilitated  should  not  exceed  20  mg.  When  severe 
anxiety  has  been  reduced,  Librium  dosage  should  be 
correspondingly  reduced  or  discontinued  entirely. 

basic  support 
in  severe  anxiety 

Librium®  25  mg 

(chlordiazepoxide  HCI) 

1 capsule  t.i.d./q.i.d. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires 
that  its  potential  benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances 
by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally,  mak- 
ing periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  2 5 mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide. 
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